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CHAPl'ER I

THE MEANING OF MENTAL ILLNESS

Introduction

Mental illness is not a term which has a precise, fixed, agreed-

upon, meaning, even in professional circles. The National Association

for Mental Health, for example, divides the area of mental "ill-health",

into mental illness, which includes only psychoses and severe psycho-

neuroses; other personality disturbances, which include mild psyohoneu-

roses, psychopathies and a variety of personality and behavior disorders;

and mental deficiency.1 Most psychiatrists, on the other hand, would

IThe National Association for Mental Health, Inc. "Facts and
Figures about Mental illness and Other Personality Disturbances," April,
1952•

include all three of these categories under the heading of mental illness

and ndght even add others.2

2
See for example, R. H. FeUx, M.D. and Morton Kramer, "Extent of

the Problem of Mental Diso rders," The Annals of the American Academy of
Political and Social Science, March, 1953; American Psychiatric Associ
ation, Diagnos~ic and Statistical Manual, 1952.

These disagreements are, nevertheless, more apparent than real,

for, however they are grouped, 'all of the general diagnostic categories

subsumed ~der mental illness in its broadest usage are recognized by

all professionals as disorders which require attention and which fall

within the mental health field. Psychiatric diagreements over termin-

ology and diagnosis have dealt not so much with setting these broad

limits to the field as with problems of individual diagnosis, relatively
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fine diagnostic distinctions and the borderline case. In fact, the term

"mental Ulness" is not an important one within the mental health field,

and little attention is given to the question of just what it includes.

Since the general classes of disorders which concern the field are known

and can be individually named, the tendency has been, instead, to refer to

them collectively by some title which suggests their range and variety.

Thus, the International List of Diseases and Causes of Death prepared by

the World Health Organization now gl'OUpS these disorders as "Mental, Psy

choneurotic and Personality Disorders," and the American Medical Associatiorl '.

current Standard Nomenclature of Diseases and. Operations refers to them as

"Diseases of the Psycho-Biologic Unit."

In popular discourse, the term "mental illness" assumes importance,

because it is the only way that people can refer, however imprecisely, to

the range of phenomena which are regarded, professionally, as disorders of

mental health. It is a remarkable and peculiar fact that there are no

terms in common usage that can be used to refer to these disorders indi

vidually in a way that will be generally understood. Even if only the

two most traditional categories of mental illness-psychosis and neurosis

--are considered, the popular vocabulary has no words which unequivocably

and unambiguously correspond to these concepts.

Popular speech does, of course, contain a number of colloquial

terms--like "crazy," "nuts," "out of your mind," and, even, "insane"--

which are sanetimes used as synonyms for psychosis, but these same ex-

pressions are so frequently heard in contexts where it is clear that their

immediate intent is to express nothing more than transient disapproval of

or disagreement with another'person's conduct or ideas that it is not al-

•

•

ways possible to tell what is meant and what understood by their use.

It is only when the operational criterion of actual or needed institution-

altzation is added. ~ such epithets that they become relatively clearcut •

designations of psychosis, but, at the same time, they then apply to
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0. somewhat narrower rang.e of disorder than that of the P!1Gb1atI'10 oatego17

of psychosis. Since the course of a neurosis does not generally include

a definite signalizing event like institutionalization, it is even more

diffioult to find ways of specifying i t. Probab~y the most common popu

lar approximation is the notion of "nervousness," but it is vaguely and

diffusely applied to both a good deal more and a good deal less than is

contained in the teclmical concept of neurosis. These difficulties in

the way of communicating in the mental tealth field cannot presently be

met by recourse to a more technical vocabulary. The imprecision and

indefiniteness of reference of the everyday tenns cannot possibly exceed

either the general unfamiliarity of the public with such terms as neurosis

and psychosis or the inexactn~ss with which they are understood or ·em

ployed by the minority who can reoognize or pronounce them•

The ill-defined and diffuse qualities of popular conceptionS of

mental illness, the lack of general agreement about what mental illness

includes and the absence of words which can be ~sed to dist.inguish one

way of delimiting mental illness from another--these are, to some extent,

simply assertions t.hat call for proof or disproof, and they anticipate,

in rather dogmatic fashion, the empirical evidence of this study. Never

theless, these conceptual and. semantic difficulties must be mentioned at

this time because they are not merely hypotheses which were confimed by

this research, but are, simultaneously, pre-existing conditions which

made any exploration into popular views of mental illness singularly

difficult.

The research difficulty was, simply, that ambiguity could not be

directly avoided. When we talked with people about their ideas of mental

illness, there· was every likelihood that the term would mean different
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things to different people, and there was no way to specify the term,

mental illness, so it would mean the same thing to eaoh person. Instead,

the undefined term had to be employed with the recognition that people

were not necessarily talking about the same thing, even though all of

them were expressing their views of mental illness. In essence, we

could only talk with people about mental illness when mental illness was

left a term of undefined reference, but, so long as it was undefined, we

could not meaningfully interpret what was said.

Since the study would be pointless under these conditions, an in

direct approach that would eliminate ambiguity had to be found. The pro

cedure adopted was to find out, in each
r

person's own words, exactly what

he meant by mental illness and, especially, how he would describe the

symptoms of mental illness.

The limits of inclusiveness of each persat's usage were then

tested explicitly, by asking directly whether his usage included or ex

cluded a variety of syndromes, some of which were labelled and others

of which were described rather than identified. From this account, each

person's conception of mental illness could be roughly translated into

the technical categories of mental illness that appeared to be included

in his usage. By m~ans of these approximate translations into terminology

whose meaning can be kept precise and unvarying from person to person,

it is possible to specify the different ways in which different persons

defined mental illness and the extent to which people adhered to inter

nally self-consistent views of mental illness, even though their usage

might differ from other people's.

Thereafter, the semantic difficulties resulting from the fact

that mental illness does not have a common definition, could be avoided.

•

•

•
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That is, any further statement about mental Ulness--its causes, treat-

ment, prognosis, emotional connotations, etc.--was regarded as a state-

ment applicable only to mental illness as conceived by the person making

the statement and understandable only by reference to that individual

conception. For example, if a person said that he was afraid of the

mentally-ill, the knowledge that, for him, mental illness referred only

to those psychotic syndromes in which violence is a prominent feature

prevented the erroneous aquating of this person with a person for whom

mental illness included a variety of mild emotional disorders, but who

was, nevertheless, fearful of the mentally-Ul. In this instance, the

seeming similarity of the attitude of fear of the mentally-Ul concealed,

because of a difference in terminology, a possible large difference in

attitudes toward neurotics. In much the same way, a se~ difference

in attitude could tum out to be a mere difference in terminology which

concealed agreement in substance.

Given the necessity of this indirect approach, the ability to

determine what people meant by mental illness is a most crucial phase of

the research. Accordingly, this chapter is devoted to presenting, in

some detail, the kinds of definitional and descriptive discussions of

mental illness contained in the interviews and the way in which these

were analyzed to obtain relatively clear-cut designa.tions of variations

in individual usage of the term.

First Impressions of Mental Illness

The concept of ''mental illness" was, for most people, ill-defined

and not at all clearly understood. They had sane difficulty verbalizing

about it at all and spoke rather haltingly in their attempts to formulate

their ideas. In answer to the initial question,
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When you hear someone say that a person is "mentally
ill," what does that mean to you?

(PROBES: How would you describe a person who is
mentally-ill? What .do you think a mentally-ill person is
like? What does a person like this do that tells you he is
mentally-ill? How does a person likethis act?),

people usually began by replaCing mental illness with an equivalent phrase

like "mental sickness" or "sick in the mind" or 'by using labels or summary

characterizations that were so vague or so general as to be meaningless.

It usually required repeated questioning and exploration to obtain answers

fomulated in terms concrete enough to convey sane sense of the person's

conception of mental. illness. Here for example, are a few typical an

swers:3

•

3whenever answers are quoted:in this report, they are a st:rictly
random selection from among.all answers in that category. Any other method
of selecting illustrative quotations carries with .it the danger that only •
the more striking answers or only those most in line with the interpretation
being advanced will be cited.. The intent here is always to convey, without
bias, the flavor of the original data, although it must be recogilized that
their range and variety cannot be fully captured in the limited number of
illustrations that can be included.

It means that they are mentally sick. (P.)
He's abnormal in his behavior. (C.)
He says peculiar things and acts noticeably
different fran other people. (C.) -
Being unusually moody, being worried all
the time over real or imaginary troubles,
always thinking there's something wrong with
his health.4

4The parenthetical symbols represent questions asked by the inter
viewer after the original question. "P." indicates that one of the probes
suggested in the question was used--for instance, "How does a person like
this act?"--or that additional description was requested--e.g.,"How else
does he act?" "C." indicates that the interviewer's question asked for
clarification of what had just been said--e.g., "Abnormal? How do you
mean?" or "Could you give me an .examPle of that?". '

•
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Nuts in the head. (P.) It's a mental derangement
where his actions are below normal and they have no
control of themselves.

Well, the man is not doing things the way he should;
he's unbalanced. (P.) Well, he would be irritable
for little or no reason. (P.) He'd have a bad memory,
forget things easily. (P.) He might be spiteful--he
might show signs of bad habits. (C.) Spitting on the
floor of his own house. I knew someone who did that.
(C.) He'd s:pit on his ow living.;.room floor, not caring
at all. (~.) He's the only one I !mow. (P.) I think
that they'd hurt others and 'not care at all. (C.) In
sult them. (P.) Not that I know.

Insanity. (P.) Imagination. (C.) They imagine they
have money hidden somewhere. (P.) They talk about it.
(p~ They think people are after them.

Someone who has a sick mind. (P.) By talking strange
and acting strange. (e.) By doing things that seem
out of line with nomal behavior. (C.) Reacting to
a thing that is of little cO:lsequence and he will make
a big thing of 1t, and talking all the time about it
so he wears everyone down with it and you want to get
away from him.

They are disturbed in their minds. (P.)· Not able to
cope with life. ( e. ) Where they are so disturbed they
can't carry on like the rest of us. They can't see things
as they are.

Most affected, I imagine, 'in the brains, ain't1t? I
don't know. (P.) He just don't think right pr do normal
things. (p .) . He' s just nervous, I imagine, and can't
think straight.. Some of them when they're mentally sick
want to fight, and some of them don't know what they're
saying. . They'll just say anything.

They are unable to carry on a normal lite. (P.) They
~enerally are incoherent in their talk and thoughts.
(P.) They have dilated eyeballs. .

A great depression of spirtts • (P. ) Easy tasks beoome
difficult. (P.) A feeling of fear without reason. You
lose all zest for living, no pleasure in anything.

Not. all the time I mentally /J.1!7, just nervous-some
worse .than others. I'm a nervous type myself. It's
fran change of· life or, sanetimes aggravation. (P.)
Sometime's they say things they shouldn't. They just go
around and don't bother anyone. They keep on talking.
They could be cured. (P.) There are different kinds
of mental sicmess. (P.) They go around and'don't
bother anyone. (P.) Somtimes they won't talk to
people, lock themselves in, want to hit someone.
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A nervous, jittery person. (P.) He acts like us; he'd
have to be very intimate to really know what's the mat
ter. (P.) They're not crazy, so they act like us; only
a doctor could really tell something was bothering them.

In all, close to half the answers (47 per cent) contained "rough-

and-ready" references to diagnostic categories like the "nuts in the heaal!

and the "nervous type" in the preceding quotations. Just over half (54

per cent) made vague summary characterizations, as exemplified by the un-

defined use of words like "abnonnal," "peculiar," "different," and "un_

balanced" in these illustrations. Sooner or later, however, the large

majority (61 per cent) were able to speak, in more concrete terms, of

what they meant by mental illness. In terms of completeness of answer,

then:

4%•••said only that they could not describe mental illness.
I _

15%•••spoke only in terms of popular diagnostic equivalents
or summary characterizations, or both;

63%•••began in thesegoneral ter.ms~ but progressed to the
-particular.

18%•••spoke in concrete terms throughout.

While these results do indicate the halting and tentative way in

which most people spoke of mental illne~s, they do not adequately convey

the content assigned to it. In order to get a fuller sense of What people

were talking about and to follow the procedure by which conclusions about

their ideas of mental illness were reached, the concrete elements in these

discussions must be examined in sorne detail, even though their variety and

div~rsity tend to produce a kaleidoscopic impression. Without tllis famil

iarity with the original data, however, it would be impossible to evaluate

the justifiability of the interpretations made of them and the credibility

of the conclusions drawn.

•

•

•
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The most frequently used diagnostic category was made up of the

previously-mentioned popular terms suggestive of psychosis. Close to

one~fourth of all persons~-just about half of those who referred to

diagnostic categories at all~~made references suggesting ps,ychosis in

these tenns J while references to nerves J nervousness or nervous disorders

followed close behind. Much less frequently, there were mentions of non

psychotic disorders generally--usually in the oblique form of "not all of

them are crazy" or "some are out of their minds J but some are not," of

nervous breakdowns, and of neuroses or emotional and personality dis~

orders. If all four of these categories, suggestive of non-psychotic

syndromes, are ·combined, then about one-third of the public (or two-thirds

of those who used diagnostic categories) appeared to be including non

pSyChotic syndromes within their concept of mental illness. (See Table

1 for more exact detail.~)

5All tables are presented in Appendix

These figures cannot be taken at their face value, of course "

Doing so .would presume for these popular diagnostic terms a precision of

reference which they can be shown to lack. As a first approximation of

the popular meaning of mental illness, hOlever, they do indicate what the

people who ·used them said they were talking about under the heading of

mental illness. What they~ talking about is, however, better inferred

fran the descriptions people gave them fran the labels they attached to

their descriptions.

Essentially, suznmary characterizations of mental illness were of

two types, the one stressing "mental" and the other, "illness." (See

Table 2.) Where the emphasis was on "mental," as it was for S8 per cent
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of those who spoke in summary terms, the mentally-ill were regarded as

deviating fran the norms of rationality, consistency and control in

thinking and action. The degree of departure from these norms that

was attributed to the l\lentall~r-:n1 varied. all the way from the legal

concept of incompetence to the :L8nlillg that the mentally-D.l w~re unde-

pendable, changeable or 1mpulsive:

They are out of their mind and don't know what they are
doing or saying.

They just don't have their r~.ght rrdnd and do all kinds
of things that don't make good m-m.se.

They might be confused and do erratic things.

They are irresponsib1e--you couldn't depend on them to
do anything or couldn't be sure they would carry it out.

They become no good to themselves or anyone else. They're
just not "at" themselves--they' re off, mentally not re
sponsible.

They do things that people don't do normally•. They are
not reliable.

You never lmow from one minute to the next what they are
going to do.

They are mentally unbalanced, abnormal. (C.) They are
childish.

They can't always control their thoughts and actions.

He would be disorderly in conduct.

They seem to have very little control over their emotions.

They are either way up or way down.

1'd say, very emotional and they do things to excess.

Where the emphasis was on "illness J" the mentally-ill were characterized

as generally disordered or deviant, without reference to any particular

norms that they were perceived to violate. Over half the time, the stand

ard of normalcy was left unspecified; for the rest, it was usually equated

•

•

•
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with the social s:tandard of ''the way other people act" or, occasionally,

with the intra-individual standard of "the way he used to act." For

example,

They just act a little odd.

They are just peculiar.

Some are kind of queer.

He s~s and does crazy things.

It means they are unbalanced.

He does things a right person wouldn't dOe-silly things.

He isn't suited to get along with the rest of us normals.

They act more or less not like a nomal person.

They act strange, do things that seem out of line with
normal behavior.

They do things that under normal circumstances they would
not do. You notice that they are changed from their pre
vious conduct.

These summary ways of characterizing the mentally-ill are so gen

eral that, with the exception of the notion of legal incompetence, they

might equally well be applied to the mildest instance of personality dis-

order or to the most severe instance of psychosis. Nevertheless the

cumulative 1mpact of their invariable stress on deviancy tends to create

the impression that the people who used them had in mind more extreme

deviation than their statements, taken literally, implied. This impression

can, however, only be checked by turning from these abstract generalities

to the more concrete description of specific symptoms.

The specific descriptions of mental illness, as might be expected,

• were quite diverse and were, in fact, classified into over seventy categories,
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the details of which are shown in Table 3.6 The major lines of emphasis

6
The classification of symptoms of mental Ulness employed here

was deliberately designed to impose as little conceptualization on the
way people talked as is consistent with the necessity of grouping into
ca~gories, on the basis of their similarity, answers which were, in
some respects, unique. Like all systems of classification, it contains
an element of arbitrariness J and altemate ways of grouping the bas10
categories into major classes are not only conceivable but may even
strike the reader as more reasonable or more useful. The main advantage
of this mode of classification is just that these alternatives area"fa1l
able; the source· materials are not inflexibly-constrained to anyone way
of conceptualizing them. The preservation of so much of the concrete de
tail makes it possible to combine categories along the lines of any method
of conceptualization one may wish to apply, and the relation of a particu
lar conceptualization to the empirical evidence is fully exhibited. In
contrast, an initial classification in terms of a conceptual scheme at a
level of abstractness remote from the· plane at which popular discourse
took place is much more rigid; once the concrete materials ~re so ordered,
they cannot conveniently be translated into a different ordering system,
and only the original classifier can know precisely how adequately the
conceptual scheme fits the concrete depictions it is intended to organize •

were:

1. Disordered emotional tone. Slightly over a third of the public

described symptoms which centered around the individual's subjective state

or mood. The stress here was on the familiar pattern ofirritabUity,

sensitivity, anxiety and depression, with less frequent references to with

drawn, apathetic and indifferent attitudes. Illustratively:

That's only a nervous ailment. (P.) He worries--that's
all it is.

It means a person is worried. (P. ) They get upset so
easUy. (P.) Well, you mow, they are nervous.

They seem to be extremely upset over things. (P.) I
really donIt know. (P.) They cry easily and get furious
over nothing.

They are offended easily and fly off the handle.

't'h~Y're tussy, cranky $I1d irritable.

Nervous, high-strung, erratic people are mentally-ill.
(P.) Sort of impulsive, sort of flighty_ (P.) I don't
know. (P •) I think they're depressed.

They might be quiet and melancholy.

•

•

•
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2. Intellectual impairment. About as frequent as reference to

emotional disturbance were connnents on impaired thought processes.7

? .
For the sake of clarity, symptoms attributed to mental defi-

ciency and to conditions not generally classifiable as mental illness
were disregarded. These intellectual types of symptoms and all other
symptoms described were, therefore, attributed to forms of mental dis
order other than mental deficiency.

These tended to assume a more extreme character than did the referenoes to

mood, however. Foremost in this category, and the most frequently mentioned

symptom of any olass, were references to the inooherenoe, irrationality and

.11lcomprehensibility of the talk and conversation of the mentally-ill.

This "inappropriate talk," together with lack of comprehension and major

disorders of memory and orientation, dominated over half the desoriptions

of intellectual impairment. In a less frequent versiQn, the intellectual

• impainnent was peroeived as much more moderate--a kind of impaired perform

ance or efficiency growing out of brooding, preoccupation, or obsession

and taking the form of absentmindedness, forgetfulness, or a decreased

ability to concentrate. For example:

Well, it seems their mind is not right. (P.) Tmy don't
recognize anybody and don't seem to know what they are
doing--no presence of mind.

They talk irrationally and don't remember things.

Their mind is not right--not active. (P.) By his
everyday actions. He's not aotive, doesn't perfonn
his daily duty. (P.) They can't keep on the subject
--jump from one thing to another.

This dentist would neglect his business and he would
talk out-of-the-way.

•
Their conversations are not quite normal. They talk
incoherently.

You would notice their being absent of speech~ being
nervous, forgetful and childish. He dwells on one
subject, thinks just one way.
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They are not adjusted to combat every-day life. They
are nervous and probably wool-gatherers.

3. Distortion of reality. About a quarter of the public des

cribed degrees of misinterpretation of themselves and of the world around

them as characteristic of the mentally-ill. These ranged from delusions,

hallucinations and a frank break with reality to more frequent references

to attitudes of distrust and suspicion, hypochondriacal tendencies and

more generalized readiness to perceive events subjectively and reject

or ignore inacceptable facts. For instance:

I would think that they thought they were insane. (P.)
They imagine things that are not true. (C.) Such as
thinking people will kill you. (P.) They might hear
voices.

He's queer. (C.) Suspicious of most people, always
looking for trouble and imagines pains and aches.

Lots 6f times they think they're sick and then they
get to worrying, and this really does make them sick.

They have an ill-adjusted life. (C.) Either they haven't
grown up or they can't face reality.

They are the last ones to admit it. They don't recognize
it in themeelves.

4. Deviant external appearance. About a fifth of the public made

references to. the external appearance of the person, roughly half of these

conunents being descriptions of tension, restlessness and inability to re-

lax together with accompanying tremors and tics. The other descriptions

in this category took the more extreme form of stuporous, trance-like·

states, postural oddities, a peculiar look in the eye, and the like:

It's a nervous condition that makes them just go all to
pieces--nervous , shaky, may shake the head or some other
part of the body.

Their actions are nervou~ and jittery; some pace the floor.

The ones that go crazy, they stare. (P.) They just $tare
and are kind of numb.

•

•

•
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I imagine they don't walk or talk like everyone else.
They have a queer look J a dazed look out or their eyes.
(P.) Most of them let themselves go, won't shave or
clean up.

5.. Violent a()ts. About one person in seven made reference to

acts of violence--sel£-destIUction, homicide and the like:

They are nervous. (p .. ) They might try to commit
suicide. (P.) They might kill other people.

SometiJr.es they get awful violent and try to hurt
somebody.

They could ham themselves~-hittingthemSelves
against walls--or cause fires.

6. Violent" extreme expression. One person in ten described un

controlled; extreme or,violent expression ot emotions as characteristic or

the mentally-ill,' referring ehiefiy toexce'ssive weeping, tantrum-like

rages, and meaningless laughter:

They laugh o~ cry ofte.n, want to be alone a lot,
hide from people I. 'and scream.

Sometimes they cry a lot and walk the floor, and
it seems like they want to scream and do sometimes.

7. Disordered self-image, character traits. One person in ten

attributed to the mentally-ill a variety of personality characteristics

which had in common a diSOrdered conception of self. Thus, the mentally-

ill might be described as chronically dissatisfied and complaining, as

egocentric and overly-demanding, as self-pitying and martyred, as inse-

cure, as self-righteous, or as overly-submissive:

The only one I knew carried on and bothered every
one to do things. ( C.) By carrying on I mean she
complained loud and long and wanted to be waited on.

They let their emotions get the best of them. (C.)
They expect a lot of sympathy and they worry. (P.)
It's mental illness when he starts feeling sorry for
himself and trying to get sympathy.



8. Health 1JIg?a1rment. One person in ten described p~sica1

8ymptclluJ Uk. chronic fatigue. loss of appetite. insomnia. and so on as

accompanying mental :Ulness:

They are sick all over, think they are going to die.
can't sleep and nervous.

Some ot them are tired all the time. They can't sleep,
can't work. They have indigestion or a nervous stomach.

9. Speech mannerisms, disorders. Still less frequently, people

described speech habits· like talking to one t 8 self,· refusal to speak,

excessive or too little talking, rapid or retarded speech rates:

He does· .curious things. ( C.) Well he might talk
to himselt·or.m!ght laugh a lot about things that
ain t t funny'.

Well. I hear· they- act sort ot funny. (C.) So
quiet, and sit and mope around, won't talk to you
or else talk your head oft.

10.. Exceptional, unusual behavior. About one person in twenty

gave illustrations of behavior that struck them as deviant. These

ranged from the bizarre, almost uninterpretable acts of psychotics to

instances ot violation of cul tural standards:

Some of them won t t leave their clothes on or they
want to wear only certain things.

Just pile stuff around like rrry wire does. She's
not reasonable; she saves things that are just use..
less and piles ·them up in piles.

11.. Anti-social habits. The final and least frequently mentioned

group of symptoms was that involVing violations of moral standards--alco

holism, drug addiction, criminality, delinquency and sexual deviancy:

It's not necessarily insanity. Alcoholism is mental
illness. ( C. ) He's looking for escape and may tum
to drink or dope or may just give up and aJ+ow himself
to become mentally-ill.

•

•

•
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With tllis highly concrete classification of symptoms, it is

probably still difficult to form a very clear impression of the way

in which people conceived of mental illness. It is apparent, in a

general way, that many of the descriptions asserted or implied a de

gree of impairment'diffic~tto associate with any mental illness

short of psychosis, but a more exact assessment of the extent to

which mental Ulness evoked an image of one syndrome rather than

another reCluires a greater compression of the wealth of detail than

has so far been presented•.

A first, approximation to this generic image of mental illness

was made by reading each discussion as a unit and trying to judge from

the entire conten,t what syndromes, .conceived in broad terms, had to be

postulated to account for the particular set of symptoms and other

comments offered by a given person.8 That is to say, the question was

8These judgments were made by coders with training in clinical,
abnormal and social psychology and familiarity with psychiatric concepts.

what diagnostic category or categories the comments could be referred

back to in order to relate all the descriptive items to syndromes in

which they might plausibly occur, with the provision that·· this process

of imputation should postulate as few categories as possible in account-

ing for the details of the answer and should avoid substituting asswnp-

tions about their meaning for the manifest meaning of the comments. An

example will probably help to clarify the procedure used. Here, for ex

ample, is a complete answer cited earlier:

It means that they are mentally sick. (P. ) He's
abnormal in his behavior. (C. ) He s aye peculiar
things and acts noticeably different from other
peQple. (0.) Being unusually moody, being worried
all the time over real or imaginary troubles, always
thinking there's something wrong with his health.



For this i+1-u~tration~ the decision wa/? that 11 non..psychotic syncn-ome

was Qe~ de.sCribeq~9 ~t should be noted that assumpt10ns oould have •
.'q ..•.... \.E". if .... i. .1,. ..' '. .r. S.. · ";' S·,

9The usa.ge followed in this study does not correspond exactly
with ~y of the teahn'1cal nomenclawres of mental ilLness, becallse the
data di,d not pennit the relatively tine distinctions need~d to approxi..
mate technical usage, Th4a term, non..psychotic syndrome, as used he:re,
aotually includes the ca'\;egortes of psychoneurotic disorders, psycho..
phYSit)logic autollolDic and visceral disorders ~ those personality dis
Qr4ers classified as personality pattern disturbance, personality
t~it ~sturbance anc3. special symptom reactions ~ and transient situ..
ational personality clisorders, as these are' defined ;tTl current offi..
c+al nomenc:Latures. In essence, then, it 1,ncludel;1 all non:"'psychotic
:mental diso~ers wttl'l the e.xception ot mental deficiency and of socio..
pathic personaltty distl,lrbances•. The usage was arrived at by combining
the category of ps~honeu,rotic disorders with a category defined by the
Nation~ .ssociati~n for ~ntal Health as containing "people with symp
toms of the sam~Ul.nesses as ~. • the tBYCho1,1eurotic, but who are. able
to cCU'ry on the o:rdP'ia1'Y' functions of.1£e most of the· time although
they may be do;.ng so lmder emotional strain manifested· in malacljust
:ments of va+ious kinds, and psychosQmattc illness." (IIFacts and Fig..
ures abQut Ment~ ~llness anci other P~:r~ollalityDisturbances," April,
19,52.)

It ... 0 .. , .• . .: '. i. : .. '11. Nt t· .... ( i t. .•.• I .. " 41·. •. i .J•. j j .. I· . Ii .i . i._i' t. ( ., .J I. .. •bpen m"c:\e ~pout pp.ra~~~ l~e "abnormal in h:l.$ behavi,.or," "8aY$ peQul..

iar things," "acts noticeably different from other pt;lople~" that would

Pave led to an imputat~(m ot pSYCllosis, but their meaning in this answer

was taken to be only what was stated when the person was asked to clari,.fy

his response. Es~~ntially, then, the judgment about this particular an...

Slier was based on tts last sentence. Even so, if one had assumed that

"unusually moody" might refer to melancholia and that "imaginary troubles"

might be an 9bl~que reference to delusions, a jUQgment of psycl10sis might

al~o have been reaQhed. but this decision wOlU,d have required more assump

tions than the alte:rnate decision of non-psychotic syndrome. While it is

possible that this person may nave meant his description to apply to both~

the answer could be fully aceounteq. for without postulating psychosis,

and the more economical and simpler imputation was made. •



•

•

•

-19-

This process of imputing the breadth of ref'erence of people t s

concepts of mental Ulness is not in any way the equivalent of individ

ual psYchiatric diagnosis" of course" and should not be equated with it.

In the first place" as the illustrative answers cited indicate, the in

formation available was far from complete enough to pennit diagnosis"

even if it were desired to make second-hand diagnoses. But, in the

second .place, our goal was of a different order.' The situation was,

simply, that people could be presumed to have at least some vague image

or stereotype of mental illness in mind as they talked, and the process

was one of' inferring from the particulars of their ·comments the most

likely general image 'underlying them. It cannot be expected that the

results achieved by this method will be perfectly accurate and precise"

but they do offer' a workable approximation of the direction of' popular

conceptions of mental illness.

These ratings of the inclusiveness with which the term" mental

illness" was spontaneously used are shown in Table 4. As we see there,

about a third of the American public appeared to be thinking of psychosis

and about a quarter of neuroses and emotional disturbances,1O while two-

lOThis category is defined more precisely in the preceding foot-
note.

fifths of the public talked in terms which the raters found too ambiguous

to classify. Beyond these major groupings" there was an occasional tend

ency to include within mental illness a group of syndromes that have in

common high social visibility; that is,, about three per cent appeared to

be describing either e;x:aggeratedly eccentric types represented by misers"

recluses and cultists or social deviants like criminals, alcoholios,



""

-20-

drug addicts and homosexuals. Still less frequently, the concept of

mental illness appeared to contain mental deficiencies and a variety

of illnesses and reactions not generally regarded as mental illness--

epilepsy, spastic paralysis, momentary justifiable fear or anger, and

the like.

The major shortcoming of these results is that they still leave

the conceptions of a large portion of the public undefined. This diffi

culty was met by a second approximation, based on the relation of these

initial ratings of inclusiveness to the three elements of des~ription

previously discussed. Since these relationships serve as well to de-

lineate the criteria that coders were actually--thoughnot explicitly--

employing in making their initial impressionistic ratings, the full

meaning and basis for judging the valid!ty of these ratings are also

involved.

First, then, ratings of inclusiveness of usage tended to follow

people's own use of diagnostic categories,although the correspondence

was by no means perfect. But, coders wre least able to decide what

people were referring to, when they used no diagnostic labels, and most

able to do so, when they employed popular equivalents for psychosis.

(See Table 5.) In general, when people said, in these popular tenns,

that mental illness meant or included psychosis, the rating a.1lllost always

agreed with them--91 per cent of those who mentioned presumably psychotic

synonyms were rated as referring to psychosis. In contrast, just over

half (52 per cent) of those who used presumably non-psychotic terms

were classified as clearly referring to non-psychotic syndromes. This

difference is, for the most part, a function of the greater..ambiguity

of reference of the presumably non-psychotic terms--"nerves," "nervous

•

•

•
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breakdown~" etc.--in comparison with phrases like "out of his mind,"

"lost his mind," "had to be put away," etc. A third of the people who

used these tems were, therefore, rated as being unclassifiable with

respect to what they were including in mental illness, while some ten

per cent of those who used them without additional use of psychotic

labels were rated as actually referring to psychosis.

Deapite this similarity between people's use of tems and judg

ments of what they were including in mental illness J 'the instances where

jUdgment was left partially or completely undefined oould not be re

solved in the light of popular usage. In the first place, only some

43 per cent of the public offered an exhaustive listing of diagnostic

categories--that is, used diagnostic labels tdthout also stating or

implYing that other, unnamed syndromes Vlere also included. in mental

illness, and, of these, two-thirds were rated as actually referring

to exactly the syndromes they had named. More important, however, the

rating procedure had already taken account of the use of diagnostic

labels, and had included a deliberate policy of accepting people's use

as accurate, in the absence of evidence to the contrary, with the ex

ception that entirely lay tems, like "nerves,~ flnervousness ," and

"nervous breakdown, II were regarded as having no inherent diagnostic

reference.ll Instances left unrated, after a person had used such

II
Instructions on this point said, in part, "Code what you be-

lieve, in the light of your superior knowledge, the respondent is in
cluding under the rubrio of mental illness... However, if the respond
ent has answered by reciting Lr'elatively teohnicaY diagnostic labels
and if these are not clearll and unmistakably incorrectly used, take
his word for it and code these. Ii

, labels, therefore, implied that the rater had strong doubts about the
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way in which the tem was being used, but did not have sufficient evi-

dence to make a definite decision. To disregard this warning 'signal

and conclude that people were talking about whatever they said they

were talking about would be circular and would entirely defeat the

purpose of discovering what popular terms meant.12

•

12
It should be pointed out, however, that the procedure of

favoring the popular labels in arriving at a rating of what people in
cluded in mental illness is only one instance of the essentially con- '
servative approach followed throughout the study for the purpose of
avoiding unwarranted conclusions. Coding instructions and interpre
tations always followed the'basic assumption that the respondent's
views were to be regarded as accurate andreasonable--as corresponding
with technical ,usage and outlook andloT!' as consistent within themselves,
if they' could possibly be so viewed. ' The effect of this approach is,
of 'course , to place the burden of proof on 'tho;se who believed that
people were generally misinfonned and confused about' mental illness.
As a result, the bias in our conclusions, if there is any, is in a
direction opposed to our basic hypotheses about what we would find to •
be the case and not in the direction of finding co~innation for what
we believed, a priori. Our conclusions, therefore, extreme though
they may seem, if anything minimize rather than exaggerate the exten-
si"l1eness of misconceptions about mental illness.

The use of summary characterizations tended to be associated

with a view of mental illness as psychosis. That is, those who were

referring to psychosis in connection with mental illness were more likely

to offer summary descriptions than were those who were referring to non-

psychotic categories , although summary description was used about as

frequently in connection with syndromes that were unidentifiable as it

was with psychosis. For those who did use summary characterizations,

incompetency tended to be associated with an image of psychosis, while

a lesser degree of mental or emotional deviancy was mentioned relatively

more frequently in connection with non-psychotic syndromes. As might

be expected from the fact that clarification of undefined notions of

deviancy would have led to their identification with one or the other

.'
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of the better-defined categories, general deviancy was not clearly

associated with any particular image of mental illness. (See Table

6. ) While the preceding relationships are based on raters' inferences

about people's images of mental illness, much the same picture is ob

tained if summary characterizations are related to the diagnostic

categories people used, as shown in Table 7. Whichever criterion is

used, people who spoke ot incompetency were most likely to be referring

to psychosis whUe those who mentioned no summary characterization

were least likely to.

As the summary data in Table 10 make clear, the inferential

, ratings differed f'rompeople 1s own terminology primarily in increasing

the differential association of summary characterizations 'tnth diagnostic

categories. The essential similarity in pattern, taken together with

the greater discrimination obtaine.d ldth inferential ratings, suggests

that this association between diagnostic reference and summary character

izations is not a simple artefact of biases or assumptions with which

raters operated. Rather, the case seems to be that the ratings tended

to purify and sharpen diagnostically-differentiating criteria that were

also employed by the public, but in a fashion attenuated by some popu

lar confusion and ambiguity in the use of diagnostic labels.

Specific descriptions of mental illness were related in much the

same way as summary characterizations to public images of mental illness.

The categories of unusual or exceptional behavior and of violent acts

tended to be mentioned in a psychotic context, while the categories of

disordered self-image or character traits, health impairment, disordered

emotional tone and deviant external appearance tended to evoke' a non

psychotic image. The remaining categories of description-"speech
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mannerisms or disorders I intellectual impairment, violent or extreme

expression, anti-social habits and distortion of realit,y--were not as

clearly differentiating , although their likelihood of being associated

with a psYchotic rather than a non-psychotic image is in the order

given. (~e Tables8-l0.) Once again, the sharper relationship of

these specific descriptions to inferred images in comparison with

terms usedtendB to inc;rease the impression that the inferential ratings

employed the same unformulatedcriteria as the public, but did so in

a more precise and consistent fashion.

Nevertheless, these relationships obscure some of the pattem

because each broad class o£ description includes a number of frequently

diverse elements. Yet, to examine the relationship of each of these

seventy or more categories of symptom description to imputed or asserted

images of mental illness would become quite complex. Instead, each

specific category was rated according. to whether it was jUdged to be

predominantly associated with a psYchotic syndrome, or with a non

psychotic ·syndrome, so that images could be examined in tems of the

severity of symptoms associated with them•

. This process of classifying s:v.mptoms was done quite independently

of any knowledge of the way in which the symptoms related to diagnostic

categories. It may best be thought of as a formalization of the implicit

referring of symptoms to syndromes that raters used in arriving at con

clusions about what people were describing. Still, it differed from

the rating process in that the symptom lias classified without the con

text of references to other symptoms and to diagnos tic labels, summary

characterizations, and asides about causes, treatment and friends who

had been mentally ill, in the light o£ all of which the rater formed

•

•

•
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his impression. Moreover, the rater had considered the symptom in

all the concrete detail in which it was described, while the categories.

of symptoms that were classified, although relatively concrete, neces

sartiy eliminated many of the nuances which might have affected the

rater's judgment of the significance of a particulaIi description.

The working classification of symptoms used is shown in Figure

1. Essentially, the procedure of classifying them consisted of asking,

for ea.ch ca.tegory, whether this symptom, by itself, conjured up an

image of any syndrome, and, if so, which one. For many of the symptoms,

the answer had to be that the symptom was not sufficiently distinctive,

as, for .example, suicidal tendencies may equally well be associated witt

neurosis as with psychosis. In other cases, the decision was that the

symptom was ambiguous because its classification depended on the degree

of the symptom, which either had not been clearly expressed by the re

spondent or had been obscured by the way the basic category. was defined

--vague references to reality distortion, on the one hand, and impaired

judgment, on the other. All of these descriptions were classed as in

dete nninate •

It may, of course, be said that, from the standpoint of indi

vidual diagnosis, indeterminacy is characteristic of any single symptom,

but, as suggested earlier, individual diagnosis is not at issue. The

logic of the procedure may, perhaps, best be seen by considering the

reasoning behind the classification of an illustrative descriptive

category. The category of "unhappy, depressed," which is here class ified

as non-psychotic, is used as an example because the symptom is, obviously,

one element in the depressive psychoses and, therefore, raises most of

the questions about this kind of classification. The reasoning is that



l~igure I
1rJORKING CLA,sSIFICA'l'ION OF SYMPTOHS OF rIlE ~TAL ILLNESS

PSYCHOTIC SYMPTOMS INDETERMINATE SYMPTOMS NON-PSYCHOTIC SYMPTOMS

.-.)

0"-
•»

I Disordered Emotional Tone
Irritable, excitable, sensitive, upset
Unhappy, depressed
Worried, fearful, anxious
Hostile, aggressivel diffioult
Withdrawn, introver~ed, asocial
Defeated, surrendering, hopeless
Secretive, self-concealing
Inhibited1 repressed, emotiona1ly-
inaccess1ble

2 Intellectual Impairment
Distracted, absent-minded, forgetful
Brooding, preoccupied
Impaired performance, efficiency

3 Distortion of Reality
Hypochondriacal tendencies

2 Intellectual Impairment
Obsessive, compulsive
Complete inability to perform

1 Disordered Emotional Tone
Apathetic, indifferent, inert
Out-going, extroverted, elated

2 Intellectual Impairment
Inappropriate, incoherent talk
Major memory disorder, disorientation
Intellectually retarded, uncompreherding

3 Distortion of Reality 3 Distortion of Reality
Delusions Distrust, suspicion, paranoid trends
Hallucinations Inability to accept, face, adjust to,
Excessive phantasizing, break with reality
reality Lack of perspective, impaired judgment

Lack of ins ight
Vague and unspecified reality distol'tlon

4 Deviant External Appearance 4 Deviant External Appearance

Neglect of personal appearance Tense, jumpy, restless, unable to relax
Other and unspecified signs in Tremors, twitches, tics
appearance

4 Deviant External Appearance

Peculiar fa~ialexpression

Stupors, comas, trances
Peculiar!ties in posture, walk

5 Violent Acts

Homicidal acts, tendencies
Other and unspecified violence w. people
Destructiveness, violence vs. property
other and unspecified violence. .

5 Violent Acts
Violent sex orimes
Suicidal acts, tendencies, impulses

~ ..'~'~ .J~~ . .-.~__.__ . ._____ __ ... __.•~~~;~~;~~~-~~~.. . _. .__ ._ ..

• • •
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6 Violent, .~treme- KXpressiorr'

Senseless, excessive weeping
Raging, screaming, tantrums
Noisy, loud, b()ie-.ter.ous
Hysterics, urispecffied ~_..~".~-

•
,,--~ -.. 0. _""" .......... _.~_.' ~

9 Speech Mannerisms, Disorders
Taikiiig to self
Mutism" refusal to talk

10 Exceptional, Unusual Behavior
Wandering, running away
Instances of bizarre behavior

.•
,/

f

9 Speech Mannerisms, DiElorders
verbosity excessive talldng
Tacitumi!y} too little talKing
Other speecn disturbances

10 Exceptional, Unusual Behavior
Instances of cUlturally-unacceptable
behavior

11 ADt1-8ocialBehavior
EXcessive drinking, alcoholism
Criminality, deliilquency
Lying, falsification, misrepresentation
sexual deviancy
Drug addiction

7 Disordered Selt-Image,Character Trait
Critical I dissatisfied, complaining
Egocentric, seIt-centered, demanding
Martyred, self-pitying; feelings of

rejection .
Insecure, lacking selt-confidence
Self-righteous, self-justifying,
obstinate

SUbmissive, dependent, indecis,~ve
. Self-accusatory, self-blaming,'

8 Health Impairment
Chronic fatigue, exhaustion
Loss of weight , appetite
Insomnia
Headaches:
Physical malaise, wealmess, cc>l!apse
Other specific psychophysiologic
disorders
V~e and unspecified physical
illness

~
Ei',
03
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depression alone would not lead to a diagnosis of psychosis, in the ab

sence of other symptoms, or, to put it another way, the degree of de

pression involved in depressive psychosis would be likely to entail

manifestations of depression of a more dramatic or noticeable kind than

is involved in this mere description of mood. On the other hand, this

kind of mood coloration is a very common element in the neuroses. Taken

by itself, therefore, it evokes an image of a neurosis and is classified

as non-psychotic.

While this procedure is not precise, it should be evaluated in tems

of its effect on the conclusions drawn from this research rather than in

abstract, theoretical terms. These implications can be stated most sjmply

by examining what would happen in the case of a perso!1 who had actually

described a depressive psychosis. If he had described not only this mood

manifestation but other symptoms like disorientation or hallucinations,

the rater would undoubtedly have judged him to be talking about psychosis

and he would be classed If.S having described both psyehotic and non-psychotic

symptoms. If he omitted the other symptoms, the rater would probably either

have classed him as referring to a non-psychotic syndrome or have been un-

able t9 ~e a judgment, and his symptom description would be classified

as non,.p~ycho1tic. In the first instance, there is no difficulty, since

non-psYQhotiq symptoms do occur within psychotic syndromes. In the latter

instange,ho1i8ver, the procedure, in effect, has asserted that no description

can ~ plas~ified as psychosis unless there is relatively clear-cut evi

dencre ~f pSYyhosis, so that anyone who happened to omit the more distinctive

elemenw ~ :his description of psychosis would not be counted as referring

to :psychosis. In other words, the procedure employed is one more instanc.8

of the conservative ~pproach in this research, where every effort was made

•

•

•
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• to avoid doing injustice to the state of public knowledge of mental illness.

Since a tendency to equate mental illness with psychosis is a departure

from technical conceptions of mental illness, a procedure which contained

only the danger that this tendency would be underestimated was chosen in

preference to other procedures which might have spuriously-inflated it.

A more complete examination of the symptoms listed in Figure I will

also suggest that, for much the same reason, the research employed a work

ing image of psychosis which tended to equate psychosis with its more extreme

forms. Only such symptoms as major intellectual deterioration, sharp break

with reality, delusions,hallucinations, grimaces and posturing, stuporous

•

•

states, violence, meaningless laughter, mutism and bizarre behavior were

classified as' psychotic, .so 'that an image of the more severe J institution

alized cases tends to emerge. While we had sufficient psychiatric sophis

tication to know that mUd or moderate psychotics were often characterized

by far less extreme manifestations, it was, in practice J far too difficult

to distingUish mild psychoses from non-psychotic syndromes in any way that

insured that people would not unwarrantedly be classified as referring to

psychosis. The non-psychotic image, as delineated by the symptoms assigned

to it, has llilSJJ of this stereotyped quality about it, and the picture that

emerge~ from such symptoms as tension, irritability, anxiety, depression,

preoccupation, dissatisfaction, egocentricity, physical symptoms and hypo

chrondr;asis corresponds fairly well with the teclmical categories grouped

under ~is rupric.13

JJ "

+3It should be noted that the symptoms called "anti-social habits"
wh:J,.ch, con~idered by themselves, would probably be associated with the
diagnostio category of psyohopathies or sociopathic personality disorders,
are assigned here to the category of indeterminate symptoms, because this
diagnostic category was excluded from the non-psychotic category, as used
in this research.

( I
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On the basis of this broad typing of symptoms, shown in Table 11,

the question of what people meant by mental illness can be carried one

step further. As might be expected from the similarity of premises under

lying the two classifications, the relationship of severi"ty ·of symptoms

to raters' judgments of people I s images of mental illness is close. Thus,

of those who gave specific descriptions of mental illness, 87 per cent of

the people who were rated as referring only to psychosis had mentioned

psYChotic' symptoms, while only 7 per cent of those rated as referring

only to non-psychotic syndromes had. (See Table 12.) While the severity

of symptoms mentioned was not as highly related to people t s own assertions

;lhou't the syndromes they included within mental illness, symptom severity

did, nevertheless, significantly differentiate among the diagnostic labels,

and this relationship, presented in Table 13, does not contain the circu

lar!ty involved in the preceding one.

Given this close relationship between type of symptom and rating

of diagnostic reference, it was decided to use the type of symptom to

resolve 'the classification of those persons whom the coders had been

unable to classify. The major observation which can be made about the

description of mental illness offered by people who had not been classi

fied is that, consistently throughout the relationships previously pre

sented, these ~escr1ptions !QU somewhere between descriptions associated

with ps~chotic syndromes and those associated with non~psychotic syndromes,

whether the syndrome classification was based on people's own statements

or on Werentia1 ratings of what syndrome was intended. For instance,

the grol,:l.p rated as referring only to unclassifiable syndromes is shown,

in Table 12, both to have mentioned psychotic symptoms more frequently

than those classified as referring to non-psychotic syndromes and to

have mentioned non-psychotic symptoms more frequently than those referring

•

•

•
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to psychotic syndromes. Or, quite similarly, the gr,oup rated as referring

to both psychosis and same unclassifiable syndrome was between those classi

fied as referring only to psychosis and those olassed as referring to both

psychotic and non-psychotic ~dromes in differential use of the various

descriptive elements--diagnostic labels, summary charaoterizations and

specific descriptions.14 It is apparent, from these descriptive similaritie::>

14The sa~ observation can be made for the small category of people
classed as reterring to non-psychotic syndromes and to some unclassitiable
syndrome, whose descriptions generally fell between those of peoplf;1 referring
ton both psychotic and non-psychotic syndromes. and those of people referring
::n.1." to the latter. In tams of the basic question of how many people re"'·
f!"tricted mental illness to psychosis, however, this group is already suf-
.r !.rs:tently classified and-needs no further resolution.

::t!.id contrasts, that the groups who were unclassified by the raters actuall:r

contained a mixture of the various possible points ot view--a kind ot aver-

aging of the alternate possibilities. That is, the descriptions of mental

illness given by the people rated as referring to unclassifiable syndromes

were what would have resulted if descriptions given by people referring

only to psychosis, people referring only to non-psychotic ~dromes and

people r~ferting to both had been combined, and the descriptions of those

classi~ied as referring to both psychosis and an unclassified syndrome

similarly approximated a weighted average of descriptions of psychosis and

descriptions of both psychotic and non-psychotic s;yndromes. .

These groups of fully or partially unclassified reference were,

therefore, repllocated among the logical possibilities on the basis of the

kinds of description they contained. The point of view adopted was that

a reference to an unclassified s,yndromewas actually a reference either

to psychosis or to a non-psychotic syndrome or to both, and that the best
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way to decide which of these possibilities WBe most likely was to re

examine the description of mental illness accompanying it. These des-

criptions of mental illness, summarized as the severity of symptoms con

tained in them, were used to resolve the ambiguous cases by simply assumLTlg

that an unclassified syndrome assoeiatedwith a given sympton pattern re-

ferred to psychosis, or to a non-psychotic syndrome or to both with the

same relative frequency as the frequency with which each of these three

clear-cut possibilities had occurred 1n connection with that symptom pat

tem.lS Thus, the probability that unclassified syndromes referred only

•

lSIt is possible to argue against the procedure used, that, if the
type of symptom actually were so closely related to the diagnostic category
being described, the raters would have classified each answer on the basis
of the description of symptoms contained in it, and there would be no ne-
cessity for reclassifying any of them. That is, if a rater could not clas- •
siry an answer which contained description of psychotic symptoms only, for
example, it could be maintained that there must be something about that
answer sufficiently different from one he could classify as psychosis to
lead us to question whether the probability that the unclassified answer
referred to psychosis should be assumed to be the frequency with which
symptoms of that type were associated with psychosis among answers which
were classifiable.

While it is not possible to resolve fully a question of this ldnd,
the likelihood that an unreasonable assumption was employed is greatly re
duced by an examination of the way in which raters proceeded. The data
indicate that, for those answers which contained descriptions of the type
classified as psychotic, raters generally made a definitive classification
only when the person had also used popular equivalents of psychosis to ex
plain what he was talking about. That is, answers where the symptoms and
the use of diagnostic labels both gave the impression of psychosis, were
fully classified by the ratars 84 per cent" of the time, and left unclassi
fied only 5 per cent of the time, and in no instance Pid the raters' jUdg
ment c letely reverse the respondent's use of dia ostic labels. On the
other and, where the description of psychot:i:c types of symptoms was accom
panied by the use of non-psychotic labels, 5.3 per cent of the answers were
left 1Wclas~U'ied by the rater, 12 per cent were partially classified and
only 3, per p'ent were fully classified. In only 20 per cent of these cases
did thtt raters' classification completely contradict the respondents' use
of diagnostic labels. For the final possibility, where a description of •
psychotic types of symptoms was not accompanied by the use of diagnostic
labels, raters also tendec;i to avoid making a decision: 51 per cent were
fully unclassifiedj 8 per cent were partially classified and 41 per ,cent
were 1\lUy Q+as~it~~d.
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It appears, then, that raters tended to carry too far the
basic research policy of assuming people's views were consistent and
correct, whenever this interpretation was possible. Rather than
classify a person as inconsistently referring. to psychotic syndromes
with non-psychotic labels or as limiting mental illness to psychosis,
raters tended to avoid making any decision by leaving the syndrome
unclassi;fied, even though they were able to make a classification of
essentially similar syndromes whenever their classification was in
line with the person's use of diagnostic labels. In the light of
this excessive caution on the part of the raters, the procedure used
to eliminate unclassified instances appears·to·do little more than
partially correct for this bias.

to psychosis and, oonsequently, the frequency with which they' were re-

assigned to psyohotic category varied ·with the kind of description that

accompanied them, all the way from almost 100 per cent of the unclassi-

fied cases described in terms of only psychotic symptoms to less than

4 per cent of the unclassified cases characterized by non-psychotic

symptoms only. (See Table lh.) Similarly, cases classified· as re-

ferring to both psychosis and to an unclassified syndrome were divided

between references to psychosis only and refe·rences to both psychosis

and non-psychotic syndromes on the basis of the relative frequency of

these two possibilities within each kind of descriptive pattern.16

16For the reader who wishes to follow the procedure more close
ly, the entire operation is carried out here for the group whose des
criptions included psychotic, intermediate and non-psychotic symptoms.

1) Original frequencies of diagnostic categories:

Psychosis only • • • • • • • • • • • • • .103
Psychosis and unclassified syndrome ••• 37
Psychoeis aud non-psycbo~i.c s~cmome • • • 51
Non-psychotic syndrome and

unclassified syndrome ••••••••• 14
Non-psychotic syndrome only • • • • • • • 23
Unclassified syndrome only. • • • • • • .ill

356
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2) Redistribution of ''Unclassified syndrome only."

a. The total frequency of the three-possible clear-cut
diagnostic references is 177 (103 +51 + 23).

b. Therefore, the probability that unclassified syndromes
were actually references to psychotic syndromes is
.582 (103/177); to non-psychotic syndromes, .130 (23/177);
and to both, .288 (51/177).

c. The 128 references to unclassified syndromes are re
assi~ed according to these probabilities: 74 to psycho
sis (128 x .582), 17 to non-psychotic syndrome (128 x .130)
and 37 to both (128 x .288).

3) Redistribution of "Psychosis and unclassified syndrome."

a. The total frequency of the two possible clear-cut refer
ences including psychosis is 154 (103 + 51).

b. The probability that a reference to psychosis and un
classified syndrome is a reference to psychosis only
is .669 (103/154), and to psychosis and non-psychotic
syndrome, .331 (51/154).

c. The 37 references to psychosis and unclassified syndrome
are reassigned according to these probabilities: 25 to
psychosis only (37 x .669) and 12 to psychosis and non
psychotic syndrome (37 x .331).

4) Redistribution of "Non-psychotic syndrome and unclassified
s:yridrome •

a. Total frequency of clear-cut categories inclUding non
psychotic syndrome, 74.

b. Probability of psychosis and non-psychotic syndrome,
.689. of non-psychotic syndrome only; .3U.

c. Reassignment of 14 cases:",of non-psychotic and unclassi
fied syndrome: 10 to psychosis and non-psychotic syndrome,
4 to non-psychotic syndrome only.

5) Revised frequencies of diagnostic categories:

•

•

Psychosis only • • • • • • • .
Psychosis and non-psychotic

syndrome • • • • • • • • .51 +
Non-psychotic syndrome only"

103 + 74 + 25 a 202

37 + 12 :}. 10 .. 110
23 + 17 + 4"~

356 •
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The defensibility of this technique, however plausible it may

sound, must be jUdged, in the final analysis, by how it disposed of

concrete instances and whether these dispositions fit any reasonable

conception of what should be classified as psychotic and what as non-

psychotic. Accordingly, here are a few random examples of answers which

had been .regarded as ambiguous and the way in which they were reassigned:

Unclassified syndrome to non-psychotic ·syndrome.

The face constantly tlntches in some cases.
They're always thinking something is wrong·. (P. )
They have dizzy spells, are afraid to be alone.
They're irritable all the time, not a pleasant
person to have around.

A sickness that can be cured, many times. (P.)
I always think of it being a nervousness. (P.)
Unreasonableness. (P. ) Probably lack of memory•
(P.) I suppose irresponsible actions, doing some
thing for no apparent reason. (C.)· In the one
case I do know, the way she treated her relatives,
she had taken a dislike to them.

All Idnds--it' can be from a nervous condition, can
be all different types. (P.) Some are depressed.
(P.) Some are criminally inclined. (P.) They are
the last one to admit it, don't recognize it in
themselves. (P. ) I can't think of anything else.

Unclassified syndrome to psychosis

He has been sick and hasn't outgrown it. (p• ) He's
got a weak spot somewhere. (C.) Could be in a lot
of places. (P. ) By the talk. (C. ) More not as
sensible, like. (P.) Act more odd than other people
would. (C.) A lot might be more childish. (C.)
A lot wouldn't remember the way they should.

Shows these symptoms by talking to themselves. (P. )
They do funny things; they say funny things. (C.)
They act irrational; they do the unexpected. (C.)
Like shouting or screaming without provocation•

Well to me it means sane one who's· not quite right
in their mind. They act funny and talk funny and
have queer ideas and all.
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Psychosis and unclassified s:vnc:!rome to psychosiS

A nervous disorder and over-exertion--prolonged
periods of exertion that create mental deficiency
of the body. (P.) It depends on the stage--early
symptom is alack of thinking ability to know first
that he is mentally-ill and therefore doesn't have
the mental ability to help the condition and he'll
get worse, to emotional collapse or lunacy.

My neighbor once started spitting from the mouth.
They said she had a fit. Is that what you mean?
(p.J The ambulance took her fast, she didn't do
anything else except spit and roll on the floor.
(P. ) I mow there's lots of.crazy people in
Bellevue, but I never sa. any. I wouldn't go
near such a place.

It makes me think their mind is impaired. It can
be all the way from an extremely nervous condition
to the violent stage~ (P.. ) Well, they just act a
11ttle odd as far as the social outlook or a lot,
compared to the seriousness of· the case.

•

PsychosiS and unclassified s;yndrome to psychosis and non-psychotic •
syndrome

Weakminded. (0.) They let things drive them to
mental sickness. (P.) They are not· responsible
for their conduct or opinion. (P.) They cry a
lot. (P.) It affects some in different ways-
some are happy, everything is funny, others cry
and are upset all the time. (P.) Sometimes the
mentally weak become connected With too emotional
a religion.. In Columbia Hospital, sane lrere driven
nuts by drink. They were making noise all night.
They gave them shots to keep them quiet. (P.)
They are born with weak minds.

Somebody that iBn r t normal in their reactions to
things around them. (P.) Various ways--I've lmown
several that have been mentally-ill and they act in
different ways. ( C. ) l·"luiet, docile, had nothing
to say until he went off, then he talked, talked"
talked on subjects that everyone was amazed he knew
anything about. (P.) Others get mentally-ill, but
they never have to go to ins titutions, yet their
facilities are abnormally different than normal
people.

I would say it's the older people, who sometimes
get that way from old age, and younger people who
have mental dieorders • (P.) I've never seen any
one ~ntally-Ul" so I couldn't say. (P. ) They
seem t-o be extremely upset over things. (P.) I
reaJ.+;y don't know, they cry easily, get furious over
pot,hj.hg.

•
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From these illustrations, it once again appears that any errors of classi-

fication that may have 'been made were primarily in the direction of over

estimating the extent to which the public included non-psychotic disorders

within mental illness.

At long last, it is possible to sunmJarize the meaning that mental

illness had for people in their first groping attempts to formulate it.

For at least half the adults of the United States, the spontaneous image

evoked by tl'ie phrase, mental illness, was a picture of psychosis, in which

extreme impairment of rationality and violent behavior were the two leading

elements. As shown in Table 15, exactly 50 per cent were classified as

referring only to psychosis in their discussion of mental illness, 12 per

cent described both psychotic and non-psychotic syndromes, and 33 per cent

• appeared to refer only to non-psychotic syndromes, while one per cent des

cribed only mental deficiency or syndromes not classified as mental ill-

ness and four per cent were not able to formulate any description of

mental il1oess.17 Since these figures were deliberately designed to yield

17A few of these people who described only non-psychotic syndromes
said explicitly that they regarded the term, mental illness, as a contrast·
term to psychosis or insanity, used to refer to mental disorders short of
psychosis; that is, "some people are crazy, but others are only mentally
ill." This point of view was so infrequently expressed that no attempt
was made to determine exactly how often it occurred. Our impression is
that the bulk of persons classified as referring only to non-psychotic
syndromes would also have included psychosis under mental illness, had
this point been raised.

•
a conservative estimate, it is likely that this tendency to identify mental

illnes41 with psychosis was even more widespread than these data suggest.

The ~tatus of Non-Psyehotic Mental illness

While the preceding seotion has indicated that, for a majority of

the public, mental p.lness tended to call forth an image of psychosis, it
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should not be assumed that this was, for the most part, a consciously-held •

view of mental illness. On the contrary, when the question of the identity

of mental illness with psychosis was specifically raised, the overwhelming

majority asserted that mental illness included more than psychosis:

Would you say that everyone who has a mental Ulness is out of
his mind...insane, or not?I8

Insane .•• • • • • • • • .10%

Not insane • • • • • • ••83

Undecided, don't mow • • 7-
100%

18This highly. colloquial· terminology was used throughout the inter-
view to refer to psychosis, as these were the phrases people were most
likely to understand.

Even those whose spontaneous impression of mental illness included only

psychosis, usually gave formal assent to the inclusion of more than psychosis

mthin mental illness: 75 per cent of them accepted this broader view, while

16 per cent indicated that their view of mental illness was limisted to psy-

chosis and nine per cent were not sure what they thought.

As described by those who believed that mental illness included more

than lIinsanity," the illness of the "non-insane" mentally-ill was most fre-

quently thought of as "nerves" or "nervousnesB,lI with less frequent refer-

ence to "nervous breakdowns" and emotional disorders. Summary character-

izations were used less often than they had been in describing mental UI-

ness in general, but where they were used, there was a shift away from

viewing the mentally-ill as legally incompetent toward such categorizations

as uncontrolled and unstable. In tems of more specific description of

symptomatology, the "non-insane" most typically emerged as tense, irritable,

•

•
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anxious, depressed individuals, who were preoccupied with their problems

and, consequ'ently, forgetful and absentminded or hostile and difficult

to get along with. There was, of course, a great deal of description

that would not fit so well into the rather consistent neurotic syndrome

just outlined, but this syndrome was the only one which merged with suf-

ficient frequency to constitute some common core of meaning in diverse

views of "non-insane" mental illness. To put some spazk of life into

this rather abstract swmnary, here are a ;few representative answers to

the question, "What is the rnatter with the ones who aren't insane, then?

(PROBE'S: How would you describe them--the ones who aren't insane? Nhat

are they like? How do they act?) II

Nervousness. (C .. ) They might be sick physically; they
would never be relaxed.

I would say they're not insane or completely out of their
mind, bUt I would say they can't seem to grasp the situ
ation or meet it or sit down and reason out a problem.
(P.) The ones that aren't insane, I would say are those
people who had adjusted themselves and had been able to
cope with any problem that has corne up and who had been
able to make a decent living and have no worry as to in~

come that they have. (P.) To my way of thinking, they
are easily aroused at the least provocation and become
very violent. (P.) They're unusually sullen, not very
talkative. (P.) Usually when asked a question their
retorts are usually sharp and a "none-of-your-business"
attitude, insulting.

There are degrees and degrees. Some can carry on a very
normal existence, they are not out of their mind continu
ously and they can live with the rest of the world. (P.)
The insane should be in some institution.

I think that something is bothering them that they have
to cl~ar up. (P.) They act nervous and upset.

It's usually nerves. (P.) It could be a nervous break
dow. I never had much eJqJerience with it. (P.) I sup
pose they have wakeful nights, have loss of appetite, feel
fatigued. (P.) They are tired out and depressed.
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Well, I'd say they are upset. (P.) Sometimes they are
forgetful. (P.) They make other people miserable; they
seem perfectly all right ~t times, then they get upset.
(0.) I really don't know, I don't know anything definite
to say.

He has the kind of blood that needs cleansing. (P.)
They can get relief from mental illness by confessing
and·he~ping themselves.

Taken as a whole, the descriptions of "non-insane" mental illness,

which can be seen in more detail in Tables 1-3, were ,essentially the same

as those which had been given for mental illness generally by the sub

group who said that . their first descriptive impressions referred· to non

psychotic syndromes. If Table 2 is compared with Table 7, 1t is apparent

tnat summary characterizations spontaneously identified with non-psychotic

syndromes were about the same as those given when a description of non-

psychotic mental illness was explicitly asked for, once an allowance 1s

made for the differential frequency with which this type of description

was used at all in the two instances. Similarly, Table 3 in comparison

with Table 9 and Table 11 in comparison with Table ~3 indicate that specif

ic symptoms of each type and degree of severity were ascribed to non-

psychotic mental illness with the same relative frequency in spontaneous

and directed descriptions.

The implications of this similarity are two-fold. First, it serves

to underline the fact that the view of non-psychotio mental illness pre

viously derived from the first impressions of the minority who spontaneously

said that they meant to refer to non-psychotic syndromes was quite represent-

ative of the image of non-psychotic mental illness held by the majority of

the public who had not made their inclusion of non-psychotic syndromes

explicit, but who, when reminded, agreed to their inclusion. In other words,

the contrasting popu),.ar images of psychosis and non-psychotio mental illness

•

•

•
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that were derived from first impressions are not at all altered by a con

sideration of the manner in which the maj orityof the public thereafter

tended to describe non-psychotic mental illness.. By the same token, how-

ever, this general agreement on what entered into non-psychotic mental

illness reinforces the conclusion that mentalUlness, men used as a term

of general reference, tended to evoke a psychotic image. That is, when

descriptions of first impressions of mental Ulness and of "non-insane"

mental illness are compared, all of the differences are in the same direc

tion as the differences in description of psychotic and non-psychotic

syndromes. It 'is noteworthy in this connection that, among the vast majority

who agreed that mental illness included more than "insanity," 45 per cent

had described only psychosis in their first, spontaneous lmpressions of

• mental illness, while ,0 per cent had included essentially non-psychotic

description, so that the initial image of mental illness--even for those

who knew better in a formal way--was, about half the time, psychosis.

This consistency in views of non-psychotic mental il+ness also

implies that people sometimes included under the heading of ''non-insane''

mental illness essentially psychotic syndromes, just as they sometimes

referred to psychosis by presumably non-psychotic terms. In addition to

the 10 per cent who explicitly stated their limiting of lI'.ental illness

to psychosis, there were some 13 per cent who, in practice, described only

psychosis and two per cent who :included psychosis as well as non-psychotic

syndromes.19 At the other extreme there were seven per cent who did not

•
19

These estimates of syndromes actually included within non-psy-
chotic mental illness were arrived at through analysis of coders' ratings
and symptomatology, using the same procedure which has been fully described
in the preceding section. All of the qualifications and limitations indi
cated there apply equally here.

i,
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know whether they would include more than psychosis as mental illness J

five per cent who agreed that mental illness should include more, but

had no idea of what else it included and five per cent who could fonnulate

non.psychotic mental illness only in terms of mental deficiency or of syn

dromes that would not generally be regarded as mental illness. In the final

analysis, then, no more than three-fifths of the public (58 per cent) actu

ally held a view of non-psychotic mental illness which approximated technical

usage, and, as previously discussed, this figure must be regarded as a

maximum estimate of the extent of public knowledge.

This conclusion is complicated by the use of the term, "insane, tr

for it is possible to follow a legal usage whereby "insanity" applies only

to the criminally or violently psychotic or to the' legally incompetent,

while all other psychotics are, by definition, not "insane.," In point of

fact, many of the people who did include descriptions of psychosis in their

discussions of mental illness were, implicitly or explicitly, adhering to·

some such usage. Thus, only 13 per cent of those who included in their

discussion of non-psychotic mental illness symptoms suggestive of psychosis

referred to the category of violent actions, while 31 per cent of those who

mentioned psychotic symptoms in their first impressions of mental illness

made comparable references to violence. To put it another way, in the

raters' judgment, 39 per cent of those who actually referred to psychosis

under the heading of "non-insane" mental illness lIl'ere describing non.violent

psychoses--syndrames like senile psychosis, quiet, withdrawn catatonic

states and the like, while 10 per cent referred only to the kinds of psy

choses in which violence is a central feature, leaving 51 per cent who

appeared to refer to psychoses generally or without regard to the violent

nonViolent dimension. In contrast, 79 per cent of the references to psy

choses in first ~;ressions of mental illness were in these general terms,

•
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while 15 per cent referred to violent psychoses and six per cent to non

violent psychoses. Indeed, some 10 per cent of those who described psy

choses under the heading of non-psychotic mental illness volunteered the

statement that the presence or absence of violent behavior was the essen

tial distinguishing cnterion between the "insane" and the "non-insane"

mentally-ill.

Nevertheless, the tendency to confound the psychotic with the non

psychotic was not, to any appreciable extent, a result determined simply by

our having used the tem, "non-insane," whose .literal, legal meaning is not

identical with non-psychotic, as though it were equivalent. In the first

place, the general level of public understanding or mental Ulness--as the

discussion up to now bas begun to indicate--was not such as to make it likely

that any appreciable segment of the public' was aware of and used in their

thinking about mental illness a nuance like the difference between psychosis

and insanity. More directly, however, as a comparison of Table 4 wi th

Table 5 suggests, the tendency to perceive only psychotic syndromes as

mental illness even when presumably talking about non-psychotic mental

illness operated to about the same extent when the ambiguity created by

using the term, "non-insane" was not present. That is, people who labelled

their first impressions of mental illness as non-psychotic, by the use of

such tems as "nerves," ttnervousness,l~or"nervousbreakdoWl'l," applied.these terms

to syndromes which were actually essentially psychotic with exactly the

same frequency as "non-insane" mental illness turned out, upon closer in

spection, to be psychosis: in either instance, 17 per cent of those who des

cribed the syndromes they had in mind were actually describing only psychoses,

while 73 per cent described non-psychotic syndromes.

What is apparent at this point is that, at best, only a bare majority

of the American public used the term, mental illness, in a way which can be
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regarded as rcnghly approximating its meaning and use in professional circles.

That is, as an outside estimate, 58 per cent of the public explicitly ac

~owledged that mental ~lness1ncludedmore than psychosis and, at the

same time, had an image of non-psychotic mental illness which was consistent

with what would technically be viewed as non-psychotic. The rest of the

puglic divided between a small group who consistently adhered to a restric

tion of mental illness to psychosis only (about eight per cent) and a large

group--34. per cent~-whose views of mental illness already showed internal

contradiction and confusion. Thus" there were at least nine per cent who"

in practice, perceived and descrlbed only psychotic syndromes, even though

they labelled and thought of them as non-psychotic. About four per cent

•

described psychotic syndromes and weren't sure whether or not mental illness

included anything else. Conversely, sone four, per cent thought that mental •

illness applied only to psychosis or weren't sure just what mental illness

should include , despite the fact that they had described essentially non-

psychotic syndromes. Or, again" some 10 per cent either could not describe

non-psychotic mental illness or thought only of mental deficiency or of a

variety of neurological disorders, even though some of them had described

non-psychotic mental disorders, apparently without realiZing they 1>1ere

doing so, in the first impressions of mental illness they gave. The com

plete interrelations of the three relevant questions--first impressions of

mental illness, whether or not mental illness includes more th~m "insanityn

and, where applicable, descriptions of "non-insane" mental illness are

shown in Table 16, but it should be pointed out that this is not a final

index of the extent of misunderstanding, confusion and inconsistency in

popular use of the term, mental illness. On the c.ontrary, it is, siUnply in

tended to indicate that conceptions of mental illness began to fluctuate as
, :-, . .

•
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soon as more than one approach to the subject was made. As we shall see,

continued exploration of the popular meaning of mental illness constantly

expanded the amount and kinds of public misconception and confusion.

The Nature of Nervous B.,..eakdowns

A somewhat different approach to the popular image of mental illness

was made by specifically introducing into the discussion a term to1hich has

a good deal of currency--the t'nervous breakdown. n' While it has been shown

that the t'nervous breakdownt' was not actually one of the more frequently

used spontaneous tenns of lay reference to mental Ulness, it was, nevertho

less, widely recognized when mentioned, with some 95 per cent of the pllblic

able to offer some kind of description of it. SignificantlY:l only one person

in a hundred characterized the tenn as being too imprecise, ill-defined and

non-technical to have any agreed-upon meaning.

In popular usage, a "nervous breakdown" was, generally, a term for a

rather specific and acuw syndrome. To the extent that its causes were dis

cussed--and a surprisingly-large number (44 per cent) volunteered conunents:

about its causes, a "nervous breakdown" resulted from overwork or from the

pressures and strains created by such realistic life problems as economic

difficulties and family frictions or from some combination of these two

circumstances. The dominance of this point of view is indicated by the fact

that, of those mentioning causes, ,6 per cent referred to overwork, and 42

per cent, to realistic environmental difficulties; while the next most fre-

quent causal category--that of physical causes other than overwork--was

mentioned by only 16 per cent. (See Table •) This view of "nervous

• breakdo.ms" was frequently reinforced by imagery suggesting actual physical

damage to or organic malfunctioning of the nervous lIystem. Just about one
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.person in live (22 per cent) spoke of the nerves "becoming fatigued,"

''breaking down," "going to pieces," "shattering," "collapsing," etc. as

the presumed mechanism by which' the causal strains produced the ultimate

symptoms. These strains, then, produced a condition of fatigue or a kind

of weakening of self-control in which the person bec.ame extremely tense

and ~ble to relax, quite irritable and easily upset, and given to un

provoked or excessive weeping, and the whole syndrome frequently developed
"

to the point where the person collapsed and required a period of bed rest.

(See Tables 2 and 3.) While comments about treatment were infrequent--only

nine per cent' volunteered' methods of treating a "nervous breakdown," 75

per cent of these volunteered treatments consisted of rest,' pure and s:bnple,

so that, while there was often an image ofanaeute breakdown, it tended to

be viewed as a temporary episode that would subside once a person got

enough rest to recover his strength or courage to face the many problems

of life. The flavor of this popular view of "nervous breakdoWns" can be

seen in a few representative depictions:20

20The question asked was, "As far as you know, what is a nervous
breakdown? (PROBES: How would you deSCribe it? What is it like? What
happens to a person who has one? How does he act?)"

Your nerves have gone to pieces. They can It function because they
have been overdone.

Some nervous breakdowns cause different ailments of the body.
I don't think it always affects the mind completely. (P.) They
can't sleep and can't rest. (P.) I think it can affect your
heart and also the stomach--I've heard people say they had a
nervous stomach. It can also cause you to have a rash on your
body, a nervous rash-people are scratching.

A person is overworked. (P.) A bad heart can cause it. (P.)
Makes you nervous--your heart goes fast and it scares you and
when you try to sleep your heart jumps.

•

•

•
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Just when you get all frustrated over: the conditions of life
and' throw, themselvestiown ,on the" b~d and can't carry ,on the
battJ.e. Then, the more y~ think on: those things, the worse
you get.

I don't mow, I've never known anyone who has had a nervous
breakdown. (P.) Their nerves 'are just physically shot. (P.,)
No, their nerves are just shot completely--nervous exhaustiC!'"t.
(P. ) They're so completely run-down that, whatever this con
dition was that brought it on, they just collapse completely..
(0.) Mentally, they break down. It's something that has been
bothering them; it grows, and grows and they just snap. (C. )
Their mind snaps,. ,they need complete rest.

Lote of things can cause that. Usually, it is a run-down con
dition. I would say more nervous breakdowns are caused from
it. Small children have nervous breakdowns and it is caused'
from a run-down condition. (P.) Usually, ,they are sick or
complain of being sick and are not able to go and do as they
should.

It's a person overworried. (P.) It's not 'the work it's the
accumulation of too much worry with the work he has done.
(P.) It's caused fran improperly eating. (P.) He 'seems
afraid .. r jittery, also 'sleepy all the time:--he'd just rather
lay down.

Although it is apparent that there was much less diversity and

heterogeneity in the kinds of behavior included under the heading of "ner40

vous breakdown" than was the case with mental Ulness, generally, or even

with non-psychotic mental illness, it should' not be assumed that there was

public unanimity in using the term "nervousbreakdownll to refer to the

syndrome just described. In terms of our final rating of what was actu-

ally being described, "nervous breakdowns" emerged as an essentially non-

psychotic syndrome for 72 per cent of the American public and slightly

over half of this group appeared to be describing a syndrome in which

physical malaise, fatigue or collapse was a central feature. At least

18 per cent, however, used the term to refer to the acute onset or re-

currence of a psychosis, while two per cent described both psychoti~ and

• non40psychotic syndromes in discussing nervous breakdowns, three per cent

described only mental deficiency or syndromes other than mental illness
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classify a "nervous breakdo~" as mental t;llness:,

''Would you say that a nervous breakdown is tl mental illness ,or not?"

Is •• '.' • • •• '•.• 48%
Is not •••.••• ~ • 36
Undecided, don't Jmoll i6

, . '.~

100%

And, .oddly enough, people who explicitlyassented ~ .the inclusion of non

psychotic syndromes within mental illness were .not very much more likely

to regard a "nervous breakdown" as mental illness 'than were people who

limited mental illness to "insanity"••'O per cent of the former group

called "nervous breakdowns" mental illness, in comparison with 4, per cent

of the latter.

The great paradox of the popular version of "nervous breakdOwns"

was that the more a person' s description of them approximated the common

"overworked-tense-uncontrolled" depiction, the less likely he was to classify

them as mental illness. It may be seen in Tables 2 and 3 that the des-

criptions offered by people who said that "nervous breakdowns" were not

clearly mental illness somewhat less frequently contained references to

these symptoms. More directJ.y, however, if a mention of either physical

fatigue or collapse as symptoms, overwork as· cause, or rest as cure be

taken as roughly indicating those who were thinking of this "exhaustion

syndrome," then, 42 per cent of those who described this syndrome classified

it as mental. illness, while 52 per cent of those who made no reference to

•

•
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• "exhaustion" regarded "nervous, breakdowns" as mental illness. Similarly,

•

,

•.,

those who described the tense--cDcontrolled aspect of the syndrome, as indi

cated by mentioning any Of' the sYmPtoms of loss or c&ttrol,"esbessive weep

ing, tension or heightened irritability, were less likely to classify it as

"mental illness than those who described '''nervous breakdowns" ill other terms.

And, once again, those who spoke in tams implying 'nerve damage--whether

their reference ~s literally-meant ~rmeta:phorical--werealso less likely

to regard the resulting syndrome 'a,s mental Ulness.' ';U- these three leading

elements 01 "nervous breakdowns" ~recolllbiried; the proportion willing to

classify ''nervous 'breakdowns" as mental,lllnessincreaSed'from 37 per cent

of thos~ whose. ,'depicti"Ons included the entire exhaustio~nerve damage-

tense, uncontrolled sequence to 58 per'cent of those' 'who 'described ''nervous

breakdowns" without reference to ariy of these elements. ,'(See Table 17.)

The immediate innuence of this iniagery on judgIilents was 'sUfficiently strong

that, even where essentially similar syndromes had' previouslY 'been offered,

as first impressions of mental illness or as impressions of non-psychotic

mental illness, persons who repeated this description' for "nervous break

downs" were less likely to call the syndrome mentaf illness than were people

who offered some other characterization.

hs&results point immediately in two directions. on the one .hand,

they suggest that consideration of the syndrome typified by "nervous break

down" resulted in self-contradiction and shifting of the meaning of mental

illness for most people. At the same time, however, they begin to illuminate

something of 'the underlying logic to which people appealed in trying to de

cide what to call mental illness and which is, itself, a partial explanation

• of why there was so much inconsistency and confusion. In this 'instance',

it is rather clear that attempts to distinguish "the physical" from "the
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mental," combined with some easy assumptions about the relation between

cause and effect and their relatiOn to modes of classifying illness, con-
, ,

tributed to confusion. It can~infactJ be shoWn that, for the most part,

people were assuming either thatphysicai symptoms are sufficient eyicance

of physical illness or that physical causes Jmlst necessarily produce physical

illness. An orderly account of the kind of rea'soning ~licit in people t s

thinking about mental illness and the dilemmas in which it resulted must

be ,postponed to a later chapter, however, 1'100re the evidence for the ~on

oluelvuoen be more systematically presented. Before that analysi~ can

be undertaken, it 'is 'necessary to come to' so~ interim conclusions about

the meaning of mental illness and the consistency with which the term 1'1a5

used•

Total Impressions of Mental nlness

By the time people had finished talking of "nervous breakdowns, II

as the third step in this exploration of what meaning people gave mental

illness, there were few left who had maintained a consistent formulation

of mental illness. Thus, ~e-third of those who described "nervous break

downs" in psychotic terms--some seven per cent of the entire population-

had, nevertheless, been able to maintain simultaneously that they were not

mental illness. And, of those who described "nervous breakdowns" in, non-

psychotic terms and had previously acknowledged the existence of non

psychotic mental illness, exactly half (31 per· cent of all people) incon

sistently excepted "nervous breakdowns" from the category. ConverselyJ

close to a third (five per cent of the population) of those who had pre

viously not accepted the inclUsion of non-psychotic categories in mental

illness desoribed "nervous breakdowns" in non-psychotic terms, but called

them mental illness. When these inconsistencies are added to those raised

,e

e

e
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by a consideration of "non-insane" mental illness, little remains by way of

consistent viewpoint.

As shown in Table 18, at most 28 per centbeld consistently to a View
. .

of mental illness which included non-psychotic syndromes and at the sa.11l9

tUne contained neither internal contradictions nor gross deviations from

and inconsistency with the usual technical meaning of psychotic and non-

.psychotic. Another seven per cent of the American public consistently main

tained an identification of mental illness with psychosis. For the rest,

about three per cent had little or no conception of mental illness at all,

while 62 per cent held views of mental illness which were confused, shifting

and contradictory.

An attempt has been made, in Tables 1, 2, 3, 11 and IS, to give a

composite View of what people .said about mental. illness by combining into

a "total impression" spontaneous first. impressions. depictions of "non

insane" mental illn~ss and descriptions of '~ervous:breakdowns," ·whenever

these were classified as menta}:i11ness •. These figures· must, however, be

treated with cautim:t, in the light of the great inconsistency tha.t lies

behind them. Thus, Table J,.S shows that, over this set. of questions; 75

per cent or the Americ~ public did, at least part of the time, actuaily

include non-psychotic SYndromes in what they ·oalled mental Ulriess. 'Yet,

it must not be overlooked that they were not always aware that these syndranes

would be teclmically classified as non-psychotic and, DlOre important, the

large majority of them vacillated in their willingness to include the non

psychotic. S1m1la.rly of the 22 per cent who included only psychosis within

mental illness, only a third were completely CQIls1stent in this usage.

Considering that this picture of wide-spread uncertainty, coritlict

and inconsistency as to the meaning of mental 1JJJlessresu1ted from pUblic

.... ;
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disoussion of only three 'of the .many questions whioh might have been posed,

it is inevitable that not all of the difficulties of the average person in
"

dealing with the conoept of mental illness have been uncovered heres '!'here

is, therefore, every reason to conclude that there was neither gen(~1'll con

sensus nor individual clarity about the way the tem, mental illness was

defined and uSed•

•

'.

•
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(Revised) PART II: THE MEANn.rG OF· MENTAL ILT...NESS

CHAPTER 3

POPULAR PERCEPTIONS OF l-llillTAL ILVCS.s

Introduction

\"
, i.

Mental illness is not a term which has a precise, fixed, agreed-

upon meaning, even in professional circles. The National Association

for Hental Health, for example, divides the' area of mental "ill-health"

into mental illness (which includes only psychoses and severe psycho

neuroses)" other personality disturbances (which include mild psychoneu-

roses, psychopathies and a variety of personality and behavior disorders),

and mental'-Qeficiency.l l'lS.ny psychiatrists, on the other hand, t<10uld

,. ·.;-ii~'

'/'

:.~

"iiI

•

IThe National Association for Mental Health, Inc. "Facts and
FJ-guresaboutMental illness and Other Personality Disturbances," April,'
1952.

'include all three of these categories under the heading of mental illness

and might even add others.2

2See for example, R. H. Felix, M.D. and Morton Kramer, "Extent of
the Problem of Hental Disorders," The Annals of the American Academy of
Polj.tical and Social Science, March, 1953; American Psychiatric Associ-
ation, Diagnostic and Statistical f.1anual, 1952. '

i

These disagreements are, nevertheless, more apparent than real,

for, however 'they are grouped, all of the general diagnostic categories

subsumed under mental illness in its broadest usage are recognized by

all professi0t:i.E}1s as disorders which reCN,ire attention and which, fall
, ~

within the mental health field,'. l~sychiatrfc di~reements over tannin-
. :,.r .... ", .

ology and diagnosis have dealt not so much' With setting theee broad

limits to the field as with problems cjf ind:tvidual. diagnosis" rel~tivelY'
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•vidually' in a way that ,,:ill be generally understood. Even if only the

two most traditional categories of mental illness-psychosis and neurosis

--are considered, the popular vocabulary has no words which unequivocably

and unambiguously correspond to these concepts.

fine diagnostic distinctions and the borderline case. In fact, the term

"mental illness" is not an important one within the mental health field, •

and little attention is given to the question of just what it includes.

Since the general classes of disorders which concern the field are known

and can be individually named, the tendency has been, instead, to refer to

them colle.ctively by so~e title which suggests their range and variety.

Thus, the International List of Diseases and Causes of Death prepared by

the World Health Organization now gl"OUpS these disorders as "Mental, Psy

choneurotic and Personality Disorders," and the American lllJedical Association's

current Standard NOI:1enclature of Diseases and Operations refers to them as

"Diseases of the Psycho-Biologic Unit."

In popular discourse, the term "mental illness" assumes importance,

because it is the only way that people can refer, however imprecisely, to

the range of phenomena which are regarded, professionally, as disorders of

mental health. It is a remarkable and peculiar fact that there are no

terms in common usage that can be used to refer to these disorders indi-

t,

Popular speech does, of course, contain a number of colloquial

tenns--like "orazy," "nuts," "out of your mind," and, even, "insane"-...

which are sometimes used as synonyms for psychosis, but these same ex-

p;ressions are so frequently heard in contexts where it is clear that their

immediate intent is to express nothing more than transient disapproval of

or disagreement with another'person's conduct or ideas that it is not al-

ways possible to tell what is meant and what understood by their use.

It is only when the operational criterion of actual or needed institution... ·' .. i

alization is added to such epithets that they become relatively clearcut

designations of psychosis, but, at the same time, they thenappl~ to •
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a somewhatmrrowerrange of dioorder than that of th~ pEYOh1atriC oatego1'7
, .' ...: .'

of psychosis. S~e ~he.qourse ofa neurosis does not generally inClude

a definite "signaliz~eventlike insti~ution~ization,it is even more

difficult to find wa~rs of specifying it. Probably tlIemost common popu-

lar approximation is the:notion of "nervousness," but it is vaguely and

diffusely applied to both a good deal more and a good deal less than is

con.tained in. the teohnical concept of neurosis. These difficulties in

the way of communicating in the mental teal th field cannot presently be

met by recourse ·to a more t.echn1cal voc~bula:ry. The impr~cis1on and

inciefinitenessof reference of the everyday tems .cannot possibly exceed

either the general unfamiliarity of the public with such terms as neurosis

and psychosis or theinexaoimess with which they are understood or ·em

ployed by the minority who can reoognize or pronounce them.

The ill-defined and diffuse qualities of popular conceptions of

mentalj.llness, the lack of general agreement about what mental illness

includes and the absence of words which can be used to distinguish one

way of delimiting mental illness from a'1other-..these are, to some extent,

simply assertions that, call for proof or disproof, and they anticipate,

in rather dogmatic fashion, the empirical evidence of this study. Never-'

theless, these conceptual and semantio difficulties must be mentioned at

this time because they are not merely hypotheses which were confirmed by

this research, but are, simultaneously, pre-existing conditions which

made any exploration into popular views of mental illness singularly

difficult.

The research difficulty was, simply, that ambiguity could not be

directly avoided. When we talked with people about their idea,S of mental

i1lnes~, there was ,every likel;Ulood that the term wO~d mea.n dU{e!'8J1t



.;.

...

r ..

'''"

-4-
things to different people, .and there was no way to specify the term,

mental illness., so it would mean the same thing to each person. Instead,

the undefined term had tp be employed with the recognition that people

were not necessarily talking:.about the saine thing, even though all of

them wel'e expressing their views of mental illness. In essence, we

could only talk with people about mental illness when mental illness was

left a term of undef~ed reference, but, so long as it was undefined, we

could not meaningfully interpret what was said•

Sinc~ the. ~tudy would be pointless under these conditions, an in

direot approach that 'WOtUd eliminate ambiguity had to be found. The pro-

oedure adopted was to find out, in each person's own words, exactly what

he meant by mental ·illness and, .especiA.1ly, how he would des-,ribe the

s;'lmptoms of men~al; illness. <:=>
~ limits of inclusiveness of each person's usage were then

tested explicitly, by. asking directly whether his usage inoluded or ex

cluded a variety of syndromes, some of which were IB.belled and others

of which were described rather than identified. From this account, each

person's conception of mental illness could berougllly translated into

the technical categories of mental illness that appeared to be included

in his usage. By means of these approximate translations into terminology
relativelJr .

whose meaning can be kept/precise and unvarying from person to person,

it is possible to specify the different ways in which different pers ons

defined mental j,.1lness and the extent to which people adhered to inter-

nally self-consistent views of mental illness, even though their usage

might differ from other people's.

Thereafter, the semantic difficulties resulting from the fact

that mental illness does not have a common definition, could be avoided•

•

•

•
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That is, any further statement about mental Ulness--its causes, treat

ment, prognosis, emotional connotation;;' ~~.'--~ai regarded as a state

ment applicable only to me~tal illness as' con~eived bY the person making
i ' , •

the statement and understandable only by reference to that individual

conception. For ex~!'~nple, if a person said that he w~s afraid of the

mentally-ill, the kr.o",;'1ledge that, for him, mental illness referred only
. , '

to those psychotic oyndromes.ii1 which violence is a prominent feature

prevented the erroneO·.LS equating of this person with a person for whom

mental U).ness inc~.u.d~d a variety of mild emotional disorders, but who
, , ...a I".

was, nevertheless, fe~rfu.l: oftheme.n+Xllly.ill. In this instance, the

seeming similarity cf the littitude of fear of the mentally-j~l concealed,

beoause of a diff~::'Jncein 'termino10gt, a possible large ~.L·fe:"en~e in

attitudes toward net'.rotics. In much the same way, a seeIJli,.ig difference

in attitude could tu.n out to be a mere difterence in terminology which

concealed agreement in substance.

Given the necessity of this indirect approach, the ability t<;>

determine what people meant by mental illness is a most crucial phase of

the research. Accordingly, this chapter is devoted to presenting, in.

some detail, the kinds of definitional and descriptive discussions of
, .

mental illness contained in the interviews and t.he way in which these were

interpreted to obtain relatively clear-cut designations of variations

in individual usage of the term.

First ~ressions of Mental Illness

The concept of "mental illness" was, for most people, ill-defined

and not at all clearly understood. They had some difficulty verhalizing

about it at all and sp-,ke rather haltillg1;;r in their a·~tempts t~ formulate

treir ideas. In an'3.1&r to the initial question,
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When you hear someone say that a person is "mentally
Ul, II what does that mean to you?4:.:,

«PR0BES:'-~owwould ;y"Ou~aescribe a person who is
mentally-ill? 't-Jhat do you think a mentally..UI person is
like? What does a person like this do that tellS you he is
mentally-ill? How does a person like-this act?),

people usually began by replacing mental illness with an equivalent phrase

like "mental siclmess" or "sick in the mind" or by using labels or summary

characterizations that were so vague or so general as to be meaningless.

It usually required repeated questioning and exploration to obtain answers

formulated in terms ccn~rete enough' to convey sane sense of the person's

conception of mente".l illness. Here for example, are a few typical an

swers: 3

•

.3whenever anS~'lers .are quoted in this report, they a:c"e ~. strictly
random selection from among all anm'1ers in that category. Any other method
of selectingillustra'':,ive quotations carries with it the danger that only
the more striking answers or only those most in line with the' interpretation •
being advanced will be oited. The intent here is always to convey, without
bias, the flavor of the original data, although it must be recognized that
their range and variet~r cannot be fully captured in the limited number .of
illustrations tnat can be included.

It means that they are mentally sick. (P.)
He's abnormal in his behavior. (C.)
He says peculiar things and acts noticeably
different from other people. (C.)
Being unusually moody, being worried all
the time over real or ~Aginary troubles,
always thinking theTe's something wrong with
his health.4

4The parenthetical symbols represent questions asked by the inter
viewer after the original question. IIp ." indicates that one of the probes
suggested in the question was used--for instance, "How does a person like
this act?"--or that additional description was requeste:d--e.g., "How else
does he act?" "C." indicates that the interviewer's question asked for
clarification of what had just been said-·-e.g., "Abnormal? How do you
mean?" or "Could you give me an example of that?".

•
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Nuts in the head. (P.) It's a mental derangement
where his aotions are below normal and they have no
control 'of themselves.

Well, the man is not doing things the way he should;
he's unbalanced. (P.)· Well, he would be irritable
for little or no reason. (P.) He'd have a bad memory,
forget things easily. (P.) He' might be spiteful-he
might show signs of bad habits. (C.) Spitting on the
noor of his own house. .r knew someone who did that.
(C.) He'd stlit on his own living-room floor, not caring
at all. (P.) He's the only one I know. (F.) I think
that they'd hurt others .and not care at all. (C.) In
sult theine (P.) Not that I know.

Insanity. (P.) Imagination. (C.) They iniagine they
have money hidden somewhere. (P.) They talk ab.out it.
(p~ They think people are after them.

Someone who has a sick mind. (P.) By talking strange'
and acting strange. ( C. ) By' doing things that seem
out of line .wi~h normal behavior • (C.) Reacting to
a thing. that is of little .consequence and he 'tdll make
a big thing of it, and talking all the time about it
so he wears e7eryone down with 1t and you want to get
away from 'h;im"

They are distu:'bed in their minds. (P.) Not able to
cope with life <> ( C. ) Where they are so disturbed they
can't carry on like the rest of us. They can't see things
as they are.

Most affected, I imagine, in the brains, ain't it? I
don't know. (P.) He just don't think right pr do normal
things. (p .) He's just nervous, I imagine, and can't
think straight. Some of them when they're mentally sick
want to fight, and some of them don't know what they're
saying. They'll just say anything.

They are unable to carry on a normal lii'e. (P.) They
generally are incoherent in their talk and thoughts.
(P. ) They have dilated eyeball s.

A great de-pression of spirits. (p • ) Easy tasks. become
difficult. (P.) A feeling of fear without reason. You
lose all zest: for living, no pleasure in anything.

Not all the time, mentally /J.ly, just nervous--some
worse than others. I'm a nervous type myself. I~'s

from change of life or, sometimes aggravation. (P.)
Sometimes they say things they shouldn't. They just go
around and. don't bother anyone. They keE:lp on 'talking.
They could be cured. (P.) There are different kinds
of mental sickness, (P.) They go around and d,on't
bother ~yone. (P.) SOmEtt1mes they won't talk to
people, J.ock themse~ves 1n, want to hit someone •
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A nervous., jittery person.· (P.) He acts 1il{e us; he'd
have. to be. very intimate to" really know what I s the' mat
ter. (P.) They're not crazy,so they act like us; only
a doctor could really tell something was bothering them.

In all, close. to half the answers (47 per cent) contained "rough

and-ready" references to diagnostic categories like the "nuts in the head".......
and the "nervous type" in the preceding qUotations. Just over half (54

per c~nt) made vague summary characterizations, as exemplified by the un-

defined use of words like ".abnormal," "peculiar, I! "different," and "un-

•

balanoed" in these illustrations.
J

Sooner or later, however, the'large

majority (81 per cer-i.) were able to speal~, in IIlore concrete terms, of

jlhat they meant ·by. mental illness. In terms of completeness of answer,

then:

4%•••said nr.L;.J~ that they uO'iLd not describe mental illness.

15%•••spoke t\:lly in terms of popular diagnostic equivalents
or S'J1'l1Tl3.J.jT characterizations, or both •.

63%•••began i~ these general terms, but progressed to the
particular.

18;~••• spoke: in ccncrctc tCIT1c. thrml,"'hcut.

While these results do indicate the halting and tentative way in which

most people spoke of mental illness, they do not adequately convey the con

tent that was assigned to it. In order to get a fuller sense of just what

people were talking about, the conc.rete elements in their discussions must

be examined in some detail. Their variety and diversity is so great, how-

ever, that a kaleidoscopic impression would result, if they were introduced

immediately.. Instead, the data will be easier to follow if we anticipate

by beginning with the final conclusions and use these to organize the con-

crete materials.

•

•



When people's initial descriptions of mental illness are classified

by a process of deciding what diagnostic category or categories the des-

• criptions seemed to be referring to,5 it turns out that. for at least half

---- --------__..--; ""Y., _ ••••.•.• -,.,.... __ ...-.,.-. I~" •••

••

•

;The process of imputation employed was actually quite complex.. Ini
tial judgments were made by coders with training in c1iriical, abnormal and
social psychology anclfamiliarity with psychiatric concepts, after which a
statistical analysis was used to secure a better approximation. The teclmi
cal details of the procedure are explai~d in Appendix A, Note 3. It should
be emphasized hel'~, however, that the procedure-..1ike all procedures used in
thisreseareh--was deliberately designed to yield conservative results. All
analyses and interpretations always followed the basic assumption 'that .the
respondent's views were to be regarded as accurate and reasonable-as .corres
ponding with technical usage and outlook and/or as consistent within them
selves, if they cOlild possibly be so viewed. The effect of this approach is,
of course, to place the burden of proof on those who 'believed that peOple
were gener8llY· miSin1'ormedand contused about mental ilJness•. As a result,

" the bias in OU%" conclusions, if there is any, is in a direction opposed to
our basic hypotheses about what we would find to be the case and not in the
direction of finding confirmation for what we believed, a priori. Our con
elusions, therefore, extreme though they may seem, if anytliing minimize
rather than exaggerate the extensiveness of ideas about mental illness that
are at variance with technical usage.

the adults of the United States, the spontaneous image evOked by the phrase,

mental illness, was a pfcture of psyohosis. As shown in Table 1,6 exactly

6
All tables are presented in Appendix B.

50 per cent ...ere classified as referring only to psychosis in their dis-

·cussion of mental illness, 12 per cent described both psychotic and non-

psychotic syndromes, and 33 per cent appeared to refer only to non-psychotic

syndromes.7 Beyond these major groupings, there was an occasional tendency

7In the next section of this chapter, it will be shown that this
S"pontaneous identification of mental illness with psychosis did not repre
sent the complete picture of mental illness for most of the people who
thought of psychosis initially. "Jhere there was no apparent mention of the
inclusion of psychotic syndromes within mental illness, no comparable attempt
was made to test the limits of the concept of mental illness. It is our im
pression, however, that the bulk of persons classified as referring only to
non-psychotic ayndromes would a Iso have included psychosis under mental ill
ness, if this point had been raised, as the opposite one was raised for those
who made no reference to non-psychotic syndromes. There were a few people
who said explicitly that they regarded the tem, mental illness, as a contrast.
term to psychosis or insanity, used to refer to mental disorders short of
psyohosis; that is, "Some people are crazy, but others are only mentally-ill."
This point. of view was, however, so intrequentJ.y expresse~ that no atteJnPt
was made to dete.rmine exactly how otten it occurred. .. . .-. ---_..~ .. _._-
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to inolude within mental illness a group of syndromes that have in oOIlllllon

high sooial visibility; that is, about three per oent appeared to be des

oribing either exaggeratedly eccentric types represented by misers, reoluses

and cultists or social deviants like criminals, alcoholios, drug addicts

and homosexuals. Still less frequently, the concept of mental illness

appeared to contain mental deficiencies and a' variety of illnesses and

reactions not generally regarded as mental illness--epilepsy, spastic paraly

sis, momentary justifiable fear or anger, and the like. About one per cent

described only mental deficiency or those syndromes not usually classified

as mental illness, while four per cent liere not able to fornnlate any des

cription of mental illness. Since these figures are derived by procedures

deliberately designed to yield a ·conservative estimate, it is likely that

the tendency to identify mental illness with psychosis was even more wide

spread than these data suggest.

These, then, were the broad categories that underlay people' s fi~t,

spontaneous impressions of mental illness. Since each of the categories

contains a variety of syndromes, however, the popular image of mentaJ." ill

ness is summarized rather than described by them. For a more ooncrete de

piction of public conceptions of mental illness, 1-1e must tum again to the

three elements of description which were isolated from people's comments:

diagnostic labels, summary characterizations and specific descriptions of

symptoms and manifestations.

As mentioned earlier, just under half the public made use of diag

nostic terms or popular eQ.l ivalents for them. The most frequently used

diagnostic category was made up of the previously-mentioned terms sug

gestive of psychosis. Close to one-fourth of all persons--just about

half of those who referred to diagnostic categories at all--made references

•

•

•
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suggest~g psychosis in these terms, while references to nerves, nervous

ness -or nervous disorders followed close behind. Kuch less frequently,

there were mentions of non-psychotic disorders generally--usually in the

oblique form of "not all of them are crazy" or "some are out of their

minds, but some are not, II of nervous breakdowns, and of neuroses or

emotional and personality disorders. (See Table 2 for more exact detail.)

AS might be expected; the popular terms, like IIcrazy, II lIout of his, "

mind,1I etc., generally were used to refer to psyohoses, while "nerves"

,usually referred to the non-psychotic. However, with the exception of

the technical term, "nem1osis, "the popular non-psychotic labels were

rather frequently employed to _refer to -psychotic types of syndrome s •.

Thus, of the people who described psychosis and employed· some label for

their description, roughly three out of five used the popular words for

psychosis, while two out of five referred to psyohoses with the presumably

non-psychotic terms of "nervous disorders," "nervous breakdowns," and

non-psychotic mental Ulness, generally. In contrast, non-psychotic

syndromes were seldom linked to psychotic labels: of the people who des-

cribed non-psychotic syndromes and used labels for them, only one in

sixteen employed psychotic terms. (See Table 3.)

Essentially, summary characterizations of mental illness were

of two types, the one stressing IImental" and the other, "illness. 1I

(See Table 4.) Where the emphasis was on "mental," as it was for 58 per cent
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of those who spoke in summary terms, tl1e mentally-ill were regarded as

deviating from the norms of' rationality" consistency and control in

thinking and action. The degree of departure from these, norms that

was attributed to the mentally-ill varied all the way from the legal

concept of incompetence to the feeling that the mentally-ill were unde

pendable, changeable or impulsive:

They are out of their mind and don't know what they are
doing or saying. '

They just don't have their right mind and do all kinds
of things that don't make good sense.

They might be confused and do erratic things.

They are irresponsible--you couldn't depend on them to
do anything or couldn't be sure they would carry it out.

They become no good to themselves or anyone else. They're
just not "at" themselves...they're off, mentally not re
sponsible.

They do things that people don't do normally. They are
not reliable.

You never know from one minute to the next what they are
going to do.

They are mentally unbalanced, abnormal. (0.) They are
childish.

They can't always control their thoughts and actions.

He would be disorderly in conduct.

They seem to have very little control over their emotions.

They are either way up or way down.

I'd say, very emotional and they do things to excess.

Where the e!'lIPhasis was on "illness," the mentally-ill were characterized

as generally disordered or deviant, without reference to any particular

norms that they were perceived to violate. Over half the time, the stand-

ard of normalcy was left unspecified; for the rest, it was usually equated

•

•

•
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with the social standard of "the way other people act" or, occasionally,

with the intra-individu'al standard of "the way he used to act." For

example,

They just act a little odd.

They are just peculiar.

Some are kind of queer.

He says and does. crazy things •

It means they are unbalanced.

He does thi~gs a right person wouldn't do--silly things.

He isn't suited to get along with the rest of us nomals.

They act more or less'notlike a normal person.

They act strange, do things that seem out of lin~ with
normal behavior.

They do things that under normal circumstances they would
not do. You notice that they are changed from their pre
vious conduct •

These summary ways of characterizing the mentally-UI are so gen

eral that, with the exception of the notion of legal incompetence, they

might equally well be applied to th~ mildest instance of personality dis-

ord~r or to the most severe instance of psychosis. Neverthel~ss the

cumulative impact of their invariable stress on deviancy tends to create

the impression that the people who used them had in mind more extreme

deviation than their statements, taken literally, implied. This impression

is confirmed, to a degree, by the data presented in Table 5, which indicate

that .two-thirds of those describing psychotic syndromes made use of summary

characterizations, while slightly lessthan half of those describing non

psychotic syndromes did. Once an allowance is made for this differential

use of summary characterizations, those describing psychoses tended to char

acterize them in terms of incompetency, while those describing non-psychotic

forms of mental illness used lesser degrees of emotional deviancy and, pa~

ticularly, lack of control and instability, relatively'more frequently.

Specific descriptions of mental illness, as might be expected, were
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the details of which are shown in Table 6.a The major lines of emphasis

aThe classification ot s.y.mptoms of mental illness employed here
was deliberately designed to. impose as little conceptualization on the
way people talked as is consistent with the necessity of grouping into
categories, on the basis of their similarity, answers which were, in
some respects, unique. Like all systems of classification, it contains
an element of arbitrariness, and alternate ways of grouping the basic
categories into major classes are not only conceivable but may even
strike the reader as more reasonable or more useful. The main advantage
of this mode of classification is jUst that these alternatives are aYaU..
able; the source materials are not inflexibly constrained to anyone way
of conceptualizing them. The preservation of so much of the concrete de
tail makes it possible to combine categories along the lines of any method
of conceptualization one may wish to apply; and the relation of a particu
lar conceptualization to the empirical evidence is fully exhibited. In
contrast, an initial classification in terms of a 'conceptual scheme at a
level of abstractness.remote from the plane at which popular discourse
took place is.much more rigid; once the conoretematerials are so orciered,
they cannot conVeniently be translated into a different ordering system,
and only tl1e original classifier can l!now precisely how adequately the
conceptual scheme fits the concrete depictions it is intended to organize.
For an example of another mode of classifying these data, see Appendix A,
~pte 3~
were: c·· ---.-..------.---.----------

1. Disordered emotional tone • SllghtlY over a third of the public

described ~toms which centered around the individual' s subjective state

or mood. The stress here was on the familiar pattern of irritabi1ity,

sensitivity, anxiety and depression, with less frequent references to with-

drawn, apathetic and indifferent attitudes. Illustratively:

That's only a nervous ailment. (P.) He worries--that's
all it is.

It means a person is worried. (P.) They get upset so
easily. (P.) Well, you know, they are nervous.

They seem to be extremely upset over things. (P. ) I
really don't know. (P.) They cry easily and get furious
over nothing.

They are offended easily and fly off the handle •

They're fussy, cranky and irritable.

Nervous, high-strung, erratic people are mentally-ill.
(P.) Sort of impulsive, sort of flighty, (P.) I don't
know. (P. ) I think they're depressed.

They might, be quiet and melancholy.

•

•

•
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2. Intellectual impairment. About as frequent as reference to

emotio.nal disturbance we~e' comm~nts on impaired thought prooesses.9

9For the sake of clarity I symptoms attributed to mental defi
ciency and to conditione not generally classifiable as mental illness
were disrega:-ded. These. intellectual types of symptoms and all other
symptoms described were, therefore, attributed to forms of mental dis
order other than mental deficiency.

These tended to assume a mo~e extreme character than did the references to

mood l however. Foremost in th;l.s category, and the· most frequently mentioned

symp~m of any class, l-1ere references to ~he incoherence, irrationality· and

tncomprehensibility of the talk and conversation of the mentally-ill.

This "inappropriate talk," together with. lack of comprehension and major

disorders of memory and otientation, dominated over half the descriptions

of intellectual impairment. In a less frequent version, the intellectual

impatnnent was perceived as much more moderate-"",:a kind of impaired perform-

ance or effioiency growing out of brooding, preoccupation, or obsession

and taking the form of absentmindedness, forgetfulness, or a decreased

abUity to concentrate, For example:

Well, it seems their mind is not right. (P.) They don't
recognize anybody and don't seem to know what they are
doing--no presence of mind.

They talk irrationally and don't remember things.

Their mind is not right--not active. (P.) By his
everyday actions. He's not active, doesn't perform
his daily duty. (P.) They can't keep on the subject
--jump from one thing to another.

This dentist would neglect his business and he would
talk out-of-the-way.

Their conversations are not quite normal. They talk
incoherentJ.y •

You would notice their being absent of speech, being
nervous, forgetful and childish. He dwells on one
subject, thinks just one way.



They are not adjusted to combat ever.r-day life. They
are nervous and probably wool-gatherers.

3. Distortion of reality. About a quarter of the publio des..

cribed degrees of misinterpretation of themse1ves and of the world around

them as characteristic of the mentally-ill. These ranged from delusions,

hallucinations and a frank break with reality to more frequent references

to attitudes ot distrust and suspicion, hypochondriacal tendencies and

more generalized readiness to perceive events subjectively and reject

or ignore inacceptable facts. For instance:

I would think that they thought they were insane.(p.)
They imagine things that are not true. (C.) Such as
thinking people will kill you. (P.) They might hear
voices.

He's queer. (C. ) Suspicious of most people, always
looking for trouble and imagines pains and aches.

Lots of times they think they're sick and then they
get to WOITying, and this really does make them sick.

They have an ill...adjusted life. (C.) Either they haven't
grown up or they can't face reality.

They are the last ones to admit it. They don't recognize
it in themselyes.

4. Deviant external appearance. About a fifth of the public made

references to the external appearance of the person, roughly half of these

comments being descriptions of tension, restlessness and inability to re-

lax together with accompanying tremors and tics. The other descriptions

in this category took the more extreme form of stuporous, trance-like

states, postural oddities, a peculiar look in the eye, and the like:

It's a nervous condition that makes them just go all to
pieces--nervous, shaky, may shake the head or some other
part of the body.

Their actions are nervous and jittery; some pace the floor.

The ones that go crazy, they stare., (P.) They just stare
and are kind of numb.

•

•

•
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I imagine they don't walk or talk like everyone else.
They have a queer look; a dazed look out of their eyes.
(P.) Most of them let themselves go, won't shave or
clean up.

5. Violent ·acts. About one person in seven made reference to

acts of violence-...self-destruction,homicide and the like:

They are nervous. (P.) They might try to commit
suicide. (P.) They might kill other people.

SometiIr..es they get a'tdUl Violent and try to hurt
somebody.

They could ham themselves--hitting themselves
against walls--or cause fires.

6 4 Violent, extreme expression. One p~rson in ten described un-

controlled, extreme or violent:expression of emotions as characteristic of

the mentally':'Ul, referring chiefly to excessive weeping, tantrum-like

rages, and meaningless laughter:

They laugh or cry often, want to be alone a lot,
hide from people, and scream.

Sometimes they cry a lot and walk the floor, and
it seems like they want to scream and do sometimes.

7. Disordered self-image, character traits. One person in ten

attributed to the mentally-ill a variety of personality characteristics

which had in common a disordered conception of self. Thus, the mentally-

ill might be described as chronically dissatisfied and complaining, as

egocentric and overly-demanding, as self-pitYing and martyred, as inee-

cure, as self-righteous, or as overly-submissive:

The only one I knew carried on and bothered every
one to do things. ( C.) By carrying on I mean she
complained loud and long and wanted to be waited on.

They let their emotions get the best of them. (C.)
They expect a lot of sympathy and they worr~r. (P.)
It's mental Ulness when he starts :feeling sorry for
himself and trying to get sympath~r.
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8. Health imp~inn~. One person in ten described physical

symptoms like chronic fati~e, loss of appetite, insomnia, and so on as

accompanying mental illness:

They are sick allover, think they are going to die,
can't sleep and nervous.

Some of them are tired all the time. They can't sleep,
can't work. They have indigestion or a nervous stomach.

9. Speech mannerisms, disorders. Still less frequently, people

described speech habits like talking to one's self, refusal to speak,

excessive or too little talking, rapid or retarded speech rates:

He does curious things. ( C.) Well he might talk
to himself or might laugh a lot about tp.ings that
ain't funny.

Well, I hear they' act sort of funny. ( C. ) So
quiet, and sit and mope around, won't talk to you
or else talk your head off.

10•. Exceptional, unusual behavior. About one person in twenty

gave illustrations of behavior that struck them as deviant. These

ranged fram the bizarrd, almost uninterpretable acts of psychotics to

instances of violatior, of cultural standards:

Some of them won't leave their clothes on or they
want to wear only certain tr..ings.

Just pile stuff around like my wife does. She's
not reasonable; she saves things tr.at are just use...
less and piles them up in piles.

11. Anti-social habits. The final and least frequently mentioned

group of symptoms was that involving violations of moral standards--alco-

holism, drug addiction, criminality, delinquency and sexual deviancy:

It's not necessarily insanity. Alcoholism is mental
illness. ( C. ) He's looking for escape and may turn
to drink or dope or may just give up and allow.himself
to become ment-ally-ill.

•

•

•
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In terms of specific symptomatologies, the typical popular description

of psychosis included references to intellectual impairment.10 Of those who

10
This present description of the T.-lay broad diagnostic categories were

popularly depicted contains an element of circularity, since, in the majority
of cases, these same descriptions were used as the basis for determining what
diagnostic categories people had in mind, as exPlained in Appendix A, Note 3.
Because the method used was designed to avoid overestimating the extent to
which mental illness was equated with psychosis , it may be that the rather ex
treme symptomatology apparently ass ooiated with psychosis in popular thinking
is exaggerated by a tendency to c1assif,y borderline instances as nonpsychotic.

offered specific descriptions of psychosis, just over ha1~made conunents classi-

1'iable as intellectual impairment, and 29 per cent expressed it in tems of

the single category of "inappropriate, incoherent, irrational talk." Acts of

violence were the second most frequent manifestation in the psychotic syndrome

popularly depicted and were included in the same proportion as were references

to irrationality in speech. Beyond these two dominant symptoms, descriptions

of psychosis tended to scatter, with no other single specific category men

tioned by as· many as ten per cent of the public. (Details are presented in

Table 7.)

The non-psychotic category, on the other hand, was dominated by refer-

ences to deviant emotional tone: about two-thirds of those who described the.

category used some such descriptions with symptoms like irritability, anxiety,

depression and hostility to the forefront. Accompanying these mood symptoms

and about as frequent, were such complementary symptoms as tension, distorted

self-images, and preoccupation.

The Status of Non-Psychotic Mental Illness

~'fui1e the preceding section has indicated that, for a majority of

the public, mental illness tended to call forth an image of psYChosis, it
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should not be assumed that this was, for the most part, a consciously-held •

view-of mental illness. On the contrary, when the question of the identity

of mental illness with psychosis was specifically raised, the overwhelming

majority asserted that mental illness includeq more than psychosis:

Would you say that everyone who has a mental illness is out of
his mind...insane, ornot?Il

• •

• •Insane ••

Not insane· •

• •

• •

• • •

• •

.10%

.83

I _

I

Undecided, donrt know • .!...l

100%

n This highly colloquial terminology was used throughout the inter
view to· refer to psychosis, as these were the phrases people were most
likely to understand.

Even those whose spontaneous impression of mental illness included only

psychosis, usually gave formal assent to the inclusion of more than psychosis

within mental illness: 75 per cent of them accepted this broader view, while

16 per cent indi(~ated that their view of mental illness was limited topsy-

chosis and nine per cellt. were not sure what they thought.

As described by those who believed that mental illness included more

than "insanity," the illness of the "non-insane" mentally-ill was most fre-

quently thought of as "nerves" or "nervousness," with less frequent refer-

ence to "nervous breakdowns" and emotional disorders. Summary character-

izations were used less often than they had been in describing mental ill-

ness in general, but where they were used, there was a shift away from

viewing the mentally-ill as legally incompetent toward such categorizations

as uncontrolled and unstable. In terms of more specific description of

symptomatology, the "non-insane" most typically emerged as tense, irritable,

•

•
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anxious, depres.sed individuals, who were preoccupied with their problems

and, consequently, forgetful and absentminded or hostile and difficult

to get along with. There was, of course, a great deal of description

that would not fit so well into the rather consistent neurotic syndrome

just outlined, but this syndrome was the only one which !nerged with sui'-

ficient frequency to constitute some common co!"e of meaning in diverse

views of "non-insane" mental illness. To put some spark of life into

this rather abstract summary, here are a few representative answers to

the question, "What is the matter with the ones who aren't insane, then?

(PROBES: How would you describe them--the ones vlho aren't insane? Nhat

are they like? How do they act?)"

Nervousness. (C~) They might be sick physically; they
would never be relaxed.

I would say they' re not insane or completely out of their
mind, but I would say they can I t seem to grasp the situ
ation or meet it or sit down and reason out a problem. ,
(P.) The ones that aren't insane, I would say are those
people whc had adjusted themselves and had been able to
cope with a11Y ?)'oblem that has come up and who had been
able to mrk(: C". d~cent living a.'1d have no worry as to in
come that th<..;y t'!lve. (P.) To my way of thinking, they
are easily :~:"·'J:.:!f3d at the least provocation and become
very violcmt. I,P.) They're unusually sullen, not very
talkative. (p,) Usually when asked a question their
retorts are usuc:,lly sharp and a "none-of-your-business"
attitude, insul+.ing.

There are degrees and degrees. Some can carry on a very
normal existence, they are not out of their mind continu
ously and they can live with the rest of the 'WOrld. (P.)
The insane should be in some institution.

I think that something is bothering them that they have
to clear up. (P.) They act nervous and upset.

It's usually nerves. (P.) It could be a nervous break
down. I never had much experience with it. (P.) I sup
pose they have 't\rakeful nights, have loss of appetite, feel
fatigued. (P.) They are tired out and depressed.
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'Well" 1'd say they are upset. (P.) Sometimes they are
forgetful. (P.) They make other people miserable; they
seem perfectly all right' at times, then they get upset.
(0.) I really don't know, I don't Imow anything definite
to say.

He has the kind of blood that needs cleansing. (P.r
They can get relief from mental illness by confessing
and helping themselves.

Taken as a whole" the descriptions of "non-insane" mental illness,
the

which can be seen in more detail in Tables 2, hand 6, 'tiere essentially/ same

as those which had been given for mental illness generally by the sub..

group whose first desoriptive impressions referred to non-

psychotic syndromes. If Table 3. is compared with Table 4, it is apparent

that summary characterizations spontaneously identified with non-psychotic

syndromes were about the same as those given when a descrlpJuion of non

psychotic mental illness was explicitl;y' asked for, once an allowance is

made for the differential frequency with which this type of description

was used at all in the two instances. Similarly, Table '5 in comparison

with Table 6 indioates that specific symptoms of each type were ascribed to

non-psychotic mental illneee with the sama relative .frequenoy in spontaneous

and directed descriptions.

The implications of this similarity are two-fold. First, it serves

to underline the fact that the view of non-psychotic mental illness pre-

viously derived from the first impressions of the minority i-7ho spontaneously

said that they meant to refer to non-psychotic syndromes was quite represent-

ative of the image of non-psychotic mental illness held by the majority of

the public who had not made their inclusion of non-psychoticsyndrames

explicit, but who, when reminded, agreed to their inolusion. In other words,

the contrasting popular images of p syohosis and non-psychotic mental illness

•
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that were derived from first impressions are not at all altered by a con-

.sideration of the manner in which the majority of the public thereafter

tended to describe non-psychotic mental illness. By the same token, how...

ever, this general agreement on what entered into non-psychotic mental

illness reinforces the conclusion that mental illness, whc,n used as a term

of general reference, tended to evoke a psychotic image., That is, when

descriptions of first impressions of mental illness and of "non-insane'"

mental illness are compared, all of the differences are in the same direc-

tion as the differences in description of psychotic and non-psychotic

syndromes. It is noteworthy in this connection that, among the vast majority

who agreed that mental illness incll,lded more than "insanity, II 45 per cent

had described only psychosis in their first, s-pontaneous ::imp:'essions of

mental illness, while 50 per cent had included essential~_J" llon:"psychotic

description, so that the initial image of mental illness--even for those whose
was,

viev1S of mental illness were broader than thia--f9-bout half t~ time,· psychosis.

This consistency in views of non-psychotic mental illness also

implies that people sometimes included under the heading of "non-insane"

mental illness essentially psychotic syndromes, just as they sometimes

referred to psychosis by presumably non-psychotic tenus. In addition to

the 10 per cent who explicitly stated their limiting of mental illness

to psychosis, there were some 1) per cent who, in practice, described only

psychosis and two per oent who included pSJrChoSis as well as non-psychotic

syndromes:'2 At the other extreme there were seven per cent who did not

12These estimates of syndromes actually included within non-psy
chotic mental illness were arrived at through analysis of coders' ratings
and symptomatology, using the same procedure whioh is fully described
in Appendix A, Note 3.. All of the qualifications and limitations indi-
cated there apply equally here.
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lmow whether they would include more than psychosis as mental illness J

five per cent who agreed that mental ~lness should include more, but

had no idea of what else it included and five per cent who could fornmla~e

non-psychotic mental illness only in terms of mental deficiency or of syn

dromes that would not generally be regarded as mental illness. In the final

analysis, then, no more than three-fif"'1s of the public (~8 per cent) actu

ally held a view of non-psychotic mental illness which approximated technical

usage, and,given the procedures used, tb1~ f:tsu:~ ltUs1j .be regar.dso as 'a

maximum estimate of the extent of public Imowledge.

This conclusion is complicated by the use of the term, "insane,"

for it is possible to follow a legal usage whereby "insanity" applies only

to the criminally or violently psychotic or to the legally incompetent,

while all other psychotics are, by definition, not, "insane." In point of

fact, many of the people who did include descriptions of psychosis in their

discussions of mental illness were, implicitly or explicitly, adhering to

some such usage. Thus, of those describing psychosis under the heading of

"non-insane" rental illness, only 16 per cent ;included references to the

category of violent actions, while 29 oer cent of those who described

psychosis ~s their first impressions of mental illness

made comparable references to violence. To put it another way, in the

raters' judgment, 39 per cent of those who actually referred to psychosis

•

•

under the heading of "non-insane II mental illness l-l'ere describing non-violent

psychoses--syndromes like senile psychosis, quiet, withdrawn catatonic

states and the like, while 10 per cent referred only to the kinds of psy

choses in which violence is a central feature, leavi. ng 51 per cent who.

appeared to refer to psychoses generally or without regard to the violent-

nonviolent dimension. In contrast, 79 per cent of the references to psy- •

choses in first impressions of mental illness were in these general terms,
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while 15 per cent referred to violent psychoses and six per cent to non

violent psychoses. Indeed, some 10 per cent of those who described psy

choses under the heading of non-psychotic mental illness volunteered the

statement that the presence or absence of violent behavior was the essen

tial distinguishing criterion between the "insane" and the ':non-insane"

mentally-ill.

Nevertheless, the tendency to confound the psychotic with the non

psychotic was, not, to any appreciable extent, a result determ1..Tled simply by

our having used the term, "non-insane"-whose literal, legal meaning is not

identical with non-psychotic--as though it were equivalent. In the first

place, the general level of public understanding of mental illness--as the

discussion up to now has begun to indicate~-was not su.ch as to make it likely

that any appreciable segment of the public was aware of and used in their

thinking about mental illness a nuance like the difference between psychosis

and insanity. More directly, however, as the data in Table' 2 suggest,

the tendency to perceive only psychotic syndromes as

mental illness even when presumably talking about non-psychotic mental,

illness operated to about the same extent 1~hen the ambiguity created by

using the term, "non-insane" was not present. That is, people who labell,ed

their first impressions of mental illness as non-psychotic, by the use of

such terms as "nerves," "nervousness, ncr "nervous breakdown," applied thes e terms

to syndromes which were actually essentially psychotic with exactly the

same frequency as "non-insane" mental illness turned out, upon closer in

spection, to be psychosis: in either instance, 17 per cent of those who des

cribed the syndromes they had in mind were actually desoribing only psychoses"

while 7J per cent described non-psychotic syndromes •

What is apparent at this poi."lt is that, at best, only a bare ,rnajority

of the Amerioan publio used the term, mental illness, in a way which can be
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regarded as roughly approximating its meaning and use in professional circles. - •

That is, as an outside estimate, ,8 per cent of the public explicitly ac-

lmowledged that mental illness included more than psychosis and, at the

same time, had an image o! non-psychotic mental illness which 101as consistent

with what would technically be viewed as non-psychotic. TnG rest of the

pU~iC divided between a small group who consistently adhered to a restric

tion of mental illness to psychosis only (about eight per cent) and a large

group-34 per cent--whose views of mental illness already showed internal

contradiction and confusion. Thus', there were at least nine per cent who,

in practice, perceived and described only psyc~otic syndromes, even though

they labelled and thought of them as non-psychotic. About four per cent

'. described psychotic syndromes and weren't sure wh'3ther or not mental illness

included anything else. Conversely, some four per cent thoug~t that mental

illness applied only to psychosis or weren't sure just what mental illness

should include, despite the fact that they had described ,essentially non-

psychotic syndromes. Or, again, some 10 per cent either could not describe

non-psychotic mental illness or thought only of mental deficiency or of a

variety of neurological disorders, even though some of them had described

non-psychotic mental disorders, apparently without realizing they 101ere

•

doing so, in the first impressions of mental illness they gave. The com-

'.

plate interrelations of the three relevant questions--first impressions of

mental illness, whether or not mental illness includes more than "insanity"

and, where applicable, descriptions of "non-insane" mental, illness are

shown in Table ::if:; but it should be pointed out that this is not a final,
index of the extent of misunderstanding, confusion and inconsistency in

popular use of the term, mental illness. On the contrary, it is simply in-

t~nded to indicate that concept~ons of mental illness began to fluctuate as •



•
..

soon as more than one approach to the subject was made. P.s 1'1e shall see,

continued exploration of the popular meaning' of mental illness constantly

expanded the amount and kinds of public misconception and confusion.

A somewhat different approach to the popular imag<:< of mental illness

was made by specifically introducing into the discussion a term which has

a good deal of currency--the "nervous breakdown." While it has been shown

that the "nervous breakdown" was not actual:y Olle of th~ m?re frequently- .

used spontaneous terms of lay referenoe to mental illness, it was, neverthe

less, widely recognized when mentioned, with SOr.Je 95 per cent of the public

able to offer some' kind of description of it. Sigllil'icantly, only one person

in a hundred characterized the term as being too imprecise, ill-defin~d and

non-technical to have any agreed-upon meaning.

In popular usage, a "nervous breakdown" was, generally, a term for a

rather specific and acutE3 syndrome. To the extent that its causes were dis

cussed--and a surprisingly-large number (44 per cent) volunteered comments ..

about its causes, a "nervous breakdown" resulted from overwork or from the

pressures and strains created by such realistic life problems as economic

difficulties and family frictions or from some combination of these two

circumstances. The dominance of this point of view is indicated by the fact

that, of those mentioning causes, 56 per cent referred to overwork, and 42

per cent, to realistic environmental difficluties; while the next most fre-

damage to or organic malfunctioning of the nervous syetem. Just about one

quent causal category--that of physical causes other than overl'1ork--was

breakdolms" was frequently reinforced by imagery suggesting actual physical•
mentioned by only 16 per cent. (See Table • ) This view of "nervous
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person in fiva (22 per cent) spoke of the nerves "becoming fatigued,"

''breaking down, " ligo1ng to pieces," "shattering," "collapsing," etc. as

the p resumed mechanism by which the causal strains produped the 'illtimate'

symptoms. These strains, then, produced a condition of fatigue or a kind

of weakening of self-control in which the pe~son became extremely tense

and unable to relax, quite irritable and easily upset, anc. given to un-

provoked or excessive weeping, and the whole syndrome frequently developed

to the point where the person collapsed and required a period of bed rest.

(See Tables h and 6.) While comments about treatment .were irJirequent--only

nine per cent volunteered methods of treating a "nervous breakdown, " 75

per cent of these volunteered treatments consisted of rest, pure and simple,

so that, while there was often an image of an ac;mte breakdown, it tended to

be viewed as a temporary episode that would subside once a person go'l:,

enough rest to recover his strength or courage to face the many problems

of life. The flavor of this popular view of "nervous breakdowns" can be

seen in a few representative depictions:13

13~e question asked was, "As far as you know, what is a nervous
breakdown'! (PROBES: How would you deSCribe it? 1rJhat is it like? What
happens to a person who has one? How does he act?)"

Your nerves have gone to pieces. They can't function because they
have been overdone.

Some nervous breakdowns cause different ailments of the body.
I don't think it always affects the mind completely. (P.) They
can I t sleep and can't rest. (P.) I think it can affect your
heart and also the stomach~-I've heard people say they had a
nervous stomach. It can also cause you to have a rash on your
body, a nervous rash--p~ople are scratching.

A person is overworked. (P.) A bad heart can cause it. (P.)
Makes you nervous--your heart goes fast and it scares you and
when you try to sleep your heart jumps.

•

•

•
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Just when you get all frustrated over the oonditions of life
and throw themselves down on· the bed and can't carry on the
battJ..e. Then, tte more you think on those things, the worse
you get.

I don't know, Itve never known anyone 'Who has had a nervous
breakdmm. (Pe) Their nerves are just physically shot. (P.)
No, their nerves are just shot oompletely--nervous exhaustion.
(P.) They're so compietely run-dolm that, whatevel' this con
dition was that brought it on, they just collapse cc;-:tpletely.
(0.) Mentally, they break down. It's something th~'ij has been
bothering them; it grows and grows and they just srap a (C. )
Their mind snaps; they need oomplete rest.

Lote of things can oause that. Usually, it is a run-down con
dition. I would say more .nervous b:':'eakdowns are cauDee. from
it. Slilall ohildren have nervous breakdoi1I'1s and it, is caufjed
from a run-down eondition. (p • ) UE-'u<:l.lly, '(jhey ~re s:i.ck c. r
complain of being sick and are not able to go and do as they
should. .

It's a person overworried. (P.) It's not the work it's the
aocumulation of toomuoh' worry with the work he has donea
(P.) It's caused from improperly eating. (i-' ,,) He seems
afraid ·.r jittery, also sleepy all the time-··he'd just rat~1e'~~

lay down.

Although it is apparent that there was munh less diversity and

heterogeneity in the kinds of behavior included under the heading of "ner-

vous breakdown" than was the case with mental illness, generally, or even

with non-psychotic mental illness, it should not be assumed that there was

public unanimity in using the term "nervous breakdown" to refer to the

syndrome just described. In terms of our final rating of what was actu-

ally being described, "nervous breakdowns" emerged as an essentially non-

psychotic syndrome for 72 per cent of the American public and slightly

over half of this group appeared to be describing a syndrome in which

physical malaise, fatigue or collapse was a central feature. At least

18 per cent, however, used the tenn to refer to the acute onset or re-

currence of a psychosis, while two per cent described both psychotic and

non-psychotio syndromes in discussing nervous breakdowns, three per cent

described only mental deficiency or syndromes other than mental illness
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and five per cent were not sufficiently familiar with the term to offer a

description. (See Table l~r

Despite their almost,exclusive description of "nervous breakdowns"

in terms that a person with technical knowledge would not hesitate to

classify as mental illness, less than balf of the public v:.~:re willing to

classify a "nervous breakdow" as mental illness:

'Would you say that a nervous breakcown is a mental illness or not?"

Is • • • • • • • • • • 48%
Is not • • • • • . • ~ 3()
Undecided, don' .~J :. t(W' ::)

100%

And, oddly enough, people who explicitly assented -co the inclusion of non..

psychotic syndromes within mental illness were not v~ry much more likt>ly

to regard a "nervous breakdown" as mental illness "::han were people v~;;l('

limited mental illness to "insanitY"--50 per cent of the former group

called "nervous breakdowns" mental illness, in comparison with 4$ per cent

of the latter.

The great paradox of the popular version of "nervous breakdowns"

was that the more a person's description of ther.c approximated the cornmon

•

•

I'

,-
'.

"overworked-tense-uncontrolled" depiction, the less likely he was to classifY

them as mental illness. It may be seen in Tables 4 and 6 that the des- J
criptions offered by people who said tbat "nervous breakdowns" were not

~

clearly mental illness somewhat ~frequent1y contained references to

these symptoms. More directJ.y, however, if a mention of either physical

fatigue or collapse as symptoms, overwork as cause, or rest as cure be

taken as roughly indicating those who were thinking of this "exhaustion

syndrome, II then, 42 per cent of those who described this syndrome classified

it as mental illness, while 52 per cent of those who made no reference to •
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• "exhaustion" regarded "nervous breakdowns" as mental illness. Similarly,

those who described the tense-'t:ncontrolled aspect of the syndrome, as indi-.

cated by mentioning any of the symptoms of lose of control, exoessive weep

ing, tension or he1.ghtened j.rritability, were, less likely :~~ olassify it as

mental illness than those who described 'nervous breakdmJn::' If in other terms.

,( ,

And, once again, those who spoke in terms implying nerve d~.ma.ge-..whether

their reference was literally-meant or metaphol"ical--were also less likely

to regard the reBUlting syndrome as mental illness. If these three leading

elements of "nervous breakdowns" are combined, the proportion willing to

classify "nervous breakdowns" as mental illness increased from 37 per cent

of those whose depictions included the entire e~haustion--nerve damage-

tense, uncontrolled sequence to 58 per cent of those who described "nervous

breakdowns" without reference to any of these elements. (See Table 5'0)

The immediate influence of this imagery on judgments was sufficiently strong

that, even where essentially similar syndromes had previously been offered

as first impressions of mental illness or as impressions of non-psychotic

mental illness, persons who repeated this desoription for "nervous break

downs" were less likely to call the syndrome mental illness than were people

who offered SOlTle other oharacterization.

'l'mseresults point immediately in two directions. On the one hand,

they suggest that consideration of the syndrome typified by "nervous break

down" resulted in self-contradiction and shifting of the meaning of mental

illness for most people. At the same time, however, they begin to illuminate

something of the underlying logic to which people appealed in trying to de

cide what to call mental illness and which is, itself, a partial explanation

of why there was so much inconsj,.stency and confusion. In this instance,

it is rather clear that attempts to distinguish "the physical" from "the
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mental," combined with some easy assumptions about the relation between

cause and effect and their relation to modes of classifying illness, con-

tributed to confusion. In fact, the question of whether or nat a "nervous

breakdown" should be regarded as a mental illness largely depended on a

consideration of the nature of its causes and of the logical status of

the nervous system. (See Tables 27-28). Some 30 per cent of those who

said it. l-laS not mental illness moved from the premise tha.t its causes

were physical. to the conclusion that it 'tJas, therefor~ a physical rather

than a mental illness. Or, somewhat similarly, seven per cent CO'lcluded tha.t

it could not be regarded as a mental reaction because it was provoked by

real problems and external stresses. These groups Bere, in turn, counter-

balanced among those who said it i·ms mental illness by 20 per cent l-lho

reached this conclusion because they saw the causes of "nervous breakdowns"

as mental or emotional strains rather than as physical or external, and by

11 per cent l-lho went further to conclude that the reactions of "nervous

breakdo..ms" had no physical or "real" causes, but were "all in the mind"

and, therefore, mental illness. All told, two-fifths of those who gave

classifiable reasons for their classification of "nervous breakdowns"

resolved the question by these causal considerations. They said:14

111 fhe question being ans't>1ered 11Tas, 11T\lhat are your reasons for
saYing that it is'(is not) a mental illness?"

Not mental illness: It's cause is a physical sickness.

Because it comes from bodily reasons, and not from your
brain at all.

Because a nervous breakdolm. is caused by overtvork and
strictly affects the nerves not the mind.

It seems to me it's a physical 1et-do~m.

It's a physical strain on the body that brings on a
nervous brc3kdown.

•

•

•
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It could be due to overwor~ or to anxiety over some prob
lem or something like that, and that wouldn't be mental
illness •

Mental nlnes~:

It is caused by a mental tension. A pressure on your
mind will affect your nerves.

Because it means that a person has had mental strain and
that causes a mental reaction.

The main cause of a nervous breakdown is mental exertion.
I don't know of anyone Hho has had a physical condition
that brought on a nervous breakdom1. It has all-rays been
people who are worrying about financial and family trouble.

Because all illnesses must be mental or physical and a
nervous breakdown ain't physical.

They are caused by imaginary happenings all centering in
your mind.

Another fifth of those Hho explained the considerations which led

to their conclusions about "ne!"1TO'us breakdmms" were attempting to decide

vrhether the nervous system--Hhich tv-as conceived as the locus of a "nervous

breakdown"--was part of the physical or mental equipment of the individual.

Roughly half of this group concluded that mentality was a function of the

brain and the brain, itself, part of the nervous system, from which it

followed that malfunctioning of the nervous system was mental illness.

The other half, hOHever, vievJed the nervous system as part of the physica.l

realm, or, at least, as somehmi not mental and, therefore, exempted mal-

functioning of the nervous system frow mental illness. For instance:

Not mental illness:

It's more a sickness of the nerves than it is the mind.
(C) I don't think the brain has anything to do with it.

It comes from a nerve that gets weak or sometimes from
just oven1Ork. (C) Nerves are in your body not your
mind.

Mental illness: Well, I think your nerves go along t-nth
the mental part of your system, and they are what breaks
down.



..
..3L-

The nerves and the brain are altogether. V'hen the nerves
go bad, the mind is touched, too.

The nerves are what make all the trouble, even if the
person has a real sickness.

Beyond these causal considerations, ~bout a third of those who

discussed their reasons decided the status of "nervous brea.kdOl·ms" on

the basis of its characteristic symptoms. On the side of mental ill..

ness, people cited the symptoms of uncontrolled, irrational behavior,

failure of self-control, deviant emotional tone and intellectual 1m-

pairment as proof. On the other side, emphasis lvas given either to the

fact that purely cognitive functions were not affected or, in short, to

the fact that it was not classifiable as a psychosis. A final sixth,

almost all of whom concluded that "nervous breakdowns" lvere not mental

illness, focussed on the relative ease and rapidity of recovery from

them. Illustrative of these points-of-view are:

r1ental illness:

Well, generally, I think people who've got one say and do
things they don't mean and don't hardly know they're doing
them. That would be mental.

It's a lack of self-control, and that is mental.

They are dissatisfied ',:ith life, feel they have nothing
to bank on or hold to. That just isn I t normal.

They can't remember or think right.

Not mental illness:

You're just as swart then as at any other time, so it
isn't your mind.

A person doesn't need to be insane to have a nervous
breakdown. It's just a setbe.ck of the mind.

Because a person can be cured of that. It's something
that can be taken care of.

No, if a person gets the proper treatment from a doctor,
they \oJill get ~vell. (C) They take a lot of medicine for
their nerves and they get themselves back to normal.

•

•

•
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A more orderly account of the role of this kind of reasoning in

people's thinking about mental illness and the dilerrmas in which it re

sulted will be presentee in a later chapter, where the evidence for the

conclusions can be dra1~ together and analyzed systematically. Before

that analysis can be undertaken, hOl1ever, it is necessnry to come to

some interim conclusions about the meaning of mentel tllness and the

consistency vdth which the te~ was used.

"Total" Impressions of Nental Illness

By the time people had finished talki..ng of "nervol1s breakdowns,"

as the third step in this exploration of what meaning people gave mental

illness, there uere fei'! left who had maintained a consistent formulation

of mental illness. Thus, one-third of those 'tv-ho described "nervous

breakdovms" in psychotic terms--some seven per cent of the entire popu

lation--had, nevertheless, been able to maintain simultaneously that

they Here not mental illness. And, of those who described "nervous

breakdovms" in non-psychotic terms and had previously acknm'Yledged the

existence of non-psychotic mental illness, exactly half (31 per cent of

all people) inconsistently excepted "nervous breakdoHns" from the category..

Conversely, close to a third (five per cent of the population) of those

who had previously not accepted the inclusion of non-psychotic categories

in mental illness described "nervous breakdO'Hns" in non-psychotic terms,

but called them mental illness. When these inconsistencies are added

to those raised by a consideration of "non-insane" mental illness,

little remains by 'tvay of consistent vie'h1J)oint.

As shm~ in Table 10, at most 28 per cent held consistently to

a view of rr.ental illness which included non-psychotie syndromes and

'it the same time contained neither internal contradicttonf' l'1f)l' Eross
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deviations from and inconsistency Hith the us';.~1 technical meaning of

psychotic and non-ps:'chotic. tmother seven per cent of the American

public consistent:y rnainta~ned an-identification of rr.ental illness

with psychosis. For the rest, about three per cent had little or no

conception of mental illness at all" "lhile 62 per cent held vie:vs of -~

mental illness which Here confused, st>.ifting and contradictory.

One major reason for this kind of confusion and contradiction

about vlhat "Has to be classified as mental illness was the dominance of

a psychotic image in popular conceptions of mental illness. v.fuat this

amounts to is that, even though most people ~iere aware, 1ft1henever speci-

fically reminded, that mental illness included more than psychosis" they

tended to revertto an image of mental illness as psychosis vlhenever the

•

more inclusive reference of the term Has not explicitly stressed. An

explicit definition of the term" menta.l illness, as including non- •

psychotic syndromes, taken together lvith an implicit tendency to use

the term as if it were synonymous vnth psychosis, necessarily resulted

in inconsistency.

Part of this inconsistency is traceable to the criteria that

.people used to distLnguish psychotic from non-psychotic mental illnesses.

About a third of the sample (34 per cent) volunteered statements that

sought to make e:x-plicit the essential difference betHeen them, but they

did so, for the most part, in m.ys Hhich did not correspond to psychiatric

usage and which, in practice, increased their difficulties in maintain-

ing distinctions. Thus, of those who referred to the basis on 11hich the

two Here to be distinguished, 30 per cent thought of a non-psychotic

syndrome simply as an earlier staee of an illness which would eventually

culminate in psyohosis, and this vie1'1point Has even more l'1idespread thal'l •

appears from these spontaneous CO"'.l7:ents. In an earlier test of the
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questionnaire, a small noS-tien-wide sarr.ple UIlS asked direotlyI "T:Jould you

say that these nervous oonditicns oan lead to insanity or not?", "HoloT

is that?,,15 Three-fourths of this san:ple (76 per oent) took the position

l5This nationwide pretest ~:~'oarried out a ;ew weeks pri:; to the
field study, using a version of the questionnaire that contcdned alrllost
all the questions asked in the final study and a few additional questions

. which 'TrIere oIl".itted in the final version to shorten the intervie1-l. Al
though the pretest inoluded only 104 intervieus and oannot be regarded as a
full'F representative and reliable sample, it yielded results vlhich vIere
not significantly different from those of the final sample for eveIJr ques
tion 'Vlhich had been asked in common. It seems likely, therefore, that the
pretest findings on questions which were not later repeated Nould also not
differ substantially from 't~hat vlould have been found in the larger sample
if the question had been asked; so the supplementarJ ip~ormation which
can be derived from this pretest is included, Hhere relevant.

that "insanityll could normally be expected to result from a "nervous con-

iition," especially ifaotive corrective measures were not taken, ~lhile

only eight per cent thought it vlas not usual. The typical vie't'~oint 1-las:

It's just the Hay ins~nity begins.

They are going crazy, but they just haven It got there
yet.

They haven1t gone far enough to be out of their minds
yet.

If you let them go, they go from bad to worse.

It isn't when it first strikes, but it's bound to
affect their mind, if it is left to run on.

For people t-lho Sal-l only this matter of the stage of development the

illness had reached, mental illness was a relatively undifferentiated

whole, and its phases easily merged into and became identified i-7ith

its more permanent, psychotic outcome.

Another large group (31 per cent of those who stated their cri-

teria) relied on considerations of frequency, duration and outoome

to distinguish psychotic from non..psychotj.c fo~E' of' ment.e.l i.llness.

The.ir feeling waf! that, no matter hOvI extreme the symptoms, if these

.<;11



-38-

were not. always present in the individual's behavior, he 'ilas not psy-

chotic. They, therefore, defined as non-psychotic any illness l-lhich

was intermittant, with episodes of greater or lesser disturbance (14

per cent); any illness which 'Has tempore.ry, in the sense of spo!1taneous

remission (eight per cent); and any illness which was curable (nine per

cent) or involved no permanent organic damage (three per cent). For

instance:

They /Jbe "non-insane" mentally-ily sometimes act normal
like anyone else. Their mind just seens to drift.. 1.fuen
their mind is off, you might talk to them about something
that you know they knO'!'1 about, and they just couldn't re
member it. Then when their mind came back to normal, they
wouldn't remember anything they done or said during that
short period or lapse. (C) Crazy ones act like that all
the time.

These just go wild for a time and then they C'.re all right
again.

They're the type where the brain isn't deteriorated, while
the insane brain is deteriorated. Therefore, they are not
mental e.ll the time.

They haven't lost their minds entirely and it's only tempo
rarJ. Give them a little time, and they snap out of it.

It's a temporary thing, usually, that can be treated and
cured.

They are still in a state where if something is done for
them they can get all right.

Apart from the obvious fact that all these formulations limited psychosis

to the most extreme, chronic and hopeless manifestations thereof, the;,'

also contained the logical difficulty that they rested the essential

differences between psychoses and non-psychotic mental illnesses on

matters which could only be determined ex post facto. PreSlmably, if thp.

illness subsided, if it spontaneously remitted or yielded to treatment,

it was then possiQle to say that it had not been psychosis, but during

the course of the ~llness, these criteria provided no way of deciding

•

•

•
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what it was. At moments of acute illness, the two could be identical

in symptoms, and 't~ere, therefore, not actually distinguishable, until

long after the fact.

The final way of d1stinguishing psychosis from non-psychotic

syndromes turned on differences in symptomatology, vlhich were cited by

1626 per cent of those who defined criteria. Here, the leading ideas

16There 1~ere, in addition to the viet-IS discussed in text,
another 23 per cent of those referring to criteria by which to dis
tinguish psychoses from non-psychotic syndromes ~Iho said only that the
latter were a milder form of mental illness than the former. Since
this statement is so general that it may imply any of the formulations
that are discussed, it is not given separate attention.

were that the psychotic is violent, while the non-psychotic is not (12

per cent), and that the psychotic is out of touch t..rith reality and not

responsible for his acts, t-lhile the non-psychotic has not broken with

reality (10 per cent). ~fuch the same sort of approach l-Jas taken by

three per cent who felt that the non-psychotic, unlike the psychotic,

was able to continue ordinary social activities without too much impair-

ment, and one per cent '\"lho regarded a non-psychotic mental illness as

much less apparent to the superficial observer. Oc,:;asicnally, the dif-

ference in symptoms t-las conceived in more quantitative terms, and the

non-psychotic was defined as one 11hose aberrations, hOvlever extreme, did

not extend into most of his behavior or thinking. Thus, for three per

•

cent, the non-psychotic was the monomaniac who Has much like a psychotic

on same one or a fe'tv topics, but whose deviancy appeared limited to •

these areas. Here are some symptomatic distinctions:

Those who are insane are to be feared. These [the "non
insane" mentally--i11], their minds may be deranged, but
they wouldn't hurt you•.
They're the harmless ones.
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~e insane ones don't have any sense or reason; they do
anything. The other mentally-ill have some centrol over
themselves and you can reason with them.

The insane can't control themselves. (C) The others
can think things out and not let go.

They can get along all right without having to go to
a hospital.

They are nonnal in most ways-just off about some one
thing.

These distinctions based on s,ymptomatological differences in the

two syndromes did not, as the preceding ideas based on stage of develop

ment or on ultimate outcome did, tend to merge the two into an essentially

undifferentiated and undistinguishable l-lhole. Yet, these symptomatic

criteria, like those based on outcome, tended to assign only the most

extreme instances--the violent, completely inaccessible, or non-function-

ing--to the category of psychosis. Correspondingly, vlhichever criteria

were used, the category of non-psyChotic s~~dromes was differentiated

in such a way that it included much that would be professionally class~-

fied as psychotic. And, finally, only the definitions based on symptoms

--and then only those which did not depend on violence--represented formu-

lations which were compatible with the inclusion of personality dis-

orders in the non-psyohotic category. That is, all of the criteria ex-

cept those based on the extent of break with reality or the extent of

functional impairment or the like were applicable pr~~arily to behavior

that marked a sharp change in the usual behavior of the personality in-

volved. They tended, therefore, to exclude chronic, consistent person-,

ality deviations and to limit mental illness to its acute manifestations.

It may be said, then, that the popular tendency 1dth respect to

mental illness WaS to cut off the continuum of behe.vior which 1-.1ould be

professionally aocepted as mental illness at a point far above that used

•

•

•
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by psyohiatrist~ and, at the Same time to raise the cividing line between

psychoses and other mental illness to a point where psychoses become a

very extreme form of mental illness. The general tendency may be por-

trayed about 1H::e this:

."

Technical Usage

Severe psychosis

Hoderate or mild )
psychosis )

Acute neurotic )
episode )

Chronic neurosis )
Personality dis- )

order )

Popular Usage

Psychosis

Non-psychotic syn
drome

Not mental illness

'..

•

•
•

')

...-U.. ;.. L.L I

This tendency to reve'rt to psychosis as the entire content of the

category of mental illness was, as might be expected, least operative

among the small minority (nine per cent of those r:ho state'd criteria or

three per cent of the entire public) who defined non-psychotic syndromes

as representing a lesser degree of emotional deviancy or functional im-

pairment. Of people who distinguished psychoses from other mental il1-

ness in this way, 43 per cent mai-n.tained a usage which consistently

included non-psychotic sJrndromes within mental illness while only 22

per cent of those who relied on the duration or outcome of the illness

did so. All other I'lays of formulating the difference fell about half

way betiveen these two extremes: of those ivho made the presence or ab-

sence of violence the criterion, 32 per cent Here consistent, as were

32 per cent of those who made the non-psychotic form an earlier stage of

psychosis, 34 per cent of those who said only that it was a milder form,

and 34 per cent of those who accepted the fact that mental illness in

cluded more than "insanity" but who did not explicitly formulate the ways
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in 1..]hich the~r differed.

The operation of this tendency to "regress to the psychotic" can

be further demonstrated by considering the conditions under which a

"nervous breakdowll was classified as mental illness. "Nervous break-

dOvfis," as has just been indicated, were generally described in non-

psychotic terms and, consistently enough, were, therefore, more likely

to be classified as mental illness by people who had initially included

non-psychotic syndromes in their spontaneous descriptions of mental ill-

ness. It should be emphasized at once that it was their spontaneous

:lJnage of mental illness to which people tended to refer: regardless of

what people said, fonnally, to the question of ~oJhether mental illness

was coterminous with "insanity," those whose initial impre$sions of

mental illness Trlere stated only in psychotic terms 1rlere about equally

less likely to view a nervous breakdown as mental illness, and those

who referred to non-psychotic syndromes about equally more likely to do

so.

Nevertheless, despite this apparent consistency, it was the people

who described IInervous breakdotms" in psychotic terms who were most likely

to classify them as mental illness. ~fuen an essentially psychotic char~

acterization was given, tHo-thirds said "nervous breakdown" was mental

illness, and this figure was the same for those whose initial impressions

of mental illness were limited to psychosis and those who spontaneously

expressed a broader view:

•

•

Per cent classifying
"Nervous BreakdownII

as mental illness

..

Nervous breakdown described as psychof!is and
First impression included non-psychotic • •
First impr.ession limited to psychotic • • • • •

Nervous breakdown described as non-psychotic and
First impression included non-psychotic • • • •
First impression limited to psychosis • • • • •

66
66 •
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What is apparent, .here, is that psychosis was always more likely

"to be perceived as mental illness, irrespective of general conceptions

of mental illness. Even 'Vlhere mental illness had been spontaneously

thought of in non-psychotic terms, the psychotic image of "nervous

breakdown" 'Vlas significantly more often class ified as mental illness

than the non-psychotic image. Yet, the spontaneous image of mental

illness was not irrelevant, and the tendency to revert to looki."1g for

psychosis before seeing mental illness, though present, was not as

markedly apparent for those who spontaneously thought of non~psychotic

mental illness as it 'VlaS for those t'lho initially conceived of mental

illness in psychotic terms. (See Table 11 for more detail.')

Tables 1-1 contain a composite view of people's descriptive

definitions of mental illness , arrived at by combining into a "total"

impression answers to the three questions used to investigate this

topic: spontaneous first impressions, depictions of "non-insane II

mental illness, and descriptions of "nervous breakdowns,1\ vlhere these

were regarded as mental illness. This consolidation, for the most part,

serves only to confirm the observations that have already been made

about popular views of mental illness. Thus, in Table 2, it is apparent

that, overall, the concept of "nerves," "nervousness," or "nervous dis-

orders" and colloquial terms for psychosis were the only frequently

used ways of referring to diagnostic categories.11 And, again, it is

l1It should be recalled that two of the three questions were de
signed to elicit answers in terms of non-psychotic syndromes, 11hile the
other left it up to the person which syndromes he discussed. This fact,
alone, would make for a lower frequency of use of popular psychotic
equivalent labels as compared ~dth non-psychotic ones, so the relative,
frequency of the two most-used categories is not accurately dete~ned

by these data •
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clear, in Table 3, that these were, in fact, generally references to

non-psychotic syndromes and psychoses,. respectiveiy.It can also be

seen in Table 3 that the tendency to use categories which ;.rere more

typically used as equivalents for non-psychotic syndromes to refer to

essentially psychotic manifestations 1'1as consistent. About tl,ro-fifths

of the time people who stated diagnostic categories referred to psy-

choses as "nerves," or anied terms. It is similarly apparent, in

Tables 4-7, that the cumulative effect of the three separate discussions

of mental illness is to increase the frequency with which various sum-

mary characterizations al'ld specific descri.ptions were used, Idthout much

change in their relative frequency •

Nevertheless, because of the shifting meaning of the term, mental

illness, as popularly used, these "total" impressions syould be treated

with caution, especially where they bear on the inclusiveness of the

concept of mental illness. Thus, it is shown in Table I that over this

set of questions, 75 per cent of the American public did, at least part

of the time, actually include non-psychotic syndromes in what they called

mental illness. Yet, it m~st not be overlooked that they were not al-

ways aware that these syndromes would be technically classified as non-

psychotic and, more important, about three-fifths (62 per cent) of them

vacillated in their li.Lllingness to include the non-psychotic. Similarly

of the 2? per cent who included only psychosis within mental illness,

less than a third (30 per cent) were completely consistent in their usage.

Considering that this picture of vnde-spread uncertainty, conflict

and inconsistency as to the meaning of mental illness resulted from pub-

•

•

•

lic discussion of only three of the many questions vJhich might have been

posed (and is I'total" only in the sense of summing up the relevant m~t,:r·- •

1al in this particular research), it is inevitable that not all of the
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di£fioulties of the average person L'Yl dealing Hith the concept of mental

illness have been uncovered here. There is, therefore, every reason

to conclude that there was neither general consensus nor individual

clarity about the way the term, mental illness, was defined. In the

next chapter, v1e shall turn to the lJay in which mental illness was

applied to concrete examples or human behavior and the status of the

concept of mental. illness within the total explanatory scheme popularly

applied to human behavior.

\ ......
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CHAPTER 4"

POPULAR INTERPRETATIONS OF HUMAN BEHAVIORs

SIX PEOPLE TIT ACTION

" .

..
Mental illness is, after all, an abstract concept applicable to a

heterogeneous class of human behaviors, and hOH people define this term may

well be less important than how they deal with concrete, individual, person

alities, whatever they call them~ Surely, the pUblic's ability to recognize

disturbed personalities, to accept them without shame., fear or condenmation,

and to take appropriate measures in preventing or ameliorating their di,s-
I •• .

.
orders is more important than mere quibbling about what terminology should

be used in referring to them.

Nevertheless, the absence of terms t'1hich conveyed unambiguously what

was meant by mental illness and, indeed, the general lack of .either public

agreement or individual consistency about what was included under the head-

ing of mental illness was, in a way, presumptive evidence that public recogni-

tion of and infonnation about mental illness were in a similarly confused

state. Certainly, it is reasonable to assume that the common language always

contains words or concepts ?y means of which whatever is commonly perceived

and recognized can be pointed out. If shared, Hell-defined terms were

missing from popular vocabulary, it must be that they were not needed--that

there was no common perception of the human behaviors technically classed

as mental illness, and, therefore, no 1.Jidely-acceptedj· ~ooially...defi:ned

words by which to refer to them. While it is difficult to see how the

situation could have been otherwise, docu~ntation that more than a question

' .....,".
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Six thumb-nail sketches, describing the personality and behavior of

hypothetical individ\lals in tems which actually typified one ,degree or

another of mental disordert were presented to the public. People were
=

lA number of psychiatric advisors, acknowledged in the preface,
assisted in the preparation of these descriptions and agreed that they
described recognizable mental disorders.

asked, in each instance, to classify the person, to account for how he came

to be that kind of person and, to explain the logic by which they included

that kind of person in the category of mental illness or excluded him from

it. These six examples, vlhose "life stories" make up the materials of this

chapter, were:

Paranoid2 : Now 1'd like to describe a certain kind. of perron

2The 'psychiatric classification of each example is indicated at the
beginning of the description but was not, of course, presented to the people
asked to di~cuss the case.
.'- .' ~ ..

and ask you a few questions about him.,••I'm thinking
of a man--let t s call him Frank Jones--who is very suspicious;
he doesn't trust anybody, and he's sure that everybody is against
him. Sometimes he thinks that people he sees on the street are
talking about him or following him around. A couple of times,
now, he has beaten 'up men who didn't even know him, because he
thought they were plotting against him. The other night, he be
gan to curse his wife terribly; then he hit her and threatened
to kill her, because, he said, she was working against him, too,
just like everyone else.

Simple Schizophrenic: Now here's a young woman in her,twenties,
let's call her Betty Smith•••She has never

had a job, and she doesn 1t seem to want to go out and look for
one•. She is a very quiet girl, sBe doesn't talk muoh to aE7cne
--even her own family, and she acts like she is afraid of people,
especially young men her own age. She won't go out with anyone,
and whenever someone comes to visit her family, she stays in her
own room until they leave. She just stays by herself and day
dreams all the time, and shows no interest in anything or anybody.

Anxiety Neurotic: Here t s another kind of man; we can call him
George Brown. He has a good job and is doing

pretty well at it. Most of the time he gets along all right with
people, but he is always very touchy and he always loses his
temper quickly, if thingsaren' t going his way, or if people find
fault with him. He worries a lot about little things, and he seems

•

•

•
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to be moody and unhappy all the time. Everything is going
along all right for him, but he can't sleep nights, brooding
about the past, and worrying about things that might gO wrong.

Alcoholio: How about Bill Williams? He never seems to be
able to hold a job very long, because he drinks

so'much. Whenever he has money in his pocket, he goes on a
spree; he stays out till all hours drinking, and never seems
to care what happens to his wife and children. Sometimes,
he feels very bad about the way he treats his ,.family; he

c< begs his wife to forgive him and promises to stop drinking,
but he always goes off again.

Compuls i ve-Phobic : Here's a different sort of girl--let' s
call her Mary White. She seems happy

and cheerful; she's pretty, has a good enough job, and is
engaged to marry a nice young man. She has loads of friends;
everybody likes her, and she's always busy and aotive. How
ever, she just can't leave the house without going baok to
see whether she left the gas stove lit or not. And she al
ways goes back again just to make sure she locked the door.
And one other thing about her: she's afraid to ride up and
down in elevators; she just won t t go any place 'tmere she'd
have to ride 'in an elevator to get there.

Childhood Conduot Disturbance: Now the last pers on I'd like
to describe is a twelve year

old boy--Bobby Grey. He's bright enough and in good health,
and he comes .from a oomfortable home. But his father and
mother have .found out that ,he' s been tellir:tg lies for along
time now. He's been stealing' things from stores, and taking
money frQIn his mother's purse, and he has been playing, truant,
staying away .from sohool l'lhenever he Can. His parents are
very upset about the way he acts, but he pays no attention to
th~. '

After each descrip~ion was read, each person was asked the following

asElUenoe of, q\lestions~/ .;;;/'c:>
w~ ~(.v-, J
What do you think makes him ffie!.7 act this way? (PROBES:
What t s causin,g him /fiei/ to act like this? What happened
to make him /her7 like this? How does a person get to be
this way?) - - ,

Would you say this man /joung woman, boil--Frarik Jones
[Betty Smith, George Brown, Bill WUliams, Mary White,
Bobby Greil--has some kind of mental illness or not?

Why do you say that he [Shy has (does not have) , '
a mental illness?

.' (IF APPL!CABLE) Would you say that the mental
illness he ZSh!! has is a serious one or not?

Why do you say it is (is not) serious?
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Identification of Mental Illness

The way in which these sketches were dealt with by the public eonfinns

what has gone before, so far as the popular definition of the term, mental

illness, is concerned. As shown in Table 12, it was only the relatively ex-

treme form of non-instit'l;ltionalized psychosis, illustrated by the violent,

paranoid behavior of "Frank Jones," that was perceived as mental illness by

a majority of the public and, even with an extreme example like this one,

one-fourth of the public maintained either that there was nothing wrong

with him or that whatever was wrong was not or need not be mental illness.

Only a third of the public recognized the concrete example of incipient

simple schizophrenia as mental illness, and ~lmost as large a grcup saw

nothing problematical about "Betty Smith' S'l "quietness." The form of

alcoholism typified by "Bm Williams" was classified as mental illness

by only 29 per cent; "George Brown's" anxiety neurosis, by 18 per cent;

the disturbed child, by 14 per cent; and the compulsive-phobic "Miss

White," by 7 per cent.

Overall, one-sixth of the public did not perceive mental illness

in any of the six cases, while one-third saw only one of theme-generally

the paranoid--as mentally ill. Thus, just under hali." the public--45 per

cent--either did not perceive mental illness at all or recognized only

the violent manifestation of it, and a clear majority--57 per cent--

classified none of the four non-psychotics as mentally ill. Among the

43 per cent who recognized at least one o~ the non-psYChoti~ a third

singled out only the sociopathic disorder of alcoholism and a half

recognized only the overtly anti-social trends exhibited either in

alcoholism or in the stealing and truancy of the child. In all, then,
"

only a fifth of the public recognized as mental illness the less dramatic

but more frequent symptomatology of either neurosis or neurotic trends,

-_.

•

•

•
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presented in the stories of "George Brolom" or "Mary White." (See Table

If the imstanoes of alcoholism and cJ:rl.1dhood conduct disturbance

are left aside as raising special problems because of the socially

disapproved behB.vior they exhibit, the four remaining examples can be

shown to constitute, in popular thinking, a single continuum, represent-

ing degrees of severity of mental illness from personality disorder to

neurosis to non-violent psychosis to psychosis. That is" when the cases

are ranged from the seemingly.,.mUd compulsive-phobic trends of ''Mary

White" to the paranoid behavior of "Frank Jones," generally speaking,

respondents who recognized the personality disturbance as mental illness

also recognized the more severe neurotic and psychotic syndromes, those

who recognized the anxiety neurosis also recognized both psychotics, and

those who recognized the non-violent psychotic also recognized the violent
, .... ,.

one.3 On the basis of these four examples, then, c'oncepts of mental

'The four items form a Guttman scale-...a deinonstration of the pres
ence of a 'single' dimension--with a reproducibi1ity, based on tha entire
sample of 3,531 interviews, of 97.1 per cent.

illness, at least so far as recognition of concrete instances is concerned,

emerge as:

Included both personality disorder and neurosis. •• 4%
Included neurosis, but not personality disorder •• 8
Limited to psychosis, generally • • • • • • • • • • 18
Limited to violent psychosis only • • • • • • • • • 39
Apparently no recognition of mental illness •••• 20
Usage not consist.ently classifiable above ••••• 11

100%

'This relatively low peroeption of mental illness in the concrete be-

havior of individuals was, of course, related to the way in which people
.'

had generally defined a.nd used the tem, mental illness. It can be shown,

for example" that people who said mental illness included more than
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"insanity," people who olassified "nervous breakdowns" as mental illness,

and .people who inoluded non-psychotio syndromes in their desoriptions of

mental illness were more likely than their opposites to perceive eaoh of

the six hypothetioal persons as ·mentally-ill. By way of summary, Table

14 shows the relation of the kind and oonsistenoy of usage in the three-

question disoussion of mental illness in the abstraot to the likelihood of

olassifying oonorete instanoes as mental illness. It is apparent that

those who adhered to a general usage whioh oonsistently inoluded non-

psyohotio syndromes were most likely to regard eaoh example as mentally-

ill, and, within' this group, those who had spontaneously inoluded them,

prior to direot questioning, in their first impressions of mental illness

were somewhat more likely to do so. People whose usage oontained inoon-

sistenoies, irrespective of whether or not they sometimes inoluded non-

psychotio syndromes, were a good deal less likely to peroeive mental

illness in these six persenalized. illustrations, espeoially where the

non-psychotio illustrations were concerned. In comparison with those

whose usage was consistently non-psychotic, people who were inconsistent

were only about half as likely to perceive mental illness in each of the

four non-psychotic examples and about twice as likely to perceive none of

the six as mentally-ill. Finally, it is noteworthy that people who em-

ployed an apparently oonsistent usage which limited mental illness to the

psychoses, were not merely, as might be expected, least likely of the five

types of usage to perceive the non-psychotic examples as mentally-ill, but

were also least likely to reoognize the two psychotic instanoes. (ThiS

statement leaves out of aocount the small group who appeared to have no

impression .of mental illness, who seldom identified any of the examples

as mentallY-ill.)

•

•

•
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Nevertheless, lack of perception of mental illness in the forms in

which it was portrayed in the Sll examples went far beyond considerations

of definition and consistency of usage of the term, mental illiless. ~fuen

full aocount is taken of the elements in usage which could be derived from

the earlier general discussion of mental illness, as in Table 14, the

violent paranoid remained the only instance of' the six where a majority

peI'ceived mental illness, even in the group most likely to perceive mental

illness. To put it another way, among those whose discussions of mental

illness in the abstract had consistently and- from their first spontaneous

remarks included non-psychotic syndromes, only a fifth, in practice, con

sistently recognized concrete non-psychotic syndromes. While this pro

portion is higher than that of any other usage group, it still indicates

a great disparity between abstract definition and concrete application of

mental illness as a classifying term.

The fact tl1at there was relatively little carryover from discussions

of mental illnes's in general to the treatment of these individual instances

can be demonstrated even more dramatically by considering only those people

who had, themselves, described mental illness in much the same tems as

characterized individual examples. "Frank Jones," for instance, was clearly

presented in terms of violence, aggressiveness and exaggerated suspicous

ness and, as such, fitted fairly well the popular image of psychosis. Yet,

among those who had volunteered these key symptoms for mental illness, 79

per cent thought "Frank Jones" was mentally-ill, as compared with 74 per

cent of those who md not explicitly mentioned such symptoms of mental

illness. If, to be doubly-sure, this comparison is limited to the group

who also referred to these symptoms in discussing "Frank Jones"--a sub

group for whom it is uneqUivocal that he was actually perceived in the
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terms in which he was presented and intended to be seen, the differenoe is,

again, beyond chance expectation but hardly impressive: 77 per cent of

those who mentioned the symptom complex both for mental illness generally

and for "Frank Jones" saw him as mentally-ill as over against 73 per cent

of those who viewed "Frank Jones" in tems of these traits but had not ex-

plicitly assigned them to mental illness. Differences of about this order

also held true within usage groups, although it is clear that general con-

sistency in usage lias more closely related to perceiving mental illness in

a concrete instance than was apparent similarity in descriptions of mental

illness and the partioular instance. Thus, within the group who perceived

"Frank Jones" in terms of the violence-aggression-suspicion complex and

who had adhered to a consistent inclusion of non-psychotic syndromes within

mental illness, 86 per cent of those who had sketched the same symptoms for

mental illness called him mentally-ill, while 80 per cent of those who had

not given such symptoms for mental illness did so.

Similarly, "George Bro'W11," was described as a "nervous" man--tense,

anxious, irritable and insecure, and this description corresponded almost

exactly with the popular image of a non-psychotic JI1.ental illness.4 Of those

40nly the illustrations of "Frank Jones" and "George Brown" are pre
sented here, just because they best represent popular images of mental ill
ness. With examples like "Bill l,villiams," "Bobby Grey" and "Mary White,"
their leading characteristics had been mentioned too infrequently as symptoms
of mental illness to permit this kind of comparison. The comparison was made
for "Betty Smith" in terms of withdrawal, insecurity and anxiety with much
the same kind of results as are presented.

•

•

who had described a similar syndrome for mental illness, 20 per cent said

IlGeorge Brown 11 was mentally-ill as compared with 1, per cent of those who

had not referred to this anxiety complex in connection with mental illness.

Within the ·sub-group who explicitly characterized "George Brown" with these •

traits, the comparable figures were 22 and 18 per cent. In contrast, among
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those who described his personality in this way and who had previously

consistently included non-psychotic syndromes in mental illness, 32 per

cent said he was mentally-ill, and the figure was the same for those who

had explicitly mentioned the anxiety complex in connection with mental

illness and those who had not.

All in all, then, these results appear to point toward a simple

conclusion that even more inconsistency and contradiction entered into

people's use of the term, mental illness, than the previous chapter indi

cated,. While this conc1usi.on is at least partially warranted, something

more important is involved. Up to this point, the popular meaning of

mental illness has been .wholly derived fran descriptive materials: certain

actions, feelings, ideas, etc. were ascribed to the mentally ill, and

these have either been used directly or been reduced to short-hand, snrmnary

• labels, roughly indicating what syrnptom-eomp1exes were being described.

If the descriptions offered had been exhaustive, ~e could be sure that

every instance of mental illness would display one or another of these

descriptive items. It would not logically follow, however, that every in-

stance of behavior which could be described in these tems would be c1assi-

fieer as mental illness. '.]hile these descriptive elements are necessary to

defining what was popularly meant by mental illness, there is no reason to

assume that they were popularly regarded as sufficient. What is thus far

missing from our depiction of popular impressions of mental illness is some

definition of the other conditions to be met before behavior which fits the

descriptive requirements of mental illness was actually so to be classified.

•
From this point of view, mental illness IID.lst be regarded as one of

a number of abstract categories which together comprise a system for c1assi-
of

fying, interpreting and understanding human behavior. And, so far as the

recognition of mental illness in the concrete examples is concerned, it is
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obvious that there was something about this interpretive scheme and the

role assigned to mental illness within it which militated against classi-

fying ,these hypothetical people as mentally-ill, even when they fit-ted

prior descriptive definitions of mental illness.

Before popular conceptions of mental illness can be fully depicted

and understood, then, it will be necessary to examine the ways in which

human behavior was generally approached and accounted for and the impli-

cations of this interpretive scheme. In order to s1mplify the presentation,

we shall first present a full account of the way in which each of the six

examples was explained; from these concrete discussions, it will then be

possible to abstract the more generic features of the causal system popu-

larly employed, and, finally, their implications for the meaning of mental

illness will be traced.

The. Story of "Frank Jones"

"Frank Jones," it will be recall ad, was described as exhibiting violent

paranoid symptoms and was usually perceived as mentally-ill. Among those who

classified him as mentally-ill, 71 per cent regarded his illness as serious,

a proportion which approximately equated his illness with alcoholism as the .
,

most serious of the six syndromes described. In terms of differential diag-:-

nosis, which was mentioned by only a third of those who regarded him as

mentally-ill, "Frank Jones" was classified as psychotic or incipiently psy

chotic by about a three to one ratio. (The relevant data appear in Table 15.)

When "Frank Jones" was not classified as mentally-ill, he was gener-

•

•

ally regarded as an instance of a particular kind of personality structure,

which was usually described in the neutral terms of temperament, conditioning

or personality, but was sometimes couched in terms of moral condemnation of

the indivi~al as a character defect or a deliberate, willful choj"ce of dis- •

approved conduct. People did not generally speak in exactly these terms, of
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course, but an implicit conc~pt of sane form of psychological organization

which had more permanence than imnediate emotional responses and more indi

viduality than reactions which might be regarded as universal to human beings

underlay the comments made by three-fourths of those who did not regard "Frank

Jones" as mentally-ill, and three out of four of these people used naturalis

tic rather than moralistic ·formulations. In the few instances where neither

mental illness norpersonality structure was the organizing principle, people

.conceived of "Frank Jones" either as having an emotional or nervous illness--

which might be only semantically distinct from mental illness; as being physi

oally 111; or as making the expected hwnan response to the particular cirCUI!l

stances in which he found himself. (See Table 16.)

These alternate ways of characterizing the general significance of

"Frank Jones" as having "something wrong" other than mental illness, while

those who viewed him as non-problematie and conceived of him in terms of

personality were somewhat more likely to take a moral approach to person-.
al °t 5::L y. (See Table 17.)

•

5At first glance, it may appear odd that a person can be simultane
ously classified as saying the behavior represented illness and saying that
there was nothing wrong with the man. This seeming paradox is easily ex
plained, however, by. the fact that the classification is our interpretation
of the significance of the respondent's remarks, while the "nothing wrong"
represents the respondent's own evaluation. Thus, we classified as "physi
cal disorder" the following interpretation: "No, there's nothing wrong with
him. He's just tired and run-down. You know, when you're not feeling good,
you get a lot of peculiar notions in your head." Here, of course, the
"nothing wrong" is used to indicate both that the behavior is transient and
to be expected because of or adequately explained by the abnormal physical
condition and that the physical condition is not very serious. "Nothing
wrong" was 4lso sometimes employed to underscore condemnation by denying
the existence of anyacmaJ.ly acceptable explanation: "Indeed, there isn't
anything wrong1 There's just no excuse for a man acting like that." .
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Regardless of the general rubric under which their interpretations

could be subsumed, most people began their causal explanation of "Frank

Jones'" behavior on a descriptive level. Over 90 per cent of the public

incorporated some kind of psychological description and interpretation into

their accounts, and 80 per cent carried their discussion beyond spontaneous

classification or categorization of the man as an instance of mental illness

to either an identification of personality traits, a characterization of

personality type or an interpretation of the psychological mechanisms under

lying his behavior, as shown in Table 18. Some typical instances of this

kind of discussion were6•

•

6
These illustrations are generally in answer to the question: ''What

do you think makes him aot this way? (PROBEfJ: What's causing him to act
like this? What happened to make him act like this?)" Spontaneous comments,
offered after the description was read, but before this question was asked,
are preceded by (5). As before, (p) indicates a reversion to the initial
question in one of its forms, either to bring the discussion back to the
causal level or to explore other causal sequences. (C) again indicates
that preceding material was being clarified, but this clarification usually •
took the form of inquiring into the causes lying behind the particular step
in the causal sequence that had just been discussed.

---'-------------,------
He has a nervous condition, but he isn't crazy or insane.

(5) It's a form of meptal illness. (p) He likes to perse
cute himself.

He could be the jealous type, a little off balance, not all
normal.

(s) He's just mean.
mean and evil. ( C)

(p) Nothing happened to him, he's just
He don't care how he acts.

He's lost his trust in people I guess. (C) He just has a
suspicious mind.

Anyone like that is a super-egotist. He has thought rt" l:1im
self so much that every thought is of himself. Along with
being a super-egotist, he is also fighting a superiority com
plex.

" •
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He probably doesn't recognize the truth when he sees it. I
expect he needs to taR~ a little selt-inventory. He probably
isn't very honest with himself. (o) He probably isn't
emotionally grown up. (C) He lets little things bother him.
(C) I'd say he's having a: nervous upset of some kind.

He's stupid" that's one thing" and I'd say he has a "jealousy"
nature.

An inferiority complex. (C) Suspicion is brought on by an in
feriority complex, or being a self-centered introvert.

( S) An ugly man. (p) An inferiority complex" and he blusters
around" covering up" and acts like a bully to prove he is the
best man.

He might be just so mean himself" he thinks everyone else is.

In this descriptive interpretation of ''Frank Jones" It the leading char

aoterization was that he was· a eusp10aGus ~ d:tBtrustful man--42 per cent offered

this restatement" occasionally in the fom of references to his having a perse-

focussing their explanations of "Frank Jones" on the trait they considered

central. Almost as frequently as they employed this preliminary swmnary,

people reacted with an immediate diagnosis of mental illness, before this ques-

tion was specifically raised. These descriptive elements are summarized in

Tables 19 and 20.

Aside from these two broadly-orienting descriptive comments" there

was not very general agreement on the psychological trends perceived to be

operating in "Frank Jones." Since the trends singled out do indicate the

kinds of psychological mechanisms employed in explaining him" they are, des-

pite their infrequency, worth some attention. Most frequent of these was the

peroeption of "Frank Jones" as an insecure" self-conscious person, one who
.1

lacked confidence in himself. Some 15 per cent made this interpretation and
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three 'Per cent used a subvariant in which he was viewed as feeling rejected

or sorry for himself. About half the people who spoke in these terms identi

fied the trend, explicitly, as an inferiority (or "inferior") complex. Occa-

aionally, as in one of the illustrations already cited, these feelings of in

security or inferiority were described as part of a compensatory mechanism

in which his current behavior was viewed as an attempt to conceal, deny or

make up for his inner feoJdng of inadequacy. (Less than a tenth of those who

gave central attention to "Frank Jones'" insecurity spoke of it in this con

text of self-concealment, self-aggrandizement, and compensation.) More typi

cally, however, insecurity was viewed as logically including insecurity in

personal relationships, wi th consequent attitudes of distrust and suspicion

toward others, or the distrust might be viewed as a response to the projection

onto others of the belittling way in which "Jones" regarded himself. Thus,

the mechanism was usually sketched out as: "people who lack confidence in

themselves, or who feel inferior or insecure are generally uncomfortable in

their personal relationships also. They may simply feel generally uneasy or

unsafe with other people, or they may suspect others of undervaluing or dis

liking them, but in either case they are suspicious and distrustful of others."

This s'tatement is, of course, a highly rationalized account, but people who
.

used this basic interpretation said things like:

People who don I t have confidence in themselves don I t have confi
dence in others, either.

Lack of security could do that, not feeling wanted by others.

He feels inferior to those people; therefore, he thinks they
are against him.

(s) He's got an inferiority complex. (p) That's why he acts
like he does now: he feels like an underdog and suspects every
one of being down on him.

Essentially similar in viewpoint were the eight per oent who viewed his sus

picion and distrust as a concrete manifestation of an underlying, general

•

•

•
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anxiety or fearfulness •

A second main theme was to view "Frank Jones" as a hostile, aggressive

personality, or, as it was more frequently expressed, as a man with a "mean,"

''ugly,'' or "bad" disposition. Twelve per cent ~escribed him in this way,

while another five per cent conceived of his aggressiveness in terms of re

sentment and retaliation. Frequently, this description was an evaluation of

the man and was not linked to any further psychological process. It was, how

ever, also used in the context of projection. In its simplest form, this inter

pretation described him as an unpleasant or undesirable character who judged

every~me by himself and acted toward them as he should be acted toward. Thus,

we have the person who said, liRe might be just so mean himself, he thinks

everyone else is"; and similar comments like, "Anyone who can't see arry good

in anyone else is not any good himself." Or, the agg~ssivenesswas sorne:

times formulated as a. compensatory response to' feelings of inadequacy, as

with the ,person who said, "He's a bully, and aU bullies are cowards at

heart." Aggressiveness was also sometimes placed in a more complex context

as a reactive response to the criticism of himself which he had projected onto

others. Here, of course, he was retaliating against others whom he regarded

as themselves hpstile, critical and rejecting toward him.

The last of the more frequently-used psychological 'themes revolved

around feelings of guilt or actual wrong-doings. In this version, sketched by

about 11 per cent, "Frank Jones" knew, suspected or feared that others bad

discovered or might discover his guilty secret, whether this was real or

imaginary. For instance:

His conscience is bothering h:iJn.

Excessive suspicion is sornet~s a betrayal of one's oWn guilty
conscience •

of

Lots of times, maybe, they aren't doing the things they should
be doing in order to live a good, honest life, and they get to
imagining things.
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I think he's done something awful wrong--maybe, stolen or
killed, and his sin is on his mind. It makes him suspicion
people; he's afraid they'll find out.

In addition to these psychological processes, only two others were

mentioned in connection with "Frank Jones" by as many as five per cent of

the public. These were, first, a tendency on his part to brood or allow

things to "prey on his mind" and, second, overimaginativeness. l.Jhen tendencies

like these were used in a sense other than sheer identification or naming of

his behavior, they usually served--as did the less frequently mentioned quali

ties of lack of self-control or lack of adequate perspective on 1ife--to explain

the mechanism by which some eXperience could come to dominate his outlook so

completely. In this point of view, his behavior resulted from a variety of

previous experiences which he failed to evaluate correctly, allowed to assume

obsessive proportions, or about which he had brooded or given free play to his

imagination. Since this connecting link between experience and behavior will

be further explored in connection with the kinds of experiences called upon

to explain his behavior, this brief summary may suffice at this point.

Suspicion, mental illness, insecurity or anxiety, aggression, guilt,

and obsessive, biased, uncontrolled 'thinking--these were the main formulations

of the psychological significance of "Frank Jones'" behavior. A host of other
J

psychological tendencies were also mentioned, but they were each used in-

frequently, and were generally introduced in elaboration of one or another

of these main themes. Of the four-fifths of the public who spoke in terms

of any kind of concrete personality depiction or analysis, 86 per cent used

some part of these five main themes, and 58 per cent did so without reference

to other psychological considerations. So, as shown in Table 21, about a

fifth of the public gave more elaborate accounts of the basic psychological

trends than 9an be presented systematically, roughly half were rather fully

and adequately represented by the themes discussed, and only nine per cent

•

•

•
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used psychological interpretations that departed from them in major respects •

(Twenty per cent, as mentioned earlier, had not introduced this kind of psy

chological discussion into their accounts.)

While it may come as something of a surprise, the varying kinds of

psychological tendencies and mechanisms which were perceived to be operating

in "Frank Jones'" Behavior, had relatively little to do with whether or not

his behavior was viewed as problematical. As presented in Table 21, only

three of the leading psychological interpretations varied significantly among

those who classified him as mentally-ill, problematical in some other sense,

and non-problematical, once an allowance is made for the fact that those who

regarded him as non_problematical were most likely to speak in psychological

terms, while thos~ who called him mentally-ill were least likely to.? That is,

,
7 1 ,
This. eaves out of account the kind of psychological description in-

volved in Volunteering the classification of mental illness, all of which,
of course, occurred in the latter group.

people who called "Frank Jones" mentally-ill were most likely to describe him

as suspicious and as brooding over his real or imagined wrongs, while those

who saw "nothing wrong" with him were least likely to. Conversely, people who

regarded him as non-problematic were most likely to perceive him as a hostile,

aggressive, ugly personality, while those who perceived mental illness were

least likely to perceive him in these essentially morally-condemnatory terms.

Despite these differences, however, the leading characterization of "Frank

Jones" was the same in every classification. Regardless of whether he was

classed as mentally-ill, as non-problematic or as something between, the most

frequent psychological perception was that he was suspicious and distrustful;

and suspicion, insecurity and hostility were the three most frequently mentioned
.1

tendencies in each of these general classification groups.

It is, twa, apparent that, while there were some differences in the
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way in which "Frank Jones" was perceived, the way in tl'lhich he was classified

was not, primarily, a function of these differences in perception. Since the •

tendency to classify IIFrank Jones" as mentally-ill, as abnormal in other re-

spects or as normal is not, for the most Part, to be explained either by

variations in general conceptions of mental illness or by differences in the

way the presentation of IIFrank Jones ll was comprehended, we may tUrD, for further

clarification, to the next logical element in discussing "Frank Jonesll--causal

explanations of his behavior.

For 29 per cent of the public, explanation of IIFrank Jones" stopped

at or before the level of psychological interpretation that has just been pre-

sented. For three per cent of the population, the only answer to the question

of IIFrank Jones" was that they did not know how to account for him. For some

11 per cent, however, it must be admitted that this outcome is ambiguous, since

the peop~e involved neither explicitly said that the psychological elements

they used were the ultimate causes of his behavior, nor did they. attempt to ex

plain or state their inability to explain the possible causes of the psychologi

cal trends they had discerned.8 For the rest, however, eight per cent simply

8Instances of this sort sometimes represented interviewer carelessness,
oversights or failures to explore completely what people said. In other cases,
however, interv1evlers employed a large number of subsidiary probes without
getting outside the psychological rea~TT1, from which they concluded that these
respondents did not think in terms of causes of the psychological processes,
even though explicit confirmation of their judgment was lacking.

said that they did not know how to account for the establishment of the psycho-

logical processes currently determining IIFrank Jones tll behavior, and seven

per cent stated, in one to-rm or another, that causal explanation could not be

carried further. (See Table 18.) In this latter group were about two per cent

who explicitly viewed personality structure as innate, one per cent who strongly
I '

iJnplied its inherent origin, and four per cent who accounted for "Frank Jones III

•

•
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behavior in terms of decisions, choices and actions within his conscious con-

tro1. The total number of people who explained "Frank Jones" in this way was

twice as large: some 14 per cent (a fifth of those who made any sort of causal

explanation) traced his behavior to his personality or willed actions, but half

of them also gave alternative causal explanations. (See Table 22.) This line

of causal explanation is expressed in the following discussions:

Sometimes itls just in them to be not agreeable with people.
(0) Itls just born in them.

It's a sickness, it's jealousy--that can make a man do any
thing. (0) Hels just so jealous hels about half-way crazy.
( 0) He thinks· everybody is just like him: he's against every
body, so he thinks everybody is against him. (C) Some people
are just naturally born like that.

He probably has an inferiority complex. (p) Maybe paranoia.
(C) A persecution complex. (e) With a persecution complex,
you are born lolith it. (e) 1,1ith an inferiority complex, the
parents.

(3) He's just mean or crazy or losing his mind. (p) Nothing
happened to him, hels just mean and evil. (C) Maybe hels sick
in the head, but I doubt it. (e) I would rather think hels
just mean and evil and don't care how he acts.

His mind is weak from some cause. (e) A lot of people who
get that way just get t1'lat way and don't want to be any dif
ferent. They get jealous maybe. (e) Oh, I don't know, he
may imagine most anything. He just has let these things get
into his mind and thinks things are just that way.

(8) He needs to go to church. It's as much of an evil
spirit as anything I know. (p) They are self-conscious
sometimes. He must have done something and he thinks people
will do the same thing. (e) It's the old satan in him, and
he could be aU right if he joined the church and quit his
evil ways.

He must have done something to think people are talking about
him. There must be a fear in his mind. ( e) Fear that he'll
be found out. (e) He may have stolen something or committed
some crime. (e) He's dishonest, that's why.

This explanation of personality by innate characteristics, personality i tsel! ,

• or its manifestations in volitional action, as well as the tendency to tenni

nate discussion of the behavior without departing from the desoriptive level,
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was associated with a view of "Frank Jones ll as non-problematic and, more

particularly, as a morally-disapproved personality. Apparently, pecple l-Tho

disapproved strongly of his behavior chose to express their judgments rather

than to offer a neutral explanation. (See Tables 23 and 2L.)

As with these psychological approaches, causal explanation of "Frank

Jones'" behavior tended to concentrate on factors in his current life or his

immediate past. As Table 25 indicates, roughly two..thirds of the causal ex..

planations for which a time reference could be inferred dealt ldth his adult

life. And this present-time orientation was the typical approach, irrespeotive

of the basic fonunation: of the nature of his difficulties. Even when "Jones"

was conceived of as a personality type or an instance of conditioning, the

most frequent explanation was one involving only his aduit life. (See Table 26.)

Apart from the immediacy of the explanations, however, causal interpre..

tation of "Frank Jones" proceeded in four main directions, in addition to the

psychological. About 29 per cent offered explanations of "Frank Jones'" in

organic terms, these being primarily people who attributed his behavior to

mental illness and ~Tent on to explain the causes of mental illness, generally,

rather than the causes of his specific behavior. For this group, "Frank Jones"

•

•
was mentally-ilJ, and mental illness ..las the result of poor heredity, injuries

to or diseases of the brain, organic damage resulting from prplonged use "'Of

alcohol and the like. More diffuse orf.anic explanations traced his behavior

to physical strain or fatigue or to a generally weakened or susceptible consti..

tution, and this type of causal explanation lias frequently associated ..11th a

perception of "Frank Jones ll as physically or nervously ill. When physical

factors were used in a context other than illness, his behavior was regarded

as the "natural" or typical response to transient physical states. But these

organic expIanations,and, especially, those which asserted or predicated direct •

damage to the brain or nervous syst.em, were Imlch more likely to be employed
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by those who perceived mental illness than by those who did not. The points-

• of-view subsumed within the organic are exemplified in the following remarks:

(S) It is a mental disorder. (p) It's caused by a
brain disturbance; it's definitely a brain disease. (0)
An injury to the brain.

(S) Mentally-ill. (p) He could have had an injuI"lJ to
his head. A doctor I knew, when he was in the Army, froze
one side of his head, and he is mentally unbalanced from
that.

He has a mental deficiency there. (0) Well, he could have
had a physical ailment that left him in that shape or been a
drunkard and that left him like that. And it could have been
that his forefathers had venereal disease and he inherited it,
or maybe he caoght it himself.

He had a nervous breakdown, was mentally sick. (0) It could
be different things. (0) Overwork, drinking too much, lack
of proper rest.

•
Some chronic sickness could be causing him to be like that.
(0) Chronic appendicitis, earache, or eyestrain, or not
enough sleep from drinking coffee.

(S) I would say he has a mental disorder. (p) Because he
has a mental disorder. (0) It could be drinking, or it could
be something in his mind that snapped, or it could be the be
ginning of insanity.

It's caused from drinking too much. They get whiskey into
them, and then they're as mean as can be. Of course, they're
all right again when they sober up.

A second and equally-large main group of causes centered around the

current circumstances of Frank Jones'" existence, with these environmental

factors conceived of as rather impersonal stresses and strains to which

"Frank Jones" reacted. Thirty per cent of the public used this basic approach

in dealing with "Jonesj' the main theme being that "money troubles" and

"family troubles" shaped his responses. As with the organic types of causes,

this "environmental-stress-and-strain" viewpoint IoTas most typically used

to explain generic causes of mental illness or of nervous diso !'ders, after

• "Frank Jones," had been subsumed within one of these categories. On the other

hand, this kind of "environmental determinism" also lay at the foundation of
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the reasoning of the relatively small number of people who viewed "Frank

Jones" as responding as any human being could be expected to respond to the

peculiar siw.ation in whioh he found himself. Thus :

(S) Hets on the way already. (p) It may just be
due to too many current problems at once.

He is a neurotic, a mental case. ( C) He is on the
verge of a nervous breakdown. (C) He may have had
financial worries or tmuily worries.

It's an extreme case of worry. ( C) Over his job or
finance~ or employment. A feeling of insecurity
accompanies it, so he begins to suspect people.

I believe it's his nerves. ( C) They work up in the
head and affect his brains. (C) Trouble. (C) Through
money, or bad luck, or through family--deaths or sick
ness.

(s) I'd say he was about insane. (C) A good many
things could: maybe things at home didn't work just
right. (C) He can't get along with his wife. Then
he could be worried about money or debts.

Someone dear may have died, and his mind wanders from
that.

He's not doing right, but maybe it's because he's not
getting ahead, and if things went right for him he'd
be all right.

Generally speaking, then, organic processes and environmental stresses

were discussed as factors in "Jones'" immediate situation which produced an

abnormal condition--mental illness or other i1lness--in him. This abnormal

condition, in turn, was responsible for the symptoms he exhibited. 1IIlhen

this interpretive scheme of identifYing the behavior with illness and causally

explaining the illness was employed, there was, of course, little attempt to

account for the individuality of "Frank Jones" or for the concrete form the

manifestations of his abnormal condition assumed. In the two remaining main

causal lines employed, however, the emphasis was on accounting for the spe-

•

•

cific personality or behavioral patterns which had been perceived in '1rank

Jones." Both of these approaohes revolved essentially around interpersonal •
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• relationships, but with a difference in underlying assumptions.

The less-frequently used of these interpersonal causal interpretations

was one which located personality detenninants ;in the interpersonal experiences

of early life in a way that may be regarded as at least roughly incorporating

modem psychological viewpoints. For the 11 per cent who used causal reason-

ing of this kind, "Frank Jones'" personality was shaped by lack of love in

his childhood, by too strict and repressive an upbringing, by an overindulged,

overprotected childhood, by parental failures to inculcate moral standards and

the like. These relationships, thus, clustered around ideas of emotional

deprivation and frustration, on the one hand, and a more morally-oriented con-

•

•

cept of overindulgence and lack of moral training, on the other, with the

former theme dominating by about two to one. People who adopted this approach

to "Frank Jones" said:

I would think it goes a long way back to his childhood. Some
f'amily derangement occurred to cause him to distrust people.
(C) Probably marital trouble between his parents.

He probably has an inferiority complex as a result of an un
happy childhood. (C) The chances are his parents didn't
give him enough affection. Or they might have been too
domineering.

He has a mental illness. (C) It could go back to his
childhood; psychologists trace it back to childhood.
(C) Maybe lack of security could do that, not f'eeling
loved by others.

He has not been loved enough as a young child, nor given
any attention. He had very self'ish parents that probably
didn't want him.

People say there's childhood disappointments can cause that,
too. (C) He didn't have very good parents or very good
wisdom used in his early training. (C) Maybe his parents
were too strict with him, or didn't try to see his point .of
view, or didn't train him to meet the probJe ms he'd come up
against when he grew up •..
It could be that he was a spoiled kid. (C) His home train
ing when he was young, lack of discipline.
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He probably didn't have very many responsibilities when
he was younger. (C) His parents did his thinking for
him and gave him everything he wanted.

While psyohiatrists might disagree about the relevance of these particular

psychodynamics to the emergence of paranoid trends, their use in explaining

"Frank Jones" represented an orientation to human behavior generally in

line with technical psychological thinking, even when the details were not.

In contrast, however, the causal significance of interpersonal relations was

more frequently formulated in quite a different way.

This remaining interpersonal approach, which was used with about the

same frequency as were organic determinants or envirot'l.mental stresses, was

a variation of conditioning or learning theory which essentially required that

the manifest content of behavior necessarily be related to causes of the same

manifest content. Specifically, in the case of "Frank Jones," who had been

described in terms of unusual suspiciousness, the causes were s ought in sus-

picion-ereating experiences, and the experiences selected were always of a

kind that any person having the same experience could be expected to respond

to with some degree of suspicion or distrust. In other words, for the

people who used what we have called "direct, equivalent conditioning," sus-

picion was the automatic, inevitable outcome of experiences which were cul-

turally--if not universally--defined as suspicion-provoking.

In its simplest and least-used form, "Frank Jones" was the product of

parents who had themselves been unusually suspicious and distrustful of

others, and he took over their patterns by imitation or instruction. For in-

stance, "There is nothing wrong with the man, mentally or physically. I'd

just think he was trained this way. He was probably raised in a backward

home and just doesn't know any better." lfuch more usually, however, "Frank

Jones" had ~d unfortunate dealings with other people. In this version,

"Frank Jones" was viewed as having been, at sane time in his life, the

•

•

•
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victim of persecution, injustice, or mistreatment.9 A wealth of concrete

9The following categories of interpersonal relationships, shown
in Table 22, are classified 'as "direct, equivalent conditioning" for
"Frank Jones": "others have slighted, rejected, ostracized him"; "others

'have ridiculed, belittled, humiliated him"; "Others have objectively dis
criminated against him, treated him invidiously"; "Others have objectively
betrayed his trust, confidence"; "Others have acted Unfairly, unjustly,
inconsistently toward hiIn"; "Others have acted damagingly, hostilely, dis
trustfully, suspiciously, toward him, other and unspecified." Three addi
tional causal categories are classified as oonditioning for all persons,
as indicated in Table 22. The remaining interpersonal categories in that
table are classified as "environmental circumstances," whenever they oc
curred in adult life, and as "psychodynamics ~" whenever they were not
clearly factors in adult life.

detail was called upon to illustrate the central point: his wife had com

mitted adultery with his best friend~ a business partner had defrauded him,

he had been tricked by a confidence man, his childhood playmates had made

him the butt of their jokes and pranks, his parents or other import~t
, ~

people had demonstrated their hostility toward him or their lack of trust

in him. For instance:

Someone has to do sanething against him in order to have him 'be
lieve that.

Something might have happened that made him dwell on it~ from
his past life, like someone working against him.

Probably some past experience. (C) He might have been
cbeated or given a raw deal by someone he trusted.

It isn't always exactly a mental case; sometimes, some
body you've trusted has failed you.

Maybe he did catch his wife doing s ana thing wroog and
knows he can't trust her.

Maybe once he was attacked by some hoodlums, and now
he thinks--you know--that others are going to do the
same.

(p) He probably believed in someone who let him down,
and now he thinks everyone is like that.

He c~uld be suspicious because of business dealings.
(c) A bad deal in a business way might make him even
distrust his wife.
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11aybe when he was a kid, he was a skinny little boy. All
the kids could have taken advantage of him, taken his
toye away, played tricks on him, teased him. That affected
his mind. He expects everyone to treat him like that.

His parents might not have treated him so he could trust
them and when he grew up he oouldn't trust anybody. Or
maybe something happened to his job or his married life
to cause him to take that attitude.

'Whatever the concrete details chosen, the underlying theme of this

group of explanations was that there was a time in "Frank Jones'" life when

people really were against him and he was quite justified in distrusting

them and suspecting their intentions toward him. Following this experience,

he had drawn the moral l'1ell or too well and, by generalization or over-

generalization from it, arrived at his orientation toward the world. It

is noteworthy that, in contrast to technical theories of conditioned leam-

ing, this popular version typically relied on a single conditioning exper-

ience rather than a series of consistent or reinforc1..Tlg experiences, and

this unique experience could equally well have occurred at any time in

"Frank Jones'" life. (Of the people who used the conditioning approach,

roughly a fourth located the experience in his childhood, a fourth in hie

adult life, a fourth in either or both periods, and a fourth made no clear

time referenee .. )

The question of why this single, adult experience should have had

such an overwhelming effect in detemining "Frank Jones'" outlook was not

often directly dealt with. It was, perhaps, sometimes answered by impli-

cation in the frequent choice of agents of betrayal or injury who were de-

fined as of unusual emotional importance to him--"someone dear to him,"

"someone he trusted,1I "someone he believed in," IIhis closest friend," "his

wife,"--wbere, it may be presumed, the traumatic effect of the hostile act
•1

was in direct proportion to his prior confidence in the actor. As one

person summed·up his explanation of the conditioning process: "So,

•

•

•
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now he's become suspicious of everybody. After all, if you can't trust

your wife I who can you trust1".
Aside from this suggestion of the depth of the trauma, however, the

conditioning explanation generally stopped at this point, leaving the

strong implication that "Jones'" paranoid tendencies were the inevitable

outcome of experiences which would have evoked the same reaction in anyone

undergoing them. From this point of view, "Jones' II emotional reaction was

a reasonable response to the conditioning circumstances, so it is not sur

prising that explanations of this order were associated with viet·ling "Frank

, Jones ft as a personality molded by his experiences. In fact, this approach

made it difficult to classify behavior which so plausibly and naturally 

arose from experience as mental illness: 68 per cent of those who used only

the conditioning explanat.ion regarded "Frank -Jones" as mentally-ill" in

• contrast. with n per cent 6f those l'lho used both conditioning and other

causal explanations and 78 per cent of those who used only other t.ypes of

causal explanation. There was" obviously, a tendency to define the out

come of conditioning as normal but, just as obviously, it was not so domi

nant as to obliterate percept.ion of the psychotic quality of "Jones'" be-

havior.

The kind of paradox created by explaining "Jones'" reactions as in

evitable, natural, universal responses derived from experiences outside his

control and then classifying his responses--defined as normal for those

experiences --as mental illness was not often explicitly resolved. Four

fifths of the people who employed the conditioning mechanism took it no

further, but the remaining fifth made an attempt to define "Jones'" re-

sponses as deviant. For these people, the conditioning experience was still

• essential, and "Jones'" in1tiel, immediate tendency to respond with sus

picion and distrust was the expected outcome of the experience. "Jones,"
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however, deviated fran the average run of human be:}ngs in carrying his re-

action further or in persisting in it longer: he had thought about his

genuine injury so much or so long, or brooded over it until it "preyed on

his mind." In short, one unfortunate experience had been exaggerated out

of all proportion until the natural suspicion emerging from it, which would

otherwise gradually have worn off or been limited in its application, became

a daninant orientation toward everyone. "Jones'" failure to evaluate his

experience correctly, his tendency toward obsessive preoccupation with his

grievances, and the attendant lack of self-control or self-indulgence implicit

in "letting it prey on his mind," or "being too weak to stop brooding over

it" thus became the crucially-determining causal elements, and these were,

almost always, themselves left unexplained, attributed to innate character

or regarded as conscious, free choices. Where these were added to the

conditioning experience, I1Jones" was classified as mentally-ill about as

frequently as he was when other causal approaches were used: 76 per cent

of those who qualified the conditioning process in this way regarded him

as mentally-ill, in comparison with 65 per cent of those who employed only

the "pure" conditioning process.

This discussion of popular interpretations of paranoid trends, as

exemplified by "Frank Jones," may, perhaps, best be summed up by examining

more directly how the elements so far discussed--the psychological terms

in which he was pereeived and the ways in which he was accounted for--entered

in to determining whether or not he was mentally-ill. For the most part,

the question of whether or not "Frank Jones" was mentally-ill was resolved

in tems of a judgment of the degree of deviancy of the psychological trends

perceived to be operating in him; that is, the question was primarily one of
.1

how deviant his perceptions of reality and his responses to it appeared to

be. (See Table 27.) For example, over a fourth of those wh,o regarded him

•

•

•



•

•

•

-29-

as mentally-ill explained their judgments with comments about the deviancy

of his emotional outlook or, more particularly, the deviancy implicit in his

extreme suspiciousness:

He is upset and has funny ideas about life around him.lO

10
These are answers to the question, ''Why do you say that he has a

mental illness?".

----_._-_....'- ------
A normal person doesn't have an inferiority complex.

By his actions: it isn't normal to think everybody's
wrong.

On account of he thought everybody was against him.

A normal person won't be inclined to be suspicious of
people.

He don't trust anybody and is all the time watching
people.

An equally large group stressed the deviancy of the irrational, uncontrolled

quality of his behavior, emphasi zing, especially, his resort to physical

violence as proof of mental illness. For instance:

He is too violent for not being insane.

Because he beat up two men who didn't even know him
and threatened to kill his wife.

His actions. The beating of his wife shows his mind
is off.

Because he' 5 weak minded and breaks dOl-Jrl, and he can't
help it.

He either can't or won't control it. He worries about
things that never happen and lets them get too much
control of his mind.

Anyone with a normal mind doesn't think people are
following him, if they're not.

Because he acts and talks crazy, sounds crazy. Why,
no one .,would go around and do those things if they
had good sense.

Or, in even more general terms, the third largest group of reasons simply
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undersoored abnormality and deviancy:

He isn't acting nonnal.

A normal person isn't going to act like that, so something's
wrong with his mind.

This isn't normal behavior.

On the other hand, those who did not regard him as mentally-ill also

used considerations deriving from the intrinsic character of his reactions as

their most frequent reasons for not doing so, althougn such reasons did not

bulk as large as they did on the other side of the issue. (See Table 28.)

But, about a third indicated, in one way or another, that they did not regard

his behavior as sufficiently deviant or deviant in the cruoial respects needed

to call it mental illness. These people were roughly divided between those

who saw nothing wrong with his behavior and did not amplify on this jUdgment

and those who mentioned such characteristics as the conformity of his be-

havior to that of other people's, his ability to function in a fairly normal

fashion, or the absence or relatively small degree of irrationality or un-

controlled behavior. Thus, they commented:

Everyone has oertain quirks that are more extreme than
others, and he would not be considered sick by doctors.

Lots of people get ideas about such things and do a lot
o£ £oolish things without being mentally-ill.

They don't say anything about the way he looks or if he
can keep his balance--can he eat by himsel£ or go to
the bathroom. (C) That is what I mean by mental.

To me, i£ he was mentally sick, he would do more drastic
things.

Because 1£ he would be crazy somebody would have sent
him to an asylum or something. They don't let crazy
people go around.

He's probably just as smart as anyone else. :."

There "isn't anything wrong with his brain. (C) He
has brains enough to know that somebody cheated him,
so he has able thoughts.

•

•

•
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It hasn't gone far enough yet •

Obviously, then, the same psychological tendencies could be viewed

either as deviant enough to be called mental illness or as not deviant

enough to qualify for this label. It is just because psychological des

cription was not, by itself, logically sufficient to determine its classi

fication that it turns out, at one and the same time, that perceptions of

the quality of "Jones'" reactions were not (as indicated earlier) highly re

lated to judgments of whether or not he was mentally-ill, even though these

same perceptions were used as the most relevant consideration in making the

judgment. In other words, what is beginning to emerge here is oome indication

of the additional conditions to be met before behavior descriptively corres

ponding to popular ideas of mental illness was actually classified as mental

illness•

Since this is a large question, which can best be approached on the

basis of all six examples, rather than. in terms of "Frank Jones" alone, sys-

tematic consideration of it will be postponed until the other five human

problems have been presented. But, it is possible to see, in "Frank Jones'"

story, the beginnings of an answer. As has already been demonstrated, an
,

approach to the explanation of "Frank Jones" in tems of an extreme con-

ditioning theory militated against seeing him as mentally-ill, and causal

considerations of this kind were the second line of reasoning that entered

into the final disposition of "Jones." Roughly 12 per cent of those who did

not view him as mentally-ill took this position because they exempted behavior

which had resulted from conditioning or from other "real" external causes

from mental illness, while four per cent reasoned the same way about behavior

which they had attributed to organic causes. For instance:

It's all his parents' fau! t. Nobody ever treated him
good, so now he's suspicious of the whole crowd.

Because if people had treated him right, he'd be all
right,
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Circumstances could have caused it. If people have treated
him as an outcast.

He has an inferiority complex, not mental illness. (C) An
inferiority complex is something that is built up by cir
cumstances. With mental illness, it's not circumstances;
you suddenly snap. Complexes can last for years.

He's just worried. A man under financial strain doesn't
have a mental illness; he's just naturally suspicious of
people.

Because maybe the reason he acts that way i~ because he is
in debt, and, if he were out of debt, he wouldn't act that
way. He'd clear up as soon as the problem that is worrying
him is met.

Because he sounds like a person who has a physical condition.
He's just the irritable type caused fran a sickness.

It's not necessarily mental. It could be a physical con
dition, like being hard of hearing, that makes him suspicious.

Quite consis tently with these results, nine percent of those who re

garded "Frank Jones" as mentally-ill did so because they could not adduce

"real" (physical or environmental) causes for hie behavior. They had, there-

fore, to conclude that his beliefs were "all in his mind" and that his be-

havior proceeded from his beliefs. Similarly, eight per cent felt that they

could not account for his behavior except by postulating mental illness as

the underlying source of it~ And, in the same direction, five per cent re-

garded him as mentally-ill because they postulated mental or emotional con-

flict, strain and fatigue as the causes of the behavior. Here are a few

illustrations of this approach:

A doctor couldn't p1.ace his hand on it. It isn't visible,
so it's mental.

Nothing physical would rrake him do that, so it has to be
in his mind. (C) It's all in his head. His mind is sick,
his body isn't affected.

Because if it wasn't, it would be a temporary situation.
(0) SU19Pose he really were swindled by an individual, he
wouldn't feel everybodr was against him. This is in m!s
mind; it didn't happen. There's no proof at all that any
of those things he think~ have been done, and thinking is
mental.

•

•

•
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Unless a man has reason for suspicion there's something
wrong with his brain.

He'd have to be mentally-ill, because I can't think of
anything else that would make him act this way.

It must be something mentally wrong, because people don't
threaten to illl and do harm to people without~ reason.

He wouldn't be like that if he wasn't, would he? You have
to be off to go around beating up people.

So many things are working on his mind. (0) When you force
extra strain on any part of the body, it causes illness. His
brooding has caused his mind to be ill.

He worries so mch, it affects his mind. (C) It's worry
that drives people crazy. Maybe it's his sin on his mind
that is making him afraid and violent.

A somewhat different kind of causal consideration was introduced by six

per cent of those who thought "Jones" was not mentally-ill. These people

felt that his behavior was within his conscious control and, therefore, indi-

• cative of a faulty character, who was responsible for his own difficulties

and could or should correct them himself. In contrast, two per cent of those

who classified him as mentally-ill did so because they regarded exactly this

kind of moral weakness as the essence of mental illness. Here are the con-

trasting viewpoints:

Not rnentaJ.. illnase,: All his troubles are of his own making.

No, it's the devi11 (0) It's something wrong he's done, and
it's got nothing to do ldth mental illness. He needs to join
the church and quit his evil ways.

He's just mean and evil and doesn't want to be any different.

Mental illness: He won't control himself. He worries about
things that never happened and lets them get too much control
of his mind.

•
He's weak enough to let his troubles and the little conditions
he's working under get on his nerves.

Because he's let his mind go the wrong way in place of thinking
right.
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Considerations of the kind of treatment or counteraction needed and the ~

ease with which "Jones'" abnormal behavior might be corrected also sometimes

led to the conclusion that he was not mentally-ill, although the reverse of

these arguments was seldom used in deciding he was mentally-ill. People in

this group tended to feel that his behavior was temporary, that he would re-

cover easily and that such measures as might be taken by his family and

friends would suffice. Given these assumptions, they could not regard his

behavior as serious enough to justify the nB:me for mental JJ.1ness:

He's just nervous and not serious. (C) With rest he can
improve quickly.

He could get over it if someone would talk to him about it.

Because that can be easily corrected. (C) If he can be
made to face facts--that he is no better than anyone else.

Because, with the proper psychiatric aid, he might be able
to overcome this.

It seems to me a case like that could be straightened out.

The final, and perhaps the most tantalizing, group of reasons for de

ciding that "Frank Jones" was not mentally-ill was offered by one perron in

ten and consisted simply of asserting that it was something else,--usually

of a psychological or emotional nature--rather than mental illness, without

any clarification of the basis on which the distinction rested. Since it

was not clear whether these people meant that their counterterm was a less

seriously deviant condition, or that it lacked some of the intrinsic quaIities

of mental illness, or had different causes or outcomes, little else can be

said about their point-of-view. For instance:

It's more a suspicious disposition than mental.

I don't think it's so much a mental illness as it is a wrong
application of talent.

No, it's a guilty conscience.

~

~
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Because it se.ems to be just brought about from having an
inferiority complex.

He's just plain mean, nothing mental about him.

Quite similar oonsiderations of the character of the symptoms ~nd the

urgency, nature and ease of treatment were at the basis of decisions about

the seriousness of the mental illness "Frank Jones" was assumed to have.

As presented in Table 29, over tiD -thirds of those who took a serious view

of his condition were thinking of the threat of physical violence he posed

to others around him. They said things like:

Because of the violent character of it. He may injure or kill
someone with no reason for it.ll

11These answers are in response to the question: "\'Jhy do you say it
is serious?"

It can develop much worse. He may even become a dangerous person
and do real harm to people.

Because he'll kill saneone, sure as fate, someday.

Occasionally, other characteristics of his illness were cited, such as the

dangers inherent to his own life in the illness, the serious nature of psy-

chosis and some of its symptoms, like irrationality and loss of contact with

reality. More frequently" however, "Jones'" symptoms were regarded as serious

because people saw an urgent need fAIr treatment or control of his condition

and felt it would become still more serious or even incurable, in the ab-·

sence of immediate treatment:

Absolutelyt People like this should go in a sanitarium and
get cured.

It never stands still and will get worse if not attended to.
( C) He must get a conneotion with God.

It will be serious if it isn't taken care of. (C) He should
see a doctor.

Anythirig in the way of sickness should be taken seriously.
(c) They can come out of it, but if it wasn't caught in
time and treated, if let go without treatment, it may be
too late.

He'll get worse if something isn't done.
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Those who felt his illness was not serious, Ol". the other hand, tended

to reverse this emphasis. (~e Table 30,) For them, the intrinsic character •

of his symptoms was seldom touched on, although ei;'ht per cent denied that

he was a physical danger to others and about as man7 felt that he was not

so very irrational, unable to function or deviant. They commented:

These things .aren1 t too serious, like thinkin(' people are
following him and things like that. (C) Hee~n't hurt
anybody by doing that.

No, because they don't get into trouble other tl.an arguments.

He f s not bad enough to send away. (C) He can W."Irk.

He'd do worse things than that if he would have a serious
mental illness.

In contrast, the large majority of those who did not reg.. rd "Jones'll illness

as serious were stressing the curability of his condition qnd the simplicity

of the means by which it could be cured. Some nine per cent felt he could

cure himself; an equal number thought his family or friends could do so;

six per cent thought any physician could handle him; 13 per oent regarded

him as a very simple type of case for psychiatry; and many mOl's stressed

only the sheer curability of his condition. For instance:

It couldn I t be serious. Sometilnes, people are only
putting things on. If he eases up, he'll come around.

They bring it on themselves and they can get over it
themselves.

~1n.feel better afterwards, after he fixes whatever he's
done and has a clear conscience again.

Because, if he could be taught to trust people and rest
and think things over, he would see how wrong he was.

It could be corrected. (C) You'd have to get his con
fidence and have him get whatever's bothering him off his
mind.

If h~'d let his family help him; he'd get better.

I've heard of people like that who got cured by going
to a doctor. He can go and have a treatment.

•

•
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He could be cured easily. (C) By going to a doctor and
letting him check him over and see what's wrong and taking
the doctor's advice. (C) It could be any doctor, but I
guess a psychiatrist would be better.

I think it's curable. I think he needs a psychiatrist's
advice and sOJIle level-headed companions.

The word, serious, to me seems about the end. I think if
they'd take him now to a doctor, or a psychologist could
bring him out of it.

A couple of visits to a good psychiatrist who could find the /
cause of his hatreds and suspicions could clear it up.

A psychiatrist could straighten him out easily. ~

It can be corrected. z....-

He could be helped and even cured.

As a kind of final summary of the whole question of "Frank Jones," we

may ask what kind of an action problem he presented to people, especially

when they did not view him as mentally-Ul.12 As shown in Table 31, two

12 .
This a ction-problem classification is developed from any state-

ments about indicated countermeasures people made, and statements from
which a reaa:> nable inference could be made. Thus, if a person said he
was physically-ill, "Jones'tt is classed as a physical problem, even though
this particular respondent did not refer directly to treatment.

per cent of those who did not regard him as mentally-ill did regard him as

a psychiatric problem, and another six per cent had classed him as nervously

or emotionally ill without indicating the nature of the treatment -problem.

Certainly for the first group, if not for the latter, the distinction betl'l1een

mental illness and their view of "Frank Jones" was largely a semantic one,

where only a difference of tenninology was primarily involved in their fail-

ure to perceive mental illness in "Frank Jones." These were, however, not

the major viewpoints among people who did not call him mentally-ill. Instead,

• 20 per ~ent ~garded him as essentially a moral problem who should use self

help to correct his character flaws; 15 per cent saw him as a victim of
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external circumstances whose behavior would change if his at tuation were

remedied; eight per cent regarded him as either a medical or a physical

problem to be resolved by medical treatment, rest and the like~ and three

percent felt he Nas the kind of psychological problem to be met by skill

in interpersonal dealings with him. For 22 per cent he was a personality

type about which they felt there was "something wrong," but whom they had

neither morally condemned nor addressed themselves to correcting. And 19

per cent saw him as completely non-problematical: it was too trivial a

situation to oall for aotion, his behavior was within the range of normal

variation, and so on.

It is, thus, clear that most of the people who did not perceive mental

illness in "Frank Jones I" behavior either sa'to1 no problem about him or found

him a problem of ~ other thm psychiatric order. The fact is, however,

that many of these same people did not always, or even usually, consider

mental illness a psychiatric problem, either. Full documentation of this

assertion requires a comparison of these problezn,o.clc8saitilc:at1Cll18 of

"Jones" with what the same people said about the nature of the problem in

other examples, but it may ,be observed, parenthetically, that, while

psychiatric treatment was the single approach most often recommended by

people who regarded "Jones" as mentally-ill, they mentioned non-psychiatric

treatment approaches more frequently. (Table 32.) When the stories of

the other five "persons" have been presented, it will be possible to deal

more fully with this question of the kind of problems perscnality--whether

or not mentally-Ul--posed for the American public.

.'

•

•

•
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The story of flBetty Smi.th"

In contrast to "Frank Jones'" violent, paranoid behavior, the psy

chotic syndrome illustrated by "Betty Smith" was one where she appeared to

be, on the surface, at least, quiet, tractable and bothering no one.

Given this image, two-thirds of the public did not regard her as mentally

ill, and less than half of those who did see her as mentally-ill, classi

fied her illness as serious. (.':ee Tables 12 and 15.) Nhere differential

diagnoses were available, she was, in fact more often regarded as non-

psychotic than as incipiently or already psychotic.

For 95 per cent of those who did not see "Betty ~ith" as mentally-

ill, she was regarded as a typical instance of conditioning, temperament or

personality. Only rareiy were alternative classifications, like physical

illness or reasonable reaction to current situation, called upon in explain-

ing her, and the kind of pers onality that she represented was rarely dis

cussed in disapproving terms. (Table 16.) As with "Jones, fl "Betty" was

usually regarded as a personality type who was not condemned, whether people

felt there was or ,..ras not something wrong with her, although she was some-

what less frequently seen in these terms by those who felt something was

wrong. (Table 17.)

In the course of arriving at their classifications of "Betty Smith,"

people had formulated the essentials of her personality in two rather con

trasting ways, as shown in Tables 19-21. Most frequently she was char-

acterized as she had been presented--as a loJithdrawn, introverted, asocial

person--a person who feared or disliked people and preferred solitude.

Some 29 per cent of the public described her in some such tems as:

She just doesn't see the necessity of associating with people.

She just likes to stay by herself.

There are lots of people in the lolorld who don't take no interest
in other people. They just don't like to be with other people.
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She is just satisfied by herself, the t,ype that doesn't
need people to be happy.

In sane cases, it 'a not s~ess; they just don't like to
be around anybody.

On the other hand, about a fifth of the public perceived her in terms of

shyness, timidity, bashfulness or "backwardness," the difference being

that they thought of her as avoiding people because she lacked social

poise rather than because she lacked motivation. SUch people made comments

like:

(p) I think she's just bashful by nature. (C) She prob
ably wants to get out and be with people, but she's scared
to because she's bas hful.

There are people like that. My husband is one. You might
call them backward, but they might just be shy. (p) I
think it's just her nature. My husband is timid, not out
spoken.

She's just afraid to venture out and do things or talk, and
that's why I'd say she's just backward, needs to gain con
fidence in herself and learn how to talk to people.

It's shyness, or, maybe, embarrassment of sane kind, like
being afraid sm'll say or do the wrong thing.

The characterization of "Betty Smith" as asocial was somewhat more

likely to go along with seeing her as mentally-ill, while the shy, self-

conscious version was most typically used in the context of seeing nothing

problematical in her behavior. Either account of her social difficulties

was frequently accompanied by references to her having an inferiority com-

plex, feelings of insecurity, lack of self-confidence or self-conscious-

ness. One-fourth of the public used such psychological descriptions, al-

though the group who regarded her as non-problematical was less likely to

do so and most frequently treated her shyness and self-consciousness as

one simple trait.

The three basio personality patterns--the withdraw, asocial; the

inferior, insecure; and the shy, self-conscious--were occasionally

•

•

•
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elaborated in terms of further psychological details. Thus, about ten

per cent added that she feared or disliked people, four per cent limited

the fear or dislike to men, and still fewer thought she feared or dis-

liked the idea of sex. Similarly, about five per cent called her apathetic,

indifferent and lacking interest in activities as weil as in people; four

per cent regarded her as a pervasively anxious personality, and four per

cent viewed her lack of sociability as an attempt to conceal herself or

her shortcomings from others. Here is an example of a more elaborated

comment:

(S) I would think one thing. Ste' s afraid of life either
because she kno't'l1S nothing of life, or she has a wrong picture.
It's a type of neurosis you see more :in girls than men, and
I think it's a sex impulse, where they fear sex and that
side of life. She's afraid of herself in all things;
actually embarrassed about herself, and I think it must
revolve around the sex impulse and horror of life and the
sex life.

Aside from these essentially reinforcing themes, no other single psycho

logical trend was mentioned by as many as four per cent, and only one

person in ten described "Betty Smith" in terms that did not :include refer-

ence to these basic tendencies.

About one-fifth of the public terminated their discussion of "Betty

Smith" at this point: four per cent were unable to discuss her at all,

six per cent described psychological trends but did not know how to

account for their development, four per cent attributed ultimate causal

significance to these psychological tendencies, and eight per cent simply

never touched on the question of causes. (See Table 18.) Almost all the

people who talked in terms of the causal significance of personality--

both the four per cent who did so exclusively and the four per cent who

did so al~ng with other approaches to causation--were thinking of innate

personality or te;rmperamental factors: it was simply her innate "nature"
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to be asocial, quiet or shy. As with "Frank Jones," both the tendency to

cut off discussion of "Betty Smith" without leaving the psychological level

and the tendency to eJlPlain personality by innate nature occurred dispro-

portionately among people who saw nothing wrong with her.

Most causal explanations of "Betty Smith" concentrated either on

direct, equivalent conditioning or on other aspects of the psychodynamics

of her childhood. Forty-nine per cent of the public--a majority of those

who offered classifiable explanations--talked in tams of conditioning,

while 24 per cent discussed other aspects of her childhood relationships.

In contrast to explanations of IlFrank Jones," only 10 per cent used organic

lines of explanation, and only 17 per cent attributed her behavior to ex-

tarnal circumstances. In part, this relatively low use of organic and

environmental factors in explaining "Betty Smith" was consistent with the

fact that she was not usually regarded as mentally-ill. For, as indicated

in connection with IlFrank Jones," these two groups of causal factors were

usually introduced as generic causes of mental illness, once mental illness

had been singled out as the significant category to be accounted for. With

"Betty Smith,·' organic factors and environmental stresses were also employed.
with greater frequency by those who regarded her as mentally-ill, but they

still were not introduced as explanations of her mental illness as frequently

as they were in explanation of "Jones'" 'illness. Instead, the great majority,

whether they viewed her as mentally-ill, problematical or a normal personality,

concentrated on accounting for the relatively unique features of her behavior.

(See Tables 22-24~)

Since the organic and environmental causes of "Betty Smith's" be-

havior differed only in details from those adduced for "Jones'," we can dis-
,I

miss them quickly to concentrate on the unique features of this example.

As shown :in TabJ,~ 22, organic factors were, for the most part, divided among

•

•

•
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inherited or congenital mental illness, injuries to or diseases and vague

organic anomalies of the brain or nervous system, diffuse effects of poor

physical constitution and glandular ("female") disorders. Of these, only

the ]ast had little bearing on the problems of "Frank Jones." Here are sane

typical comments:

(p) She probably never had any push to herself to want to
go out and meet people or go to work~ (C) 8he is 'probably
nervous and didn't have the nerve to d'J tnase things. (C)
Probably a mental sickness from the time s re was born.

(p) It's the lack of S) mething in the blood that makes her
mind asleep. (C) A sickness in the blood.

(p) She could have had some sort of operation to remove all
her sex organs, and that made her abnormal.

(p) It could be that female sickness or something of that
sort could be holding her back. It causes her health to
be poor or not as it should be.

The external stresses affecting "Betty Smith" were roughly divided be

tloJeen conflicts in interpersonal relationships or difficulties with her

family and cultural and physical influences which placed her at a dis-

advantage with respect to others. Since she had been presented as a young,

unmarried, dependent girl, living at home, the "money troubles, job troubles"

theme, so frequently mentioned in connection with "Frank Jones," was seldom,

if ever referred to. Instead, people said:

Something happened in her life that she is brooding, over.
(C) There is something in her mind. (0) It's usually
an incident in one's life. (0) Like an unhappy love
affair or a family tragedy.

I've known of people who lost their lover, and they seemed
to lose interest in life.

Sometimes lack of education might cause it. I think you find
that in the South more than here. (C) Any child that doesn't.
go to school and just. sit.s home would naturally be that. way •

• She's -not. used t.o being around people. (C)
been brought. up in the country, on a farm.
aren't many people around, on a farm.

She may have
Generally, there
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Probably she is real ugly or is real big and fat or has a
physical defect, and this causes her to kind of withdraw
from everyone.

She might have a sister who is prettier or more popular.

Maybe she was disappointed in Bome way or other, and it
affected her that way. (C) A lot of C3.ses where a girl
wants to be a nurse, for instance, or f0l1o~'1 a profession,
and her folks don't want her to.

I'd say she's unsatisfied. (C) Her ?f':"\pJ.e~ her homelife.
(C) A dirty house, a father who isn:t. rl~!.:i.t; probably loud,
uneducated people that she'&ashamed ~,L ~ n that she would
keep away from them and would rather be p.1.ono,. There could
be a clothes problem, too. Maybe she ha8iA

.. 'to nice clothes
to wear: your appearance has a lot to de ldt.h it. If you
haven't decent clothes and need· a permanent, it takes all
the good out of you.

As these illustrative comments make clear, "environmental circumstances"

for "Betty Smith" contained both general stresses which were viewed as

provoking an abnormal condition and handicapping life conditions which

were viewed as likely to produce social ineptness, embaITassment and

wi. thdrawal. In this latter group were classified a number of "quasi-

physical" factors--like fatness, ugliness, etc.--which, though usually

cited as if they directly caused her reactions, could not logically be

conceived of as a strictly organic process of which her behavior was the

outcome. Similar "quasi-physical" factors had been mentioned in connection'

with "Frank Jones" als 0, but they did not loom as large among the circum-

stances of existence in v1hich he found himself as they did for "Betty

Smith."

With this "stinnllus-response" scheme, in which "Betty Smith's" pre-

surned unfortunate physiology or physiognomy· was viewed as inevitably

eventuating in an inferiority complex, self-consciousness or withdrawal,

the causal discussion of "Betty Smith" has reached the limits of what has
,I

been temed "direct, equivalent conditioning." Because we did not wish

to overest~te the prevalence of this popular version of conditioning,

•

•

•



•

•

•

-45-
these "quasi-physical" factors have been omitted from conditioning, as

have essentially similar culturally-handicapping conditions--like lack

of wardrobe, poverty and regional differencejin educational standards.

The direct conditioning approach instead, was limited to explanations

in which ''Betty Smith's" lack of social participation and/or fear of

people were explained by her lack of social participation and/or people's

alienating actions.12 Two main emphases ran through these causal ex!'":"

12
For "Betty Smith," the following causal categories, shown in Table

22 under "interpersonal relationships," are classified as "direct, equiva
lent conditioning": "Others .failed to teach sociability, social conduct";
"Others failed to teach reasonable attitUdes toward sex"; "Others failed
to encourage contacts v7ith people"; "Others slighted, rejected, ostra
cized"; 'Others ;ridiculed, belittled, humiliated"; "others barred, re
stricted peroon from contacts with people"; "Others discriminated against
persm"; "Others sexually injured person"; "Others objectively betrayed
person's trust, confidence"; "others acted unfairly, unjustly, inconsis
tently toward person"; "others frightened perscn"; "Others acted damaging
ly, hostilely, distrustfully toward pers an"; "rlelationships with others
are lacking, absent." All other interpersonal categories are classified
for "Betty Smith" as "environment, circumstances," when clearly in the
present or her adul t life, and as "psychodynamic relationships," when
not clearly adult circumstances.

planations, both of which agreed that she had not learned to be sociable,

to like and feel comfortable with people. The first of these, which was

rather infrequently used, regarded "Betty" as, essentially, conditioned by

the absence of positive conditioning. In this version, it was either

assumed that everyone had to be taught to be sociable and that "Betty

Smith's" parents had failed to teach her to like people and to get along

with them, or else "Betty" was regarded as having been, innately, a shyer

than average temperament, whose parents neglected to take steps to en-

courage social relationships or "push" her into social relationships.

For instance.:
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Because she hasn't been taken out around the public. She
probably had no kind of schooling. (C) Just because s~~

didn't have nobody to teach her any better. (c) Maybe her
mother didn't know my better.

Maybe she hasn't been taught how to approach people.

In their early life, they never was put in contact with
people, and they're just scared when they grow up •.

Probably her family just raised her that way and never showed
her how to go out with people •

Probably from childhood environment she became shy around
strangers, and then, as she grew older, she became more stty.
(C) Probably her parents ' fault for not training her to be
friendly, letting her go "1ithout making an effort to overcome
her shyness.

Her mother hasn't made her mix with other people. She should
have been pushed out more in the company of others.

Much more frequently the conditioning argument assumed that she had

been positively taught to avoid social relationships: either her parents

had restricted her associations with people until she became accustollleid.·

to the isolation, or they had taught her to fear people and, especially,

men and sex, or her original social experiences with others had taught

her to avoid them in the future. Thus, 16 per cent said "Betty's" con-

tacts with people had been restricted or prohibited, and one person in

ten among this group was so literal in his approach to conditioning as

to explain her current pattern of leaving the room when people arrived

by reference to her parents' having once habitually required her to

leave the room whenever company was present. Some typical ways of pitting

this line of reasoning were:

She may not have been let to have friends when she was
younger.

She may have been neglected in her childhood. (C) They
didn't leave her mingle with children. (C) I think her
parents are responsible for her actions. (C) She was
kept alone all the time.

•

,

•
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Probably her fa/7lily just raised her that way and never
showed her how to go out with people, or maybe she didn't
get a chance to get out. (C) Some motmrs are hard' on
their children, and the children get set back and that
breaks their courage. (0) Probably, when she did want
to go out, her mother didn't want her to, and she just
got set back.

It might have been her early training. (C) Her parents
might have made her keep away from people.

I think her parents didn't understand her. (C) Probably
they kept her in too much. They wouldn't let her go out
wi. th people her own age. It's not good to be kept too close,
and it's warped her mind, and now she's af'raid. Being kept
al..ray from people so much, she's af'raid of them.

Her paren ta. probably did the same thing. (C) They probably
made her go into the back room, while they had their company.

In a related fas bion, seven per "ant referred to direct teaching of fear

or avoidance of people and, particularly, of sex:

51"08, was p~obably told that nice young girls were reserved
and didn't talk much or associate with people.

Her mother could have made her afraid of children by telling
her they might teach her bad things.

Maybe she doesn't date boys of her m,ffi age, because she knows
of other girls who told her something happened to them.

It IllUst have been in her early life. (C) Maybe she was
raised by an !told maid" and that gave her funny ideas.
You know, they're queer, especially about men. ( C) I
think it's what this "old maid" taught her: that men would
want to play around with her, maybe even "do her wrong,"
but they wouldn't marry her.

A final 18 per cent talked in tenns of rebuffs, rejections, and injuries in

social relations which had ,taught "Betty Smith" to dislike and be wary of

people. Occasionally, these negatively conditioning experiences were linked

to the girl! s own qualities--people responded to her negatively because of

her appearance, talents or personality, but, in five out of six cases,

the hostile responses of others to "Betty" were not, themselves, accounted

fora
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Maybe the neighborhood kids picked on her or t-louldn't
play with her t-lhen she t..ras little.

"

Maybe she isn't popular and stays away from people so she
won't be hurt.

Maybe she is very homely and never had anJT friends.

She may have been ridiculed in groups or in school.

Maybe she didn't dress well and someone made fun of her,
or maybe it was halitosis.

The wrong kind of upbringing. (C) They may have told
them they are not good in anything, and they lose self
confidence.

Did her parents nag her? If they did, they maybe stuok
fear.in'to her.

It could be caused by childhood. (C) .Scared by people
who came to the house or was in the family. ( C) An
awful fright of some kind, so she's awfully afraid of
all people now.

I don't know, she may have been frightened as a child.
( C) Maybe burglars broke in the house, and it has always
preyed on her mind, or something like that. I don't know,
she's scared, and so she stays clear of everyone.

Aside from these conditioning experiences, other relationships of her

childhood were the next most frequently used factors in explaining "Betty

Smith's" current behavior. But, just as environmental circumstances merged

into conditioning in this case, the dividing line between conditioning and

these other psychodynamic relationships t-Tas far less distinct for "Betty"

than it was for "Frank Jones." That is, the major subcategories of ''psy-

chodynamics" were parental overindulgence and overprotection, used by about

five per cent; and parental over-repressiveness, used by about 11 per cent.

Since these were also the usual motivational explanation of the presumed

parental restriction on social relationships, it was not always possible

to know, definitively> whether the broader or narrower interpretation of

parental domination was indicated. Discussions which did not clearly

restrict these parental tendencies to the area of social activities were

•

•
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elassified as "psyehodynamics," in order to avoid artificially intlat1ng

the popular tendency toward nan-owly-defined cond i tioning theories. The

upshot probably is that use of the psychodynamic category is overestimated

for "Betty 8mith," where it appears to have been used over twice as fre-

quently as it was with "Frank Jones" and moved from being the least-fre-

quently used causal explanation of "Frank Jones" to the second most fre

quent one for "Betty Smith." Here are some comments typical of those

classified as psychodynamics:

Perhaps her mother shielded her too much.

She was overprotected as a child, which has given her a
feeling of insecurity.

It could come from early family life. (C) .Some children
have everything done and said for them when small, and,
consequently, they don't attempt to talk or try to learn
how to do things themselves.

Probably the main reason is the way she l'1aS treated as a
child and brought up. The parents are to blame for that
mostly. (C) Oh, they probably have been too strict with
her.

Maybe when she was a child her parents kept putting her in
the background and, when she said anything, they told her
to be quiet. So she only did the things she had to and
didn't try to make conversation.

(fl) She wasn't brought up right. (C) Her parents didn't
give her the proper outlook on life. (C) They didn't
teach her to look into the future.

She may have felt as a child that she was never wanted.
(C) Broken home and parents quarreling and lack of love
may have caused her not to feel secure with anyone.

\1-1ith the causal emphasis on conditioned socialization and psycho-

dYnamics, it is inevitable that discussion of "Betty Smith" dealt much more

wi th childhood experiences than had been the case with "Frank Jones." As

Table 2S makes clear, references to causes of "Betty Smith's" behavior

• located solely in her childhood outnumbered causes located in her adult

life by about t1'10 to one. And, even when she was perceived as mentally-ill,
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the most frequent causal explanation of her turned to her childhood, just
,"

as the specific causes adduced were not essentially different, whatever the

degree and kind of problem seen in her behavior. (Table 26.)

As was indicated earlier, it was difficult for most people to subsume

the kir.d of quiet, untroublesorne behavior represented by IlBetty Smith" under

mental illness. The minority who did regard her as mentally-ill were think-

ing primarily of the deviancy of her behavior and, particularly, her with-

drawal and lack of social relations, just as deviancy and, especially, devi..

ant emotional response, was the usual reas:>n for calling 'Frank Jones"

mentally-ill. (Table 27.) Speaking of "Betty ~ithJ" people connnonly said:

She's daydrearr.ing all the time and wants to be alone, and
I don't see many people like that.

She's not really living. You can't live alone by yourself
like that.

A person in their right mind couldn't stand doing nothing.
all the time.

It shows by not acting nonnal like other people.

This is not a natural reaction for a girl of her age.

Although this kind of deviancy added up to mental Ulness for this

minority, they were not inclined to regard it seriously either because they

felt it was a condition that could be easily corrected or because it was

an illness which appeared to pose no threat of harm to others. The minority

who took a serious view of "Betty Smith I s" illness did so because they

valued fullfillrnent for the individual and, therefore, were concerned about

anything which threatened to impair an individual life. So, they were

likely to conclude that immediate treatment was needed to prevent wastage

of human potentialities. (See Tables 29-30.) These two contrasting points

of view often used almost the same ideas, but with a very different set

of evaluations. Thus:

•

•
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Not Serious: A person like this don't hurt nobody. They ,

don't do any good, but they don't do any harm.

"She's not hurting anyone but herself.

She dOn't threaten to kill nobody or nothing like that.

Serious: It's not serious for anyone else, but it is for
herself. She's ruining her life, and, after he r folks
are gone, she'll be alone, and people will send her to
a crazy house.

Especially for her. It affects her chances of en.joying
life and may lead to insanity.

Because her life's useless to herself. She's not giving
herself a chance to live like others and enjoy the good
t..hings of life.

Not Serious: She's so young, she'll probably overcome it.
Something will happen to change her. ( C) She'll get
interested in something, some time, and forget to be
like that.

All she needs to do is to force herself to get out with
other people. If she'd start talking to people and
going out, she'd learn to like them and would feel
better. All she needs is willpower aud to forget
herself.

That could be very easily cleared up. (C) By her
people talking to her and gradually taking her out
places and getting her used to seeing people and talk
ing to theIil.

I believe it could be cured. (G) Just take her out and
let her get to running with other girls.

She just needs to be brought out of herself.' A psychiatrl st 1./
could probably make a nonnal pers on of her in a short time. v

Serious: She has to be helped before it's too late. (C)
Psychiatric treatment is needed.

If these symptoms persist, she may be excluded from the
world, living only in a world of her own, and that illness
is the most difficult to overcome of any.

She needs help. (C) She'll have to go to a hospital,
for a while at least.

For the majori:tY, however, "Betty Smith" did not appear to be mentally-

ill, and'$betr conclusions about her were based on three main lines of

reasoning, whic h were in many ways similar to the reasoning by which she
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was regarded as mentally-ill, but not seriously. These points of view

were: (1) that her behavior was either not very deviant, non-problematical

or even desirable; (2) that her behavior T..ras caused by events external to

her so that others were viewed as responsible for her now engrained char-

acteristics or her behavior was viewed as reasonable in her circumstances;

(3) that her behavior could be unconditioned by the reverse of much the

same process as had molded her to unsociability. (Table 28.) These ideas

were typically expressed as:

Non-deviant: No, she acts all right; it's just that she
doesn't care to see anybody. (C) Physically she seems
to be O. K., and she doesn't harm anyone.

She's really not doing things much out of the 0 rdinary.

Lots of us are that way; bashfulness isn't a mental illness.
She is a quiet girl, and that is it.

I'm shy myself, and I'm O. K.

She's just quiet and has sort of funny ideas, but I just
don't think they're bad enough to call mental illness.

That girl is just naturally quiet, I believe. (C) It
may not be best for her, but I can't see anything wrong
in it.

External: I don't hardly know how to answer that one. I've
seen in picture shows where a girl has been kept away from
people like that, but when she got out into the world and
saw what people were really like, she snapped out of it
entirely and was all right. I just think it is the 'Way
she has lived, not her mind.

Because it's shyness, and her parents caused her to be
afraid of people so nOif she doesn I t care for people.

She was just mishandled. 10Jith a different bringing up
she could get out and have a good time and be all right.

Under the right circumstances she would be different. It
is her environment that makes her what she is.

I think there 'os ju~t rome little quirk, but most of it must
be due to her homelife.

It's just the way she is, due to something that happened in
her early life.

•

•

•
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I think s e will do better.
'"

Her case could be overcome if someone took an interest
and tried to help her. (C~ Just pay her some attention.

Her brain is O. K. She just needs to make friends and get
more self-confidence. Her folks should treat her as an
equal.

She could easily overcome it, if she had a new environment
and new people around who would bring her out-.-sorne praise,
compliments and jolly friends.

She could be told the truth about sex in the right 't~ay and
brought out of her retirement. Her mother should take her
into her confidenoe and talk things over with her.

It is implicit in these approaches to the question of "Betty Smith' s"

mental illness that, insofar as she was viewed as a problem separate from

mental illness, she appeared as one to be resolved in tems of interpersonal

relationships. Just over a third of those who felt that she was not

.• mentally-Ul but did require corrective action thought that a change in

the circumstances.-primarilyJ the attitudes and actions of crucial people

in her life-which had produced her personality pattems woul.d lead to their

alteration. Quite similarly, an equally-large proportion felt that people

who had not been initially involved in the formation of "Betty-rs" present

personality oould, through a oareful psychological approach to her, undo

the damage which others had oaused, ~ This last, "oommon-sensen psychological

approach was also the largest single treatment recommendation of those who

regarded her behavior as mental illness, and was advanced by half of those

who mentioned any treatment procedure. (Tables 31-32.)

More otten than this structuring of her as a problem of human :relations,

•
however, "Betty Smith" '-las regarded as posing no kind of problem at all.

Slightly over half of those who did not see mental illness made clear that

they saw no particular problems in her behavior, while another 17 per oent

saw her as a 'Personality wi th whom there was something wreng in the saM.
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that she was a little "odd" or "queer," but about T>1hom they ·expressed little

concern or need to change. This apparent complacency with seemly behavior,

even when it was carried to the point of schizophrenic withdrawal, was

sufficiently strong so that five per cent of those who called "Betty"

mentally-ill went on to add that it was not the kind of mental illness which

required that anything be done.

In the story of "Betty Smith," then, there is a shift from the violence

of "Frank Jones," which usually connoted mental illness to the American pub

lic and called for psychiatric expertness more than any other approach, to

behavior •..rhich did not appear to constitute a public menace or nuisance.

With this shift, there was a great drop in recognition of either mental

illness or of problematical behavior, and a tendency to feel that laymen

could cope with such problems in "Betty Smith's" behavior as might require

correction, even when the problem i'l1aS formally labelled mental illness.

With the next story--that of the alcoholic problems of "Bill Hilliams,"

attention returns, again, to behavior which approaches a public nuisance,

and a different public orientation emerges.

The Story of "Bill WiUiams"

"Bill 'lrJilliams" posed to the 1Im.erican public the problem of alco

holism and, in so doing, almost automatically brought considerations of

social dependency, morality and the nature of personal respons ibility and

free will to a central position in popular interpretations of human behavior.

As we have already seen, the popular tendency in approaching human behavior

was to give more weight to manifestations in conduct--"Franl<: Jones t
" violence

or "Betty Smith'sll withdrawal-..than to their possible psyohic implioations.

So, inth "Bill Williams," the tendency v,as to regard his drinking, i tsel!,

•
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as the problem rather than to view it as an external symptom of emotional

problems. Given this approach to "1r,Tilliams" from the outsid~, his be

havior could most easily be evaluated from the standpoint of the social

consequences of his excessive drinking--an orientation which led more

readily to moral judgment and condemnation of "vJilliams" than to concern

with either diagnosis or etiology.

Thus, 29 per cent of the American public classified 'Ilr.Tilliams'"

alcoholism as mental illness, as over against an identical proportion who

felt that there was nothing wrong with him, and L2 per cent who thought

something other than mental illness was wrong. (Table 12.) The large

majority of those who did not subsume "1rJilliams'lI problenls under mental

illness followed the by-now-familiar pattern of thinking of him as a

character or perro nality type, but, in contrast to the "individuals" who

have so far been presented--or, for that matter, those yet to be introduced,

--"Williams t" personality trends Here most typically summed up in terms

of disapproval and moral condemnation. As shown in Table 16, there were,

roughly, three who spoke of "Uilliams" as a morally-defective character

for every two who were not explicitly censorous of him. And the tendency

to stigmatize ''Williams'' was even more marked among people who said there

was "nothing wrong" with him: 56 per cent of them saw ''Williams'' as a

character problem as over against L5 per cent of those who regarded him

as having something other than mental illness wrong. (See Table 17.)

The alternatives to personality analysis--that circumstances alone

drove ''l:~Tilliams'' to drink or that he had an illness other than mental

Ulness--were not frequently used, although illness was employed to cate

gorize him more frequently than it was for any other "persQ1l1 except the

anxiety neurotic. As usual, references to illness were concentrated in
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the seotion of the public who felt something was wrong with "'t1iUiams tl and,

in a majority of instances, represented an approach to Ulnes's that was

seldom encountered, except in his case. ''Williams'' was rarely regarded as

either emotionally or nervously ill; rather, to the extent that non-mental

illness was perceived at all, he was either classified as physically ill or,

more t~'Pically, as ambiguously ill. That is, the majority of people who

talked of illness in connection with "Bill 'ltTilliams" did so in a context

which contrasted it with mental illness, but did not suggest physical ill-

ness. The illness they had in mind was, essentially, a moral one; they

were thinking of an illness of the impulses or a disease of the will, but

were trying to distinguish its ego-alien quality by calling it an illness

rather than a character defect. ltJhile only one person in tV1enty introduced

this concept of illness to explain "Bill Williams, " it serves so well to

epitomize the frequent conflict over what was "sick" and what "bad ll in

"Williams '" behavior that it cannot be overlooked. For instance:

It's a disease; it's not mental. He's drinking because he
craves it; he can't help it.

He is really ill and not mentally ill, either. (C) It's a
craving for liquor, only; that's his illness.

Chronic alcoholism is a disease. (C) Once he got the taste
of it, he can't stop consuming it.

It's silnply a desire for drink. That may be an illness in
itself, but it's definitely not a mental illness.

I think he's sick, but he's alcohol-sick. I've come to the
conclusion myself that this alcohol business is just a plain
disease. (C) I don't think alcoholics are mentally-ill.
I think they're ill, all right, but I don't think they're
mentally-ill. I just think it's lack of will-power.

That's a disease of the will-power.

These comrnents set the stage for popular psychological discussion of

"Williams," a step in interpretation which all but six per cent of the

public undertook. (Table 18.) This discussion tended to concentrate

•
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on the concrete element of "Hi11iams'" excessive prinking, rather than on
,"

his personality more broadly conceived, and was, therefore, dominated by

ways of characterizing excessive drinking. Thus, all of the most frequently

used psychological categories referred directly to drinking and were roughly

divided between three formulations of the underlying nature of an excessive

drinker--"weak,ll 37 per cent; "driven,1I 14 per cent; and "de1iberate,1I 12

percent--and two key H"ords used to characterize the total significance of

the drinking pattern--"a1coho1ism, II 23 per cent; and "habit, II 23 per cent.

(Tables 19 and 20.) It is apparent tr~t this kind of psychological depiction

arose in the course of attempting to explain ''\.~i11iams'II drinking and lolaS,

in fact, an essential part of these explanations. These interpretations

can, therefore, best be understood in the context in which they were deve1-

oped, and full presentation of them will be postponed until we can sketch

• in the main d:L'Tlensions of popular approaches to alcoholism, as typified by

llBill Wi11iams."

In some ways, the story of "Bill 't-Ti11iams" was more complex than the

preceding examples, since it offered a greater variety of elements to be

explained or levels on which to approach explanation. It was theoretically

possible to talk about character formation, about the relation of character

to a specific manifestation like drinking, about the role of external events

in precipitating a given round of drinking, and so forth. Actually, ex-

planations of "Bill ''''illiams'' were concentrated on accounting for why he

currently drank excessively, with the main lines of explanation divided

among predisposition, emotional needs or motivations, and the kinds of

events which precipitated each cycle of drinking. Ninety-five per cent

of the American public touched on this aspect of alcoholism, with 13 per

• cent limiting their discussion to the current mechanisms maintaining or



percent expanded their interpretations to include as well an "account of

-58-
reactivating "Williams'" pattern of periodic drinking. The other 22 •
how he happened to begin drinking, an approach which may be viewed as

roughly dealing with II symptom choice 11 or why 'l'pilliams'" problems eventu-

ated in excessive drinking rather than in some other manifestation. In

addition to these two major orientations, one per cent spoke only of how

the pattern of drinking had been acquired, one per cent accounted for the

rest of his behavior by the fact that he was under the influence of alcohol,13

--------------'--_. '_.__._------------------
l3It is noteworthy that eight per cent first answered the question of

what caused "Williams'" behavior with an immediate assertion that he acted
this Ivay because he drank or because he Has intoxicated. In almost all cases,
interviewers then went on to ask l'l1hy he drank. But the relatively high rate
with l'l1hich the one manifestation with physical consequences l'l1aS called on to
explain the rest of his behavior again indicates some characteristic features
of popular logic.

---_._---------
one per cent characterized or described him without reference to the problem

of drinking, and two per cent stated their inability to account for him.

(See Table 33.)

The majority of interpretations of "Bill l,.TUliams" either explicitly

included or implied an element of predisposition or impulse toward drinking,

in order to account for his present tendency to turn toward alcohol.14

14The data about to be presented are based on coder ratings of the
sense of each person's entire discussion of "Bill Williams." As such, they
differ from the psychological data presented in Tables 19-21, in that the
latter represent only explicit, clear-cut assertions of the psychological
elements shown there and contain all such assertions regardless of their
mutual consistency. These coder ratings, in contrast, include an inference
as to the most likely meaning of the respondents' psychological interpre
tations, whenever these were ambiguous. This inference was made in the
light of the total discussion, on the usual basis of assuming that the re
spondent's remarks, if complete, would form a coherent, consistent, logical
whole and then supplying inferentially the minimum elements necessary to
this basic assumption. 1tIhere flat contradictions were present, these were,
of course, not rationalized out of existence, but, whenever it was not en
tirely clear what the respondent meant, the more consistent interpretation
was chosen.

•

•
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Two-thirds of the pUb!ic (6~ per oent) postulated some such irmate

or acquired "craving" or "addiction," whj.ch t-las generally conceived of in

one of three ways. In the first two instances, the underlying predisposition

was something in the nature of a compulsion--a compelling, irresistable drive

tOl..Jard alcohol, but the two versions differed :in the manner in vJhich they

formulated the compelling quality of this impulse. In the most frequent

case, used by 29 per, 'cent of the public (or 4L per cent of those who made

any reference to predispositional elements), the addictive quality of

"l,Tilliams I" drive toward drinking "TaS regarded as idiosyncratically but not

intrinsically compelling. That is, the uncontrolled i:lay in nhich "l:Jilliarns"

was pulled toward and succumbed to alcohol was vie1~ed as a compulsion or

addiction that could not be resisted by him, but only because of still more

basic flaws in his character or weakne.sses in his emotional structure. In

contrast to this vielf in which 1'1!lilliams t ,. domination by alcohol was essenti

ally conceived of as moral wealmess, 21 per cent of the public--31 per cent

of those who mentioned predispositions--regarded alcohol itself, as intrinsi

cally addictive and the craving for alcohol as a discrete, inherently un..

masterable element in personality that t~as separate from and unrelated to

general personality trends. The third approach to predisposition, used by a

quarter of those who spoke of it at all (16 per cent of the entire population)

made no positive reference to the notion of compulsiveness in alcoholism.

In a third of these cases there was a clear assertion that the predisposition

was not compelling, that l'l-Jilliams I II drinking represented a deliberate, in

tentional, conscious indulgence of an appetite, vlhile the majority referred

only to a positive, subjective set toward alcohol--a "taste," "liking,"

"habit," or the like--in such a way that it was impossible to decide l'l1hether
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or not oompulsion was implied.15

15
It should be pointed out that no assumptions were made about the meaning

of l'll'ords like llhabit:" "craving," or lIal;,}oholism,," The first two were
interpreted as referring to a predisposition,but no inferences were drawn
about the nature of the predispositi.on, except from the manner in which
the person using such terms himself defined l'll'hat he meant by them., IIAlco
holism ll was left as a completely prohlematical term, whose reference and
meaning were to be entirely determined by whatever else was said about it,
and is, therefore s not included in the discussion of predisposition above,
except when further cornments made clear that it was being used in a sense
which included an element of innate or acquired predisposition.

These three ways of formulating the nature of the underlying addiction

or predisposition were, of course, highly related to the descriptive psy-

ohological elements shown in Table 19. Thus, of those classified as re-

garding alcoholism as a "character oompulsion" (i.e., as compelling because

of a character defect), 90 per cent described ""V!il1iams" as "weak, self-

indulgent, lacking will-po-wer"; while 51 per cent of those olassified as

regarding alcoholism as an intrinsic compulsion described him as "driven

by uncontrollable impulse. ,,16 Both the actual descriptions made and the

16The relationship between coder inferences about mechanism and
actual psychological descriptions is shown below:

•

•

inferences drawn from them are typified by the following remarks t

Description
Intrinsic Character
oompulsion compulsion

Driven • • • • • 51% 10%
lnleak • · · · · • 6 90
Deliberate • · • 5 12
Other description

only • · · • • 13 5
Vague description

only • · • · • 31 1

Total · • 106% 118%

Predisposition,
but not clearly

compulsion

1%
9

35

25

35

105%

•
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Intrinsic co:u18iOO: He got in a habit, little by little.
Then he wen too far. (C) It gets you in the end, until
you lay in the streets and drink; it's just like a dop~

fiend.

He just has the desire for liquor and he oan't leave it
alone; the more he drinks, the more he wants.

He craves liquor":-even if he tries to stop, he. can't.

He's formed a habit. (0) Drinking's a habit that grows
on anybody. (C) He probably started out just taking
one drink, and now he likes it so much he can't stop.

He just got started, and there ain't no stopping.

Character COIb)UISion: It's the IIbig thirst"; they crave
liquor. ( G Well, he can control it, but he ain't got
the will-power to control himself. (C) If he fights it,
he can control himself, but, when his thirst comes, he
can't control his will-power.

He just has a weakness and can't control himself. (G)
Alcoholism. (C) He's let a bad habit get control of
him. (C) Because he has no sell-control.

He's too weak to control his wanting a drink. He's
formed a habit, and he's too weak to break it.

He's one of those alooholi8ms.
his belly full of liquor. (0)
guts.

(0) He just has to get
Because he ain't got no

Love of liquor. (0) He's acquired a taste for it, and
he just can't stay away from it. He has absolutely no
will-power to stay away from liquor and that brings it
on.

Subjective set: He's just a "cornhead." (0) He loves
drink.

He just wants to do that. I think it's just a habit; he l s
a drunkard, that's all.

A bad habit, he has learned to like the taste of whiskey.

He's an alooholic, has an urge to drink.

The origin of tastes or cravings of this kind was seldom dealt with

more fully than most of these quotations imply. The typical approach was

• to assume that the predisposition was acquired by habituation. "He started

to drink and got into the habit"; or "Once he began drinking, he developed
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a taste for it." About a fifth of those who mentioned predispositional

elements did, however, make more explicit what the essential'"process was.

Within this group, about half were thinking of an acquired need based on

the physical effects of alcohol--essentially, a physical addiction; a third

felt that the taste or craving was innate--inherited, and a sixth traced

the craving to organic disorders or anomolies like nutritional deficiencies

or "something missing in his body" which resulted in his longing for alcohol

to make up the lack. A few illustrations of theEle expanded accounts follow:

Sometimes a person's body craves it. (C) After he has
begun to drink, his body needs the alcohol. (C) It,
becomes habit-forming to satisfy the cr~ving in his body.

That man can't help it; it's a dope; it's in his system.
He probably started out slowly, and then the system gets
full of it, and his body craves it.

Whiskey is like dope; they get so they have to have it.

He has a physical craving for alcohol. (C) I think they
are born with a weaknes s for alcohol. ( C) I don't think
they acquire it or lead up to it. (C) I don't think any
thing has to happen to make a man a drunkard. (C) I think
they are born with a taste for it.

He might have inherited the weakness for drink. (C) All
the ones I ever knew, they inherited it; they tell me, when
the parents drink, they inherit it.

It's the fact that sanething is lacking in the physical
make-up--maybe vitamins or something, and alcohol takes
care of that lack.

For about two-f·ifths of the public, ''Williams'" present reasons for

drinking stopped here. In their view, ''Williams'' was now dominated by an

antonomous, self-sustaining drive toward drinking which maintained itself

even without any special precipitating events. Since this is a fornmJa tion

which close approaches the idea of addiction, it should be expected that

it occurred most frequently when the predispositional elements were con-

ceived of as compelling: 73 percent of those l-7ho Iilefined the impulse as

either intrinsically compelling or irresistible because of character

•

•

•
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weakness viewed drinking as self-perpetuating even in the absence of spec1.f1c

precipitants, as compared with .51 per cent of those who did not explicitly

attribute .this unmasterab1e quality to the underlying impulse to drink

that they postulated. Once the impulse was defined as uncontrollable, it

made little difference whether its unmanageability was attributed to its

own intrinsic quality or to the character of the individual.beset by it:

of people with the forner 'view, 77 per cent defined his drinking as a

self-maintaining cycle; of people with tr,s latter view, 71 per cent did.

At a somewhat different psychological level, 30 per oent of the

public regarded "Wi11ie.ms' II drinking as an expression of his emotional

or character difficulties. This point of yiew shared ldth the former the

quality of a self-perpetuating system in that the es sent1a1 reasons for

drinking vlere inherent in him, and it was, in fact, about a third of the

time, used in combination with a predispositiona! element. It differed

from the autonomous predispositional approach, however, in offering a.

psychological interpretation of the signifioance of his drinking that ~~s

less concentrated on concrete, psychologioal appetities, tastes, and dis

positions directly and entirely related to drinking. In this approach,

IIl~Til1iams'" drinking flowed fran something in his character, but it was

a Itsomething" more generally conceived, of which the drinking was only one

manifestation, rather than a character element specifically postulated

to aocount only for drinking. Among this group who traced ''Williams'"

motives for drinking to his personality, many were not so lIIIloh interpreting

the psychological significance of his behavior, as they were deriving a

moral judgment from it. Thus, 30 per cent simply concluded that he was

weak and self-indulgent (apart from those who employed this character

trend in predisposition); 18 per cent labelled him a lazy, irresponsible,
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"ne'er-do-well" charactnr; and 12 per cent said he was an immature, de

pendent personality.I? In these versions, I1Williams l1 drank b~~ause he was

11The frequency with which these psychological trends were used by
the pO~llation as a whole is presented in Table 19.

self-indulgent, irresponsible or immature, and his drinking sinultaneously

reflected and demonstrated the existence of these character trends. Just

about as frequently, however, psychological interpretations of the causes of

"1'lilliarns'" present drinking 'l.riev'ced him as turning to alcohol in an attempt

to secure relief from emotional conflicts. His drinking, thus, represented

an effort, however erroneous, to overcome, flee or forget emotional diffi-

culties rather than a direct expression of the emotional trends involved.

Within the group who traced "Williams' 11 drinking to his psyche, he was

most usually viewed as escaping into alcohol from an inability to face or

cope l~th reality, 22 per cent; from feelings of inferiority or insecurity,

11 per cent; from anxiety, 10 per cent; and from frustration, 10 per cent.

These psychological formulations were expressed as follows:

Self-indulgence: He ain't got, no self-control. (C) He
does just what he wants and don't care who pays for it.

That is selfishness mostly--itts an infantile attitude,
they never grow up to learn to control themselves.

He's diseased, a moral cOtrlard. ( C) Just too weak to
deny himself anything.

He' 5 a weak, selfish man--thinks only of his own plearo res.

He could stop if he wanted to. It's just an "I don't care"
attitude. ( C) He just believes in having a good time.

Irresponsibility: Lackadaisical, he just doesn't care.
(C) He's more interested in drink than anything else.

He doesn't want to accept any responsibilities, so he
drinks to get mlt of things.

•

•

•



• He's just not a responsible character, that's all.
just likes his drink better than he likes work.

He
,.

•

•

Immaturity: They haven't got any responsibility, they just
never grew up, they always want to be Mama' s little boy.
(C) They like being little boys because life is so nice
and easy that Hay.

He has the mentality of a kid. (C) He has the brains of
a child, just no sense of responsibility.

Flight from reality: Alcohol helps him to escape realities.

He's an escapist. ( C) He doesn't want to face reality.
~·hen he drinks he's in a little world of his own, and then,
when it wears off ~ he can't face things and goes back to
drink again.

He's a chronic alcoholic. (C) I think this is a mani
festation of the inability of a person to adjust to his
surroundings. ( C) He found life too difficult for him
and gets release under the influence of alcohol.

Most cases of drunkenness is a means of dodging reality.

Inferiority: He is unsure of himself. (C) He probably
wants to keep up with the Joneses or something, and in
its impossibility he takes liquor to bolster his courage
or his ego.

Hele been disappointed in himself. (C) He might have
had some trouble getting work and feels like he don't
amount to anything.

Anxiety: He is drinking to escape his thoughts. (C)
1~11, as I said, his drinking is an escape from some
thing that is worrying him.

Maybe he's bothered about the past, and he thinks he
can forget it under the influence of whiskey. (C)
He drinks because he's trying to forget something bad
and trying to forget in this nay.

Frustration: Anyone drinking a lot to excess, something
causes that, but I don't know what. (C) Usually they're
unhappy and dissatisfied with their lot and want to forget
it.

It's something he's trying to forget. (C) The success
that he'd like to attain but hasn't might cause it.

In the final popular version of why ":rJilliarns II drank , it was not

so much his self as his realistic, external difficulties from which he

fled into drink. Some 26 per cent of the public took this position and

",.



were about equally divided between those who appeared to regard the pre

cipitating events as good and sufficient reason to drink (14"per cent) and

those who deplored turning to drink under the pressure of circwnstances

(12 per c€nt). In the former C!3.se, "Williams" was regarded as driven to

_drin~ b-.f events; in the latter, he was equally viewed as driven by cir

~5tancca. but not nocessorily to ~xink.18 In either case, the probl€ms pr~·

18 .The f1.gures cited in text may be somewhat confusing, because a
few persons advanced alternative theories about why n"\.llJilliams" drank and
'tvere, consequently, classified under more than one major approach. The
following summary of interpretations of "irlilliams'" current drinking
should help to clarify the data:

Proportion of All Respondents Using
Each Interpretation

•

Present ii-eason for Jrinlc -i.o:,g

Predisnosition Vrinkinp, (Hith-
to Drink out Pre?is-

Precipitated by positJ.on) Total
Given Henson Precit>itated by

Given Henson •Antonomous process • • • • • L4 -Emotional needs, character • 11 26
Realistic problems

Defective solution • • • • 6 6
Reasonable response • •• 8 7

Total per cent • • • 65 31

UJ
30

12
14

95
Thus, about one per qant used alternate interpretations which involved both
predisposition and no predisposition, two per cent mentioned an autonomous
process in combination with one of the other possibilities, and two per cent
mentioned emotional needs as an alternative to circumstantial factors.

yoking "Williams'" drinking were fonn~ated in about the same way, with

marital and family difficulties being the chief source of stress and economic

and job problems the only others frequently mentioned:

•



• Nature of Problem

"Williams ." Dri.'1king Viewed as:
Defective Solution Reasonable Response

to Realistic to Re'alistic
Problems Prob!hems

Difficulties, problems in
marital or family relations

Economic, financial diffi-
culties • • • • • • • • • •

41% 50%

Job or career difficulties • II 11

All other external stresses •

Vague external difficulties,
frustrations •• • • • • •

28

10

106%

24

11

lll%

-.
For about a fifth of those who used this situational approach, ''I,villiams'"

problems were further complicated by association with people who drank
\

themselves and encouraged him to drink.

These two environmental approaches to alcoholism were much the same

in regarding the existence of acute or chronic realistic difficulties as a

necessary condition of ''Williams fn excessive drinking, but they differed

in the extent to which they assigned exclusive responsibility for his drink-

ing to his situation. Where his drinking was viewed as a defective solution

to realistic problems l there was, expressed or implied, an element of

character defect which led ''lrJilliams'' to select drinking as an answer to

his difficulties. This character defect was formula.ted in much the same

ways as it was by those who traced his drinking entirely to his character

or emotional needs: ''Williams'' was weak enough to let his problems drive

him to drink, was too easily influenced by his friends, or lacked the per-

spective to see that drinking would not solve biB pDobmma l except tempo

rarily. This explanation thus blended the view that his drinking reflected

• emotional problems wldh the notion that it was precipitated by objective

provocations. This environmental approach to alcoholism is typified by the
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following oomments:

Defective solution: He could be brooding about something.
(c) He may have sickness in the family, an excess pile of
bills mounting up, and he's not helping them none.

It could be too much trouble or debts and everyone after
him to pay up, and it drives him to drink to forget about
the troubles. (C) I think they are weak and have no back
bone to face life and take the easy way out of their troubles.

It could be many things. (C) A bad family life--if he didn't
have a good wife or she doesn't keep his home right; if he would
know that he has a sickness that can't be cured. ( C) Sona
people get the idea they can fo rget that way. It doesn't really
help, but they think it does.

Reasonable re1onse: If he's drinking, he must be worried about
something.. C) It could be he has money troubles; he would
like to give more to his wife--more money-and can't.

•

His home life is at fault. It's between his wife and him-
a wife can make or break a man. (C) Nine out of ten women
run around with other men; they don't take care of their
children and home. (C) A man who has a good home doesn't
drink.

His surroundings are bad and impossible to live with. (0)
His family drive him to drink in despair and disgust. (0)
Maybe they demand too much or else demand what he cannot
give them.

,..... •
In these explanations of ''Williams'" drinking, his general character

was touched on by 67 per cent of the public, either in accounting for the

compelling quality of his impulse toward alcohol or in explaining what

moti'qa-ted his drinking or led him to select drinking as a solution to his

difficulties. IIWilliams , II psyche thus assumed central importance in the

interpretations of a majority of the public, but it"was, itself, generally

postulated rather than aocounted for. Only a fifth of those who introduced

such psychological considerations in order to account for ''Williams' II drink-

ing commented on their origin. For this group who attempted to account for

"Williams'" character, it was, about half the time, traced to the psycho-

dynamics of his ohildhood; a quarter of the time, to other circumstances

of his life; and a quarter of the time it was regarded as innate. Since •
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his personality was primarily conceived of in tenns of weaknesses and de-

fects, the general point-of-Yiew on his childhood l~S that i~ had been

one of overindulgence and inadequate discipline rather than an overly-

depriving, repressive experience. \l'1ithin the group who spoke of his child-

hood relationships at all, half spoke of his parents having been overly-

protective or overindulgent, and a quarter felt that his parents had failed

to teach him moral standards or strength of character, while only one person

in fifteen mentioned lack of love and emotional security and a simila.r pro-

portion spoke of excessive discipline. In contrast, when other circumstances

in his life were adduced to account for his character, they were generally

those which would account for his having became a bitter, disappointed man.

Here are a few cormnents on the origin of "Williams'll character:

It's their parents' fault. They never make them grm'1 up
to be self-reliant and learn to handle a dollar; don't
train them right so they grOW up like him.

I think every child is born with willpol~r, but it is
dormant until it is exercised, and he just never exercised
his will enough to discipline :himself. (C) In his guidance
by his parents, he wasn't helped to form the right habits
of discipline.

He never acquired the habit of self-control. (C) His
parents might have given him everything he ever wanted.

Too much mother love. ( C) 'When he gets older, he hasn't
that protection from mother, and he finds it in liquor.

He just doesn't care l-1hat people think of him. (C) Some
one he thought a lot of could have done something to him
that broke his spirit.

He's a man who feels sorry for himself, so he drinks for
the consolation. (C) He could have been down on his
luck most of his life--lost hj,s job, lost his best girl,
and it all piled up till he feels sorry for himself all
the tme and drinks all the time, too.

He has no will power, a weak man. (C) He was born that
way.

He can't leave alcohol alone because he lacks courage to
face things as they are. (C) It would be heredity more
than a~hing else.
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These accounts of the factors maintaining or provoking "Williams'"

current drinking constituted all tSat a majority of the Amer:l'can public

said in explanation of alcoholism: .53 per cent did no more than outline

the major mechanism as autonomous, emotionally-motivated or related to

circumstances, 't-1hile 20 per cent added to these interpretations some de

tails about the source of his predisposition toward "drinking or of his

character defects and stopped at this point.19 Anoter 22 per cent, however,

19It is, unfortunately, impossible to estimate to 't'\That extent the
termination of popular discussions of alcoholism at these points was attri
butable to intervie't-Jer failures to pursue their questioning further and to
what extent it represented all that these segments of the public had to say.

also developed their discussion in the direction of how "Hilliams" had hap-

pened to begin drinking originally.

Most of the people who explained how ''\villiams'' had happened to begin

drink:mg were trying to account for the process by which an autonomous pre

disposition had been established. Of the people who touched on the initi-

ation of his drinking, 70 per cent attributed his present drinking to this

kind of a self-sustaining drive, and 18 per cent included an element of

predisposition in combination with his character or circumstances to account

for his present cirinking. In other ..yoros, it was primarily the people who

saw a self-sustaining mechanism in drinking and secondarily those who felt

some sort of predisposition was at least an element in it who tried to ex-

plain why "Williams" began to drink in the first place, while those who

attributed drinking solely to his character and/or his circumstances were

least likely to concern themselves with this question. ('PIe proportions who

explained the inception of ''Williams'" pattern of excessive drinking were

36, 16 and 8 per cent, respectively.)

There were, essentially, tHO main theories to account for how

•

•

•
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''Vlil1iams'" alcoholism had begun, each used about equally often. In the

first version, he had begun to drink becau.se of some realistic problem or

problems and gradually become habituated to it until finally his drinking

assumed autonomous proportions. The kinds of problems were in no way dif-

ferent from those cited by people who felt his drinking now was precipitated

by external pressures; they were simply moved to an earlier period. The

dominant point of view appeared to be that it was reasonable for a man to

take a drink under those circumstances, but that there was always a danger

inherent in the procedure. For instance:

He could have been in service, and his lvii'e ran around, and
he heard about it and started to drink to forget. You can't
blame him on that.

I guess in the first place he must have been awful worried
about something. (C) Oh, maybe his health, or mQIley or his
wife. He sta.rted to drink because it made him forget his
troubles, and now he can't seem to stop •

It could be it started as a minor habit to get a lift and
take his mind off of his troubles. Then it became a habit
like a drug habit.

He has formed a habit of drinking until he must have a drink.
(C) He may have had a phy~~cal illness or lost someone in
his family--the alcohol deadens the pain.

In the other major version of the origin of ''Williams t" alcoholism, the

choice of drinking as a symptom was the r~su1t of a conditioning process.20

--------------------_._-------- .--------
20For "Bill Williams," only the categories shown in Table 22 under

"direct, equivalent conditioning" were classified as such.

"Williams" had been taught to drink by his associates or learned it from

their example. About three-quarters of the time, the people involved were

his friends and companions; the rest of the time, ''1'1i11iarns'' had learned

to drink because of the example of his parents and, particularly, his

father. Here are some typical accounts of "1.,Jilliams'" exposure to aloohol:_
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Someone took him into drink, either his companions or
his parents. f-faybe there was always liquor around th~

house, and he acquired a taste for it.

Probably he 't-las with some friends, before he got married,
that were always drinking, and he got into the habit.

He's been let drink too young. ( C) He got it fro m his
parents; his father, maybe, was a drunkard, too. (C)
His father may have given it to him when he was a little
boy, and he got to liking it. This is the way most of
them start it.

I think a person can get in the wrong company. He probably
ran around with people who drank and took it up and couldn't
quit.

The major dimensions of public discussion of "Bill 1fJilliarns" have

now been presented. He was seen as continuing to drink either because of

a taste or craving for alcohol, or because of psychological trends like

weakness, inability 'to ,face reality, and irresponsibility; or because of

difficult circumstances. His predisposition toward alcohol was primarily

acquired, though sometimes innate, and it was acquired, essentially, through

continuing to drink. He had begun to drink by participating :in social cir-

cumstances where other people were drinking or by trying it once as a re-

lief from particularly acute circumstances, after which he had become

habituated to alcohol.2l

-------------------------------.. ,---------

•

•

21
Because of the different levels of explanation employed, the mater-

ials presented in Tables 22-24 as "causes" of "t-Jilliarns'" behavior are not
as directly interpretable as they are in other instances. Instead, it is
necessary to remember that organic causes were mentioned almost entirely in
the context of accounting for predisposition; innate personality, in account
ing for either predisposition or character; external circumstances, primarily
as factors initiating or precipitating drinking and secondarily as influences
shaping personality; conditioning, in accounting for either the initiating
factors in drinking or situations tending to maintain it; and psychodynamic
relationships, in explaining personality formation. Once these translations
are made, it is possible to tell, fran Table 23, that the people who called
lI1-Jilliams II - mentally-ill were talking about approximately the same elements
in drinking as were the people who did not; or, from Table 24, that people
who called drinking a physical illness were more likely than any other •
group to account for the origin of predispositions. These relationships
will be presented more directly, however, so that Tl'lbles 22-24 may be largely
ignored in this case.

---~ ._------------ ------------_._----
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Since the words, "alcoholism" and "habit," entered so often into

popular discussion of "Bill lrlilliams'" drinking, their implications de

serve somel.Jhat closer attention than they have received up to now. It is

significarit, to begin with, that, although each of these key words was used

equally often, the two were seldom used together. Twent3r-three per cent of
.

the public called ''Williams'" drinking a habit or a bad habit, and 23 per

cent called him an alcoholiC or his drinking, alcoholism, but only five

per cent used both terms in discussing him. For the most part, then, these

two words were used independently, by different groups of people, and

actually were the focal points of two quite different general orientations

toward the problems of excessive drinking.

This difference in orientation appeared to be, primarily, the differ-

ence between a moral and a medical approach to excessive drinking. A dis-

cussion of habits led aL~ost inevitably to a consideration of character,

while alcoholism pointed toward illness: ''trlilliams I " habits were ''bad,''

but an alcoholic was "sick." This way of putting it somewhat overstates

the case, but 56 per cent of those ..Tho viewed "Williams" as an alcoholic

called him ill, as compared tdth 27 per cent of those who approached

"\'lilliams" in terms of his habits. In fact, the proportions who classified

him as mentally-ill, on the one hand, and as a morally-defective character,

on the other, were exactly reversed in the two schools of thought. In the

group favoring alcoholism, 42 per cent said "Williams" was mentally-ill and

20 per cent called him a defective character, while the group using habit

contained 20 per cent tvho said he was mentally-ill and 42 per cent t-ho

condemned his character:22

22AS might be expected, the relatively small group who used both terms
were roughly half way between these two extremes--30 per cent classified
"Williams" as an instance of mental illness and 30 per cent regarded him as
an instance of faulty character. The majority of the public (59 per cent),
who used neither term, also fell between the two polar positions, although
they were closer to the point of view 1mplied by habit than to that implied
by alcoholism--27 per cent of them perceived mental illness; 38 per cent,
character flaws.
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ttWilliams"'Categorized as Instance of

Mental Illness • • • • • • • • • •
Physical illness • • • • • • •
other illness ••• • • • • •
Temperament, conditioning, person-

ality . . . . . . . . . . . . .
Bad will, defective character ••

If we turn to the more concrete accounts of the source and signifi-

cance of excessive drinking which were advanced by these two groups, hOt~~

ever, there is little in them to explain why the key vl0rds, alcoholism and

habit, epitomized such differences in general approach. True, "habit" was

always interpreted as referring to an underlYing predisposition, 't,yhile only

tVlO -thirds of the group discussing alcoholism introduced predispositional

elements. And, in line with this difference, the "habit" of drinking was

much more likely to be defined as an autonomous mechanism built up by con-

ditioning than was alcoholism. Nevertheless, 't<1here predispos i tion was used

in connection with the term, alcoholism, it l-1aS described in about the same

fashion as it was when called a habit, and the view that ''ltlilliamsln current

drinking was maintained by the sheer force of this predisposition was the

most frequent explanation in both the habit and the alcoholism approaches,

with the alternative explanations in tenns of character, circumstances or

both following in the same order within each group:

''Williams'" Drinking De~cr.;tbed as:

•

Present Reason for Drinking: .Alcoholism Habit

Autonomous process • • • • 45% 72%
Character, emotional need 28 17
Circumstances

Defection response · • • 12 6
Reasonable response • • 15 10 •No explanation • . . • • · 2

lO2~ lO~%
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In any case, these di.£ferences in the way the signi.£icance of "'trJilliams'"

drinking was explained by those who called it habit and those"who called

it alcoholism do not account for the tendency to define habit as faulty

character and alcoholism as illness. For instance, in the entire population,

of those who described drinking as an autonomous process, 38 per cent called

"t-J'illiams" ill and 34 percent called him a faulty character; while, among

those who attributed drinking to character or emotional needs, 38 per cent

called him ill and 43 per cent condenmed his character. viithout presenting

all the data, it can be said that, if current reasons for drinking were the

decisive factor, there would have been no differences between the alcoholic

and habit groups in the extent to which drinking was perceived as illness,

and the former group would have been somewhat more likely than the latter

to perceive character defects.

The data available simply do not explain why alcoholism was popu

larly used to imply illness, while habit led to questions of goodness and

badness. Yet, this distinction is clearly apparent not only in the figures

which have been presented but in a variety of other data as well. Thus, to

the extent that "Williams' II ·perscnality--apart from his predisposition toward

alcohol--was described at all, those who identified alcoholism tended to use

quasi-psychiatric analyses, while those who recognized the operation of a

habit tended to express moral jUdgments: those who called ''Williams'' an

alcoholic were most likely to describe him as an insecure man who was unable

to face realities, while those who spoke of his habits were most likely to

characterlzeJhim as an irresponsible person with an improper outlook on life.

Quite consistently, the people who were discussing ''\1Tilliams'" habits were

over twice as likely as those who were talking about alcoholism to assert

that ''Williams'' could reform himself if he chose to.

The whole problem of differences in popular approaches to alcoholism

primarily depends on whatever difference is involved in calling behavior a
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mental illness as against calling it a character defect. It has been sug

gested that u~e of illness categories iJnplied referring exoe'ssive drinking

to a l'he~thy-sick" dimension, while character referred to a "good-bad"

dimension. Nevertheless, it should not be lightly assumed that mental

illness invariably had this connotation of "sick" rather than "bad." If

the eJq>lanations of excessive drinking advanced bJr people H'ho called

"~il1iams" mentally-ill are compared with those of people who assigned him

to other categories, a number of interesting differences and similarities

emerge, as shown below:

•

1'l>J'illiamsl " Behavior Categorized as:
I

Physi- Temper@it Defec-
Ml!nte1 Other cal ament tive
Ill- 111- lli- Person- Char-
ness ness ness a1ity acter

42% 51% 67% 52% 4.3% •35 21 1~ 22 39
"-.......,

12 10 6 8 16
12 19 9 17 6

-2 -2 --1 5 1- -
106% 108% 105% 104% 105%

64 72 . 83 73 66

ALL RESPONDENTS

Present ~ason for Drinkin~

Autonomous predisposition
Character, emotional needs
Cirqdmstances '

Defective'solution •••
Reasonable response ••

No explanation • • • • • •

Proportion using predispo-
sition • • • • • • • • • •

. -, ....-

Proportion describing pre
disposition as:

Intrinsic compulsion ••
'Character compulsion • •

RESPONDENTS WHO USED PREDISPO
SITION

Proportion defining it as
autonomous ••••••••

Proportion desoribing it as:
Intrinsic compulsion • •
Character compulsion • •

34
50

70

43
35

~
23

80

62
28

.32
1'0
'<

71

44
14

9
43-

65

15
65 •
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As these data make clear, when alcoholism was classified as a physical dis

order, it was desoribed in terms which most closely approached a oonception

of an addiction. Four-fifths of the people who called '~li1liams" physioally

ill thought of his drinking as based. on an innate or acquired predisposition;

two-thirds viewed his drinking as sufficiently explained by the existence of

this self-perpetuating drive; and over half defined his urge toward alco-

hol as intrinsically compelling. This view of ''Williams II as a man dominated

by an uncontrollable craving reached its peak in the group who oalled him

physically ill. It dropped rather sharply in the groups who regarded him as

either a personality type or as a man tnth an illness sui generis, and was

at its lowest in the groups who called him mentally-ill, on the one hand,

and a defective character, on the other.

There were a nwnber of ways in l-lhich the group who called excessive

drinking mental illness and the group l-lho regarded it as faulty character

resembled one another. They were, for example, the two groups loTho least

often introduced predispositional elenents into their interpretations. They

were also the only two groups in which the predisposition l'laS more often

defined as compelling because of "vJllliams r II character than as compelling

because of its own intrinsic quality. Similarly, when they did use pre

dispositions in explaining alcoholism, they were least likely to regard

them as autonomous. They were, in fact, the only groups in which less than

a majority attributed "l,filliams'" drinking to an autonomous predisposition,

and they were the tloJ'O groups in which his drinking was most frequently

traced to his emotional or character difficulties.

The interpretation in terms of character defect differed fran the

mental illness version in only tloJ'O ways, aside from the basic difference in

diagnosis. The group who oalJ,.ed "Hilliams r" drinking a character defect
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was even more likely than those who called it mental illness to attribute
"

the compelling quality of his urge to drink to his weakness of character-

57 per cent of them called him weak or lacking in will-power as compared

vn.th 39 per cent of those who called him mentally-ill and still lower pro-

portions in the other groups. And, the leading character interpretation of

the emotional significance of his drinking was in terms of his irresponsi-

bility (mentioned by 17 per cent of those \vho called him a faulty character

and five per cent of those who called him mentally ill), while the mental

illness group often saw ''Williams'' as resorting to alcohol because of his

inability to face reality--16 per cent of them as compared with six per cent

of the group who classed him a faulty character mentioned this trend.

Jlt is apparent then, that the two groups differed in the extent to

which they regarded "Hilliams" as a person who was or ought to be fully

responsible for his actions and, therefore, to be judged in terms of his

behavior, with the group who called him a defective character most likely

to hold him morally accountable. 23 'What should not be lost sight of, how-

2
3
It should be pointed out that, while saying a person is a IlLo- good,

irresponsible bum" more clearly expressed disapproval than saying "he's es
oaping reality," there was nothing in the latter statement which precluded
equal disapproval of the person on that account.

ever, is that, in comparison with other possible wayaof classifying his

behavior, the category of mental illness came closest to the moral flavor

of the character approach and was almost as far fran the neutral image of

physical illness as character was. At least as far as alcoholism is con-

cerned, there was not altvays much difference between calling a person a

poor character and calling him mentally ill. In fact, "T,.Tilliams" was called

mentally ill because of his character defect almost as often as he was,

•

•

•

•
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called not mentally-ill because of it•

As has just been suggested, the question of whether o~ not the kind

of excessive drinking typified by ""Bill Williams" was to be classed as

mental illness revolved primarily around the logical status of lIweakness"

or lack of ''will-power.'' Of those who said he was mentally-ill, 28 per

cent explained that they· classified him this way because his behavior

exhibited weakness, self-indulgence or failure to exercise self-control,

and 24 per cent based their decision on the uncontrolled quality of his

behavior without so clearly stating or implying that he iolas or should be

able to control himself. No other reasons ..lere mentioned by as many as

ten per cent of the group except for the essentially factual comment that

prolonged use of alcohol could cause organic damage to the nervous system.

Quite similarly, however, the most frequently used reason for saying he was

not mentally-ill was the belief that his behavior typified weakness, self-

indulgence or failure to exercise self-control which the individual could

and should correct -himself. This line of reasoning iolas adopted by 16 per

cent of those who said he was not mentally-ill--a third of those who gave

classifiable reasons for their position_ (See Tables 27-28.) These con-

tradictory approaches to human weakness are exemplified by the following

comments, explaining why "Williams" was or was not considered to be

mentally-ill:

Mental illness: He has let it get the best of him. Instead
of trying to solve his own problems, he was taken to drink.

He says he won't do it, but he isn't strong enough to stick
by it.

It's a weakness, and don't you think any kind of weakness is
a mental illness?

He hasn't learned to control his will-power•

I think the lack of will-power and self-control is a-mental
weakness, for he knows within himself that it isn't good for
him and yet he goes on and drinks any way.
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Because he has absolutely no will-power to keep away from
liquor. (0) He must have a very weak mind. "

Not mental illness: A man that drinks could control himse1.f
if ·he wanted to.

That t s just lack of control of appetite.

It isn't, because he can control that, if he wants to--he
should be able to. (0) It doesn't seem to me it's mental
when he does it of his own free will and accord.

It's just a habit. He may be mentally weak, but not ill.

People say they are sick but I think it is just selfishness
on his part. He doesn't want to help himself.

He ain I t got no guts. (0) If he'd just make up his mind
'he Has going to quit, he could do it. I don't think menta1ly
ill people could just make up their minds to something and do
it.

Aside from this direct attention to the relation between self-control

and mental illness, there ;-lere two other considerations which entered into

the decision that ''Williams'' was not mentally-ill 1dth some frequency.

The first of these, cited by 13 per cent of. those who said he was not

mentally-ill or a quarter of those who gave classifiable reasons, was the

belief that "Williams' II problems were physical rather than mental. This

point of view ranged from a simple assertion that his behavior resulted

from alcohol (which is a physical substance) or from intoxication (which

is a physical state) to an assignment of tastes, appetites and even will-

power to the realm of the physical. This point of view was, again, counter-

balanced by the 12 per cent of those who said "vlilliams II was mentally-ill

who pointed out that alcohol, though a physical agent, could produce an

organic mental illness. For instance:

Mental illness: It depends on how far along it is; alcohol
can affect the brain.

Because he is an alcoholic. (0) He drinks too much and this
v10rks on his head. ( C) Drinking to excess affects the brain.
It works on the blood stream and poisons you in time.

•

•

•
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His excess drinking would cause a mental illness eventually.
(C) The alcohol can affect the mind•

"
It's the drink that-brings it on. They become alcoholics
and -mentally-ill. They have hallucinations and a:oe ill
physically and mentally from the drink.

He might drink enough to impair the brain. It can do that.

Not mental illness: It's the drug in his body. If he quit
drinking, he'd be better.

It's not a mental illness because it's mental while he's
drunk only. (C) He's not responsible for what he does
while drunk, but it leaves him right away when the alcohol
is out of' his systeI:..

He's ill, just a man who wants to drink like some people
want to eat, so they overeat. (C) There's nothing mental
about it; it's a physical craving.

Because I think it's just a habit or a physical craving like
wanting water.

He is just weak physically. Any man could break a habit if'
he wanted to •

Resisting temptation is more physical than mental.

Finally, some nine per cent of the people who did not regard "Williams"

as mentally-ill--a sixth of those who gave classifiable reasons--felt that

the absence of intellectual deterioration was proof that "Williams" was not

mentally-ill. This position usually entailed one or another of the preced-

ing lines of thought as well. That is, it generally involved recognition

that "Williams" sometimes "didn't know what he was doing," but only when

he was intoxicated rather than all the time; and, in concentrating on

cognitive impairment, people were, in essence, dealing with the question

of "V!illiams If' responsibility for his acts, but using a legal rather than

a moral approach. This criterion of mental illness was much the same as that

used by the large group of people who said "Williams" was mentally-ill because

he was out of control, but there was, of course, a sharp disagreement in
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interpreting the faots of the oase. Again, .peopJe speak for themselves:

Mental illness: No one in possession of their senses wOtlld
deliberately ruin their life like this.

When they're drinking, they'll do anything; they have no
control and don't know what they are doing.

A reasonable man wouldn't act like that.

Nobody in their right mind would keep on drinking like
this.

He's doing something that he knows isn't good for him, so
his brain can't be working right.

It's a mental illness to have to drink like that.

Not mental illness: He knows better if he tells his wife
about it. He's got sense enough to know he's doing l4I'Ong.

He's got sense enough to buy a drink when he wants it, and
sense enough to go back to work when he gets over it.

He's keen in mind and as alert as anybody, when he f s not
drinking.

There are times when he's perfectly normal and knows he's
doing wrong.

When he is sober, he thinks all right, or he wouldn't feel
sorry and beg his wife to forgive hL~.

He realizes what he is doing, and a mentally-ill person
wouldn't.

Although considerations like these usually led to the conclusion that

IlWilliams" was not mentally-ill, the minority who did perceive mental illness

took a quite serious view of it. Close to three-quarters of them (73 per

cent) said it was a serious mental illness, the highest proportion for any

of the six examples. (Table 15.) Their reasons for regarding alcoholism

as a serious mental illness stressed, primarily, its social consequences

and, secondarily, its implications for the life of the alcoholic.24 Thus,

24These were in addition the·usual comments about the need for treat
ment, the possibility of psychosis developing or the possible incurability
of "Williams' If condition. These were, generally, added to one or another u!
the major viewpoints, t-yith only 22 per cent mentioning reasons that did not
include them.

•

•

•
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well over half the group (59 per cent) mentioned social considerations,
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dangerous-to others or socially undesirable in other ways--crime, dependency

and the like. (Table 29.) Illustratively:

All the discomfort and things he is causing his family would
make it serious.

It's very serious to his family, affects their security.
He's on his way to becoming a public charge a"'1.d his family
a welfare case.

It's the suffering he is causing his fmnily.

It disrupts a wholesome f~nily life and is detrimental
to his childreno

The disregard for his family is serious.

If a man could drin.l{ and just let it affect himself, all
right; but any man who drinks hurts everybody he comes in
contact with, whether they love him or not.

He isn't living up to his duties to the community. Everyone
should contribute his share, and it's impossible to do this
under alcohol.

He could get into mischief and meanness. He could commit
crimes, murder, even.

Alcoholics sometimes lose their minds and threaten to kill.

Beyond the problems "\ulliams" tias creating for others, h2 per cent of

those who saloor his illness as serious were concerned about what he was

doing to himself. (Concern with both the social and individual aspects

was expressed by 26 per cent.) They spoke of him as engaged in destroying

himself socially, morally or physically:

He'll be a bum and be put in an asylum.

He'll get tiOrse and lay in the gutter. He's ruining
himself.

He's ruining his life and his family's. (C) He's losing
everything worth living for--self-respect, health, happi
ness, everfthing.
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It could reach a point where it wrecks his life. (C)
He could lose his job and end up ragged and hungry on
Skid Row.

He t11 soon be ruined physically; his body will be weakened,
and later his mind will be lost.

He'll get physically sick too; alcoholism is the fourth in
order of causes of death.

On the other side of the case, the minorit,y who did not regard his

mental illness as serious were thinking almost exclusively of the curability

of alcoholism. Most frequently mentioned as means of treatment were, first,

self-help and second, psychological assistance from lay persons around him-

family, friends, and so on.25 Here are vie~-1points on the treatJnent of

-------_._-. "------------
2'References to Alcoholics Anonymous were included in this category.

alcoholism:

There's nothing he can't cure by himself, if he wants to
see the facts straight.

He could control himself and leave it alone if he ~,yanted

to.

A little effort on his part, and he could overcome it,
and his wife could help him along too.

•

•
He just needs to join Alcoholics Anonymous.
stopped, if the man has any self control.

It can be.
If someone would talk to these people it Hould help.
They need someone to lean on.

He can be helped. (C) He needs competent medical or
mental health advice to get out of it.

Because the habit he has can be cured.

He's never done anything but drink, and this can be
cured ldth the proper aid.

As must be clear by now, ",.lilliams' 11 .alcoholism posed -to the American

public p~arily a moral problem. Close to half (48 per cent) of those who •

did not regard him as mentally-ill--and they were two-thirds of the group
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making any action rec ommendations in a non-mental illness oontext--took

the position that this was a problem which "Williams" oould and should

resolve for himself. (Table 31.) Next, but less than a third as often,

"Wil1iams'll difficulties were seen as posing a physical problem, even

though medical treatment was seldom mentioned. Quite consistently, self

help was also the leading treatment suggestion of people who called

lI\f.i.l1iams" mentally-ill, although only a minority of them spoke in terms

of treatment. (Table 32.) The treatment of mental illness by self-help

was mentioned even more frequently in connection 'inth the anxiety neurotic

and the obsessive-compulsive, but in no instance did it so far exceed

mentions of psychiatric help as in the case of "Bill ~villiams." And, as

the next example will make clear, these self-help suggestions 'toTere more

often intended to convey the simplicity of the problem and less often

to announce the kind of moral disapproval with which 'Bill Williams" "JaS

surrounded.

The Story of_~'George Brown"

"George Brown," it may be recalled, was described in terms of the

sJ7JTlptoms of moderate anxiety neurosis, as a man who was functioning rela

tively successfully in his career, but with excessive emotional costs mani

fested in "touchiness," chronic worry, "moodiness, I depression and insomnia.

Given this description, less than a fifth of the public regarded him as

mentally-ill, while just about half said there was nothine: at all wron~ vi th

him. (Table 12.) The minority who did perceive "Brown" as mentally-ill were

not inclined to take a serious view of his illness: one-third of them called

it serious, a proportion which was lower than for any of the three preceding

• examples and which was second-lowest of all six examples. To the extent
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that "Brown's" 1lJness was identified, it was perceived as non-psychotic

by about a ten to one ratio, and the major!ty of those who saw ~t as non

psychotic recognized it as their familiar syndrome of "nerves" or "nervous

ness" (Table 1,).

As with all the preceding examples, the leading alternative to re

garding "George Brown" as mentally-ill was to coneeiva of him as a person

ality type. Over 60 per cent of the public--some three-fourths of those

who did not regard him as mentally-ill--viewed him, essentially, in this

way, and--like the "quiet" girl, but unlike the alcoholic and paranoid-

depiction of his personality was seldom critical or disapproving. Where

"Brown" did not emerge as a personality type, he was about equally often

conceived of as having a nervous or physical illness, on the one hand, or as

responding to the circumstances in which he currently found himself, on the

other. As always, use of either of these alternatives to personality con

cepts meant that his emotional responses were being viewed as the inevitable,

expected human reactions to the physical or environmental stresses perceived

to be operating, rather than as individualized personality patterns.•

(Table 16.) And, as has thus far always been the case, there was., aside

from a greater emphasis on illness by those who saw his behavior as proble

matical, relatively little difference in the way the essentials of "Brown's"

story were categorized by those who saw "nothing wrong" with him and those

:iho saw some problem. (Table 17.)

In characterizing the man they were about to explain, people gener

ally began with a repetition of his key traits. So, the three leading

psychological trends mentioned in connection with "George Brownll were, as

shown in Table 19, that he was worried, fearful or anxious, cited by 43

per cent; tense, jumpy, restless, or unable to relax, mentioned by 20

•

•

•
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per cent, and irritable, excitable, sensitive or easily upset, mentioned

by 16 per cent. Similar in intent to establish a preliminary descriptive

statement of what was to be explained, though somewhat less frequently

used, were charaoterizations of "Brown" in tems of personality type.

Thus, 15 per cent called him "nervous" or a "nervous" type and 11 per cent

used other such type words, chief among which were tems like "worrier"

and "worrywart." Even less frequently, other elements from the description

which had been offered were reiterated: nine per cent referred to his

brooding and eight per cent to his being aggressive and difficult in tnter-

personal dealings. Here are some typical comments:

He just worries too much. People who are high strung like
that just naturally worry.

I wouldn't think there's a thing 101rong but his nerves. A
person in debt deep or depending on a crop deep to meet
expenses, there's a doubt there. A person can really get
s 10k over worry.

He's what my granddaddy would call a worrier; he keeps on
thinking and fretting over every little thing, and then,
from lack of rest, he snaps you back when you speak to him
and he flares up in a temper.

That man just has a quick, flashy temper. He simply can't
sleep, for he can't get his mind quiet from worry.

He's just worried. (C) He don't like for nobody to cross
his path. He gets worried and mad about it.

He's always looking for trouble and brooding or,..w9.rr.yjJng.over
things he can't rectify.

I'd think he was a nervous type. (C) He's temperamental,
flies off the handle; just a high-strung person with something
on his mind.

He's a chronic worrier. (C) He's afraid, and that could be
the reason for his grouchiness and being ill-tempered.'

As some of the preceding illustrations suggest, these descriptive

elements, which together make up a typical anxiety syndrome, were sometimes
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called upon to explain one another. In a somewhat related fashion, a

number of psychological interpretations were introduced to explain the

significance of "George Brown's" behavior, although interpretation was,

generally, less frequent than pure description. Chief among these psy

chological interpretations was that of insecurity or lack of self-

confidence. About 12 per cent discussed ''Brown'' in these terms J account-

ing for his symptoms as expressions of underlYing insecurity, which, about

a sixth of the time, was identified as an inferiority complex. For instance:

An inferiority complex, brought on by an insecure feeling.

He probably thinks he's not good enough or can't quite
live up to his job. He hasn't enough confidence in him
self.

Maybe he is not sure of what he is doing, not sure of his
own ability. If he was sure of himself and mew he was
right, he wouldn't worry.

Some feeling of insecurity. (0) He may worry about the
possibility of losing his job and is always on the defensive
about it. (C) He probably comes in contact with those he
feels inferior to and is attempting to build up a sense of
being more important than he actually is.

Or, in descending frequency, his behavior might be viewed as an expression

of disappointment, dissatisfaction or frustration; as demonstrating his

egocentricity, selfishness or overly-demanding attitude toward life; as

indicative of lack of perspective on himself or oil life; as weakness

or self-indulgence; or as a manifestation of guilt or self-condemnation.

Here is the way such ideas were put:

Frustration: Possibly he isn't quite contented either
in his business life or his personal life.

It's just some ;frustration. (0) He's misplaced in
his environment, and he is not interested or else not
in the right job.

(S) He's growing old ungracefully. (p) He's probably
·'worried about the future, feels he's growing old, dis
satisfied about the past, anxiety about the future.

•

•

•
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Egocentricity= He has not been able to adjust himself' properly.
(C) He was probably spoiled as a child and, for this reason,
he can't look at l1£e realistically. He was spoiled, and had
everything as a child. So, whenever he doesn't get everything
just as he wants it, he can't understand it and doesn't know
how to adjust himself to unpleasant situations.

I would say he is selfish and mean and thinks no one can be
right but him.

I'd say he's a self-centered egotist, one who believes he's
the only "Big I, It and everything must go his way or else.

Lack of per~ective: He has a bad outlook on life, can't ever
see good in anything. (o) He just naturally likes to fret
and worry, that's all.

He just takes things too seriously. (C) He lives too much
in the future. He has a blue print and if he isn't able to
follow it, he is worried about it. He should just take life
as it comes.

He is a little off-balance to let his' thinking be so one-sided
and worry so much. He just seems to look fer tb3 dark side of
life•

Self-indulgence: He's just the 'toJorrying type who makes a habit
of it and doesn't try to quit.

(8) He's just bad tempered. He isn't agreeable to people.
(p) Maybe he doesn't get along good with his 'toMe, and he's
j'bst letting it make him mean. He's got so he feels sorry
for himself' and lays awake thinking how bad off he is. (0)
He hasn't got any will-pOloJer or he'd straighten out what l-JaB

bothering him.

He only lets his imagination run away Hith himself. If they
don I t have trouble, they imagine they do. (C) I don't think
an~rthing has happened. He just don't try to control his think
ing or thoughts.

Guilt: Maybe he feels bad after he loses his temper and wishes
~hadn't.

He is guilty of something or he thinks he did something very
wrong a lot of years ago, and now he cannot shake it from his
sub-conscious mind for he has harbored it in his inner thoughts
so long now.

He has something on his mind to make him act like that. He
may' have coromitted a crime previously, and now his conscience
won't let him rest.



-90-

As presented in Tables 113 and 21, some 91 fi;r cent of the I:ublic

described or interpreted "George Brown," and· over ninety per cent of thGm

did so in terms of the psychological trends which have just been outlined•.

It is also apparent in Table 21 that there was a high degree of agreement

about "Brown's" psychologioal makeup between those lmo saw him as ment8~ly-

ill and those who discerned nothing wrong with him. While the psychological

trends of anxiety, insecurity and brooding were mentioned by the group who

perceived him as mentally-ill with statistically-significantly higher fre-

quencies than they were by those who regarded him as non-problematical, these

differences were relatively small. For the eight other leading trends shown

in Table 21, there were no significant differences between groups, and all

of the eleven most frequently-mentioned psychological categories had about

•

the same rank order in each group, regardless of the general way in which

"Brown's" behavior was classified. Once again, then, the final classifi- •

cation assigned to "Brown" and his problems had relatively little to do

with the psychological terms in which he was perceived.

Like "Bill Williams," discussion of "George Brown II was rather fre-

quently dropped at this point: 40 per cent did not go on to talk of the

causes of his behavior in non-psychological terms • Within this group l4ere

three per cent who could say nothing at all about "Brown'b" behpvior, 21

per cent who made no reference to the causes of the ps,ychological trends

they described, and nine per cent who assigned causal significance to his·

personality or willed acts. Where causal discussion was carried beyond

this point, it was almost entirely limited to factors operating in his pres-

ent life or his i.mrnediate past, just as it had been ldth the other two male

adults, "Frank Jones" and "Bil11villiams." As shown in Table 25, for every
• 1

person who referred only to factors in his childhood in aocounting for •
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..
"George Brown," there were four who spoke only of his adult life. And,

consistently with the other men, these immediate kinds of factors dorni-

nated explanations, whether of mental illness, nervous illness, or per-

sona1ity• (Table 26.)

Aside from the 15 per cent (close to a quarter of those who dis

cussed classifiable causes for IIGeorge Brown") who explained him either

as a constitutional type or as a man paYing the price of his own wrong-

doings, "Brown" was lJrimarily viewed as a product of environmental stress

and strain (Table 22.) Well over half of those who talked about causes at

all turned to the theme of "money troubles," "job troubles, II and "family

troubles" as the sources of' his behavior. For instance:

Maybe he has troubles at horne. (C) ·forriment--marital
troubles and a lot of bills.

Maybe he doesn't like the men he works with. ( C) Maybe
they pick on him, maybe they're jealous of him. (p) Maybe
his job is too big for him, and he can't do as well as he'd
like, and he may be afraid he'll lose it.

Possibly he is~'t quite contented either in his business life
or personal lue. (C) Possibly he has financial wOI""!'ies.

It sounds like he's overworked or his job is too big for him.
( C) I would think his condition was all caused from trying
to hold down a job that is too big for him. It would cau.se
all these symptoms and make h~m lose his temper quickly.

He probably has a monotonous job that's aggravating, and he
probably doesn't have enough money. (p) His financial
troubles are probably the main thing, or the situation in
the country--unemployment, war, and so on--cou1d worry him.

Haybe his wife is all-1ays telling him he could do better.
Perhaps, ordinarily, he'd be satisfied, but she makes him
worry that he isn't doing better.

Coffee nerves, or maybe he drinks, too. (p) A wife th~t

nags, or neighbors might borrow his tools and not return
the.m. Anything, any aggravation can make a man like that.
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At Borne time o:r another he has made a big mistake in his job
and got fired or something. It worries him because he is
afraid he will do something wrong again •

.He could have had somebody do something bad--like beat him
out of sometr..ing, made him lose his job, and he is still
looking for it to happen all over again.

He probably had a very poor home as a child, probably not
enough clothes or food. He worries that his children will
go through the same trials as he did.

Could be he had so little when he was a child that he can't
be satisfied with what he has now. (C) He can't rest at
night because of his finances I afraid he'll lose what little
he has and be like he was when he was small.

It is apparent, in these illustrative comments, that environmental

pressures like these v1ere conceived of in three rather distinct vmys:

"Brown" was simply reacting momentarily in a typical human fashion to an

inn"1ediately frustrating or uncomfortable situation; he had come to be a

psychological type (who IlIight or might not be mentally-ill) chronically

and characteristically given to such reactions because of the endemic

tensions of modern life, the persistent or acute forms of stress which

he had experienced, and the like; or he had "broken" under the strains

and become mentally or nervously ill. Because the significance of en-

vironmental factors can be conceived of in these varying ways, they were

employed to explain "Brown~' when :he ,.vas perceived as non-problematic,

about as frequently as when he 1>1aS perceived as mentally-ill, and led

equally well to the conclusion that he Has a personality type or that

he had a nervous illness. (See T~bles 23-24.)

Physical stresses end strains ,.Jere the next most frequent causes

introduced into the discussion of "George Brown." These were touched on

by some 18 per cent of the public and were, in essence, not particularly

different from the point of view implied by the environmental approach...
In fact, physical stresses were frequently employed in combination with

•

•

•



• environmentai stresses. and differed from th~m primarily in introduoing
, ..

the idea of an organic process by meanS of t-th:t.ch extcrriAl pressures

affected the individual. For these people, "George Brot-.'Ji,i was overliorked,

tired, rundown or ill, a physical condition which either resulted from

realistic pressures and problems or diminished his ability to cope with

them equably. They said:

(51 He's got ulcers, but I wouldn't say there was
mental about it. (C) It's a physical Heakness.
sib1y his work is too exacting, and he hasn't the
ability to stand up under the strain.

anything
(C) Pos
physical

•

•

He might be working too hard and don't rest enough, or he
may not get enough sleep. That always makes people nervous
and on edge.

Maybe he overworked himself. (C) I would say that possibly
he Tt1as physically exhausted to the point where he Has very
nervous.

(s) I'd think he was a nervous type. (C) I guess it's
because he feels bad. Lots of times people are just sick
and il1-temr-ered with everyone, but I just couldn't say.
( C) A lot of people can get this l'1ay over debts and finan
cial troubles.

Probably working too hard. (C) He's tired, that's about
all that's wrong with him. (C) \-Jhen you're tired and worn
out, you lose your temper and your patience.

It could be the condition of his health--if they're not in
good health and ailing.

He could have some kind of disease. (C) Most any kind of
disease--high blood pressure can keep you from sleeping and
high-tempered all the time.

As was generally the case, the use of organic factors in explaining

"George Brown" tended to lead to the conclusion that he was ill J in some

fashion, except when the physical state was regarded as too minor or too

transient to justify the term, illness. These liere, of course, the 1ead-

ing caus~~ advanced by peop1e who regarded "Brown" as physically-ill. But,

they were also cited disproportionately in the context of nervous illness,
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the major contrast between mental illness and nervous illness being the

relative prominence given to these diffuse organic processes (as distinct

from brain and nervous system damage) in the latter.

Only one other line of causal speculation appeared with any promi-

nence in people's discussion of ''Brown.'' This was the area of psycho-

dynamic relationships, referred to by II per cent--exactly the sarne pro

portion as had spoken in these terms aboo t the other male adult examples.25

-------
25The low frequency with which direct, equivalent conditioning was

employed in explanation of "George Brown" is entirely attributable to the
fact that no special categories of interpersonal relationships were defined
as this kind of conditioning for him. The essential ingredient of this
lirnited conditioning theory is, of course, that symptoms, in the concrete
form in which they l-rere presented, have a one-to-one correspondence with
their causes , without the intervention of any symbolism or interpretation
of the psychological significance of the behavioral manifestations. Since
"Brown's" symptoms It-1ere primarily presented as a diffused, generalized
anxiety, it was difficult, if not impossible, to single out direct con
ditioning events of specific symptoms. For instance, even a recognition
that "Brown's" irritability, tension, etc. was tl.n expression of aTUCiety
or insecurity meant that a conditioning theory of causation, if used, would
be accounting for the anxiety or insecurity and would not have the direct,
equivalent quality that He have singled out. In the case of "George Brown, It

environmental determinism, especially where difficulties in his present
job were traced to past job difficulties, approximated the basic character
istic of direct, equivalent conditioning, but it was not so classified be
cause of the difficulty of discriminating its use as special conditioning
theory from its use as more diffuse environmental stress.

As Has previously the case, the psychodynamics of "George Brown' stl character

clustered about the two poles of overindulgence and lack of moral development,

on the one hand, and deprivation, rejection and repression, on the other.

Like the alcoholic, but unlike the two psychotics, "Brown" was somewhat

more often viewed as a failure in moral discipline and development than

as a viotim of harsh emotional demands. For this reason, psychodynamics were

mentioned in a context of disapproval of flBrolm" as a character type relatively
.'

more frequently than they were employed Inth either neutral personality

•

•

•
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evaluation or explanation of mental illness. The points of view on

"Brown's" parental relationships are exemplified by these comnents:

Over-indul~ence: lll]hen he ~las younger, he had a doting mother
who made him feel superior to other children his age.

He is characteristic of a spoiled person who was not taught
to think of other people.

He's probably used to having his ~-m way all the time and
doesn't like it if he doe sn 't get ut, (C) He probably had
his own way at horne, when a child.

He was probably an only child, and his parents spoiled him
and let him have his way, didn't teach him how to "live and
let live" and get along with people.

Probably that, has been in his training when he was smaller,
when they didn't try to control his temper. When he would
tear things up, they didn't show him where he was l-Jrong.

Over-thwarting: His could have started as a child. His family
- relations were unhappy at home, where maybe a stePI='a~en1i

disapproved of him. He tried hard, but he couldn't please
his parents, so he began to worry about it, and, gradually,
it shifted to his job and other things, as he grew up. He
still expects criticism, so he is irritable with people.

From childhood, I believe it would be the cause of a person
acting this way. (C) 1"'ell, a broken horTle, or harsh parents,
or maybe they just didn't show the proper amount of love and
affection--this would cause him to have an insecure feeling.

Haybe his background has a lot to do ~ri.th it. (C) Maybe
when he was grOt-ling up, his parents didn't have confidence
in him, and possibly they did things that he thought l-lere
an injustice to him. (C) Maybe they lied to him and
promised him things and didn't keep their promises.

In a 1'-lay that must be familiar by now, lie must tnrn less to psychologi-

cal perceptions of "Brown' sl! problems and the ~auses adduced for them than to

underlying rationales, in order to account for the infrequency with which

he was krmed mentally-ill. That is to say, as was generally the case, there

was more similarity than difference in the 1vay "Brown" was percei.ved and

accounted for, whether he lvas called mentally-ill, problematic or non-proble-
"

matic, so that general conceptions of mental illness assumed greater relevance
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for the determination of the nature of his problems than did variations in

the way these problems were conoeived of.

From Table 27, it is clear tha.t "Brown, II like the schizophrenic girl,

was an instance where the primary consideration in arriving at a conclusion

that he ''laS mentally-ill was the deviancy with which he perceived and re

sponded to the world and himself. For L2 per cent of those l-lho said he was

mentally-ill--exactly half of those who gave classifiable explanations, it

was the distorted quality of his perception of reality and the inappropriate

quality of his emotional responses that were uppermost in their thinking.

These people were thinking, of course, of his anxiety and .unhappy outlook

on life. As they put it:

(8) 1\~ll, because he has a more or less self-conscious
attitude toward himself. (C) That's about all I can say-
self-pity and anybody that crosses him brings on his anger.

He's frustrated and certainly isn't happy, worrying about him
self all the time.

Because he shouldn't be touchy about little things, since he
has a good job and doesn't have to Horry about tomorrow.

Because r.e' s always looking for trouble and brooding or worry
ing over things he cannot rectify.

Well, when someone acts like that--all bothered about little
things--he's just not right.

Excessive worry is a sign of mental disorder.

He worries when there's nothing to worry about.

He worries about everything. (~) People Hho are all right
don't worry about everything.

A secondary consideration leading to the conclusion that "Brrnro" was

mentally-ill was the feeling that emotional responses of this order belonged

to the realm of the mental--either the emotional tur:,loil caused rrental illness

because the l.ocus of the conflict was tte'imind, or no more substantial causes

•

•

•
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could be produced to aooount fdr- the behavior. This approach, used by about

• a quarter of those who explained why he was mentally-ill, is typified by

these remarks:

Mental illness is brought on by worry.

The worry and not sleeping is bound to affeot his mind. It puts
him under a strain,and your mind can't stand that.

That business of worrying--and apparently, about nothing--is defi
nitely making his mind siok.

Beoause his moodiness and touchiness is coming from an attitude of
mind.

Simply because the cause ofit is a mental condition not a physical
one.

Spmething must have gone wrong with his mind. (C) T<lell if he ain't
hurt or sick, it must be mental trouble to make him act this way.

Finally, much smaller groups considered his weakness of charaoter, the

uncontrolled quality of his behavior, his impaired ability to function effi-

• ciently and the general deviancy of his behavior from other people's in con

cluding that "Brown" was mentally-ill:

Weakness: It's a mental case because it's mental 101eakness. If he
was strong, 1'2' d be able to stop worrying about trifling things.
Any normal person should be able to erase experiences of the past
and have an open mind for the future.

Laok of oontrol: He acts like he don't have good sense, worrying
--an. the time and not sleeping at night. He don't have much con

trol over his thinking.

Impaired functioning: He can't rest, he worries all the time, so
he's tired and cross and can't do his work right or enjoy life.

Devianoy: He is acting like an abnonnal person. (C) Most people
aren't like him.

All of these were, however, minority opinions, sinoe less than a fifth

of the public regarded "Brown's" reactions as an instance of mental illness.

In contrast, five main lines of reasoning supported the majority's conclusion

• that he was not mentally-ill. (See Table 28.) Most frequent of these was a
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denial or the deviancy of "Brown's" behavior by about two-fifths of those

who gave classifiable reasons for their decision that he was not mentally-

ill. This argument generally took the form of asserting that "Brown's"

emotional problems were common, if not unusual, among people today and,

by this very frequency could not be classed as mental illness. Less often,

there was positive approval of "Brown's" personality trends. "Brown's"

description had, of course, been intended to suggest "the neurotic person

alityof our times,,,26 and these people were, in effect, saying that the

--,......------_.- .', _.. _._-
26Karen Horney, The Neurotic Personality o~ Our_ Tirne~. New York:"r. W. Norton and Company, 1937.

---------_.__._----------
characteristic, modern neurosis lias too much the nonn of the culture to be

considered illness:

Most of us are like him.

It's natural to worry when things don't go right. One wouldn't
be natural, if they didn't. (C) All of us have these little
disturbances.

It's just the general run of the public to WOITy.

If everyone like this were mentally-ill, a great many would
be ill.

I don't think that's a mental illness; he's just an ordinary
guy to me. (C) I jtst think anybody would act like that
when they're nervous and tired.

We all worry to some extent, and, as far as snapping back at
people, a guy has to have a certain amount of snap to get
along.

He is a very honest, conscientious type, or he wouldn't worry.

To me, if he was mentally sick he would do more extreme things.

Each of the four other main lines of thought were used by about a

fifth of those l<Jho gave classifiable reasons for saying he was not mentally

ill. In one" version, "Brown ll was regarded as responsible for his own diffi-

culties or, at least, capable of remedying them himself, and, therefore,

•
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not mentall~-U1. In an opposed sOhool of thought, the causes of flBrown's"

behavior were outside his control, and he l-laS, therefore, not mentally-ill.

There was sometimes tm implioation that "Brown's" behavior was reasonable

under the circumstances; sometimes, that it would vanish when the causes

ceased to operate; and sometimes, that he was not to be held responsible

for his reactions. These two opposed views of the relation of the nature

of oauses of behavior to its status as mental illness are typified by

these comments:

Responsibility: He just don't try to overcome his shortcomings
and try to get along t-nth people. There is nothing wrong with
him that he couldn't correct by himself, by using a little
willpower.

He should help himself by clearing. his conscience. He will
never be happy until his conscience is clear. (C) He should
go to some good friend--one he could trust--or a confessor
and tell what he has on his mind.

He needs to take an interest in others and not think about
himself.

Because he knows what's wrong 'tnth him and he knows what
to do about it. He doesn't, need a doctor, and that wouldn't
he;Lp him.

Lack of responsib-t Iity: I think he is sick physically, and
that gives him a gloomy outlook.

People have off...moments when they're irritable and out of
sorts and say "what's the use of going on." The next day
they feel different. (C) It's your physical condition
lots of times. He could have heartburn or indigestion.

He seems like a common, ordinary person. (C) He'd be
O.K. if things straightened out for him.

It d call that a domestic illness. (C) It comes from his
family life.

Because I believe he could have been helped when he was a
child.

Another point of view stressed only the ease with which "Brown"

could secure relief from his symptoms, without concerning 1tself tonth
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the original causes of or final responsibility for his behavior:

He isn't mentally-ill; he needs a doctor, but a medical
doctor. .

Proper rest and food could stop his touchiness and insomnia.

A doctor could probably help him, but probably anybody who
sat down and talked to him could, to'O. (C) Anyone that he
likes--a brother, a friend.

He jUst needs someone to bolster his courage.

Finally, people noted that he l-1aS able to function adequately or

even successfully with no noticeable intellectual impairment a~d no danger

to societyt

He wouldn't be able to hold his job if he were mentally
ill.

He''s able to get along in his work.

He's only dissatisfied; he can function as a normal person
in society; he doesn't break the laws or get violent, or
anything.

Mental people usually are completely blank and can't carrJ
on like normal people. With him, his mind's all right; he
just isn' t sure of himself.

Considerations much the same as those which led to the conclusion

that "Br01ID" was not mentally-ill also influenced the majority of those

who called him mentally-ill to regard his mental illness as not very

serious. (Table 30.) The emphases differed, of course, the major reason

for saying a mental illness was not serious being, as usual, the ease with

which it could be corrected--by himself, by psychiatry, by amateur associ-

ates and so on-or even the lack of any necessity for treating it. Beyond

treatment, however, people decided that "Brown" !"ras not a danger to others,

that his everyday perforrnar.ce was not seriously impaired, and that his

symptoms were commonplace. The smaller group who took "Brown's" mental
"

illness seriously essentially contradicted these assertions: "Brol-m II was

•

•

•
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or might become dangerous to others and was, already something of a nui

sanoe to them; his health and life were or might be seriously affected;

his illness might develop into p5,1chosis or something else not so oommon

and not so easy to cure~ (See Table 29.) The discussion went like this:

Treatment

Not serious: He oan snap himself out of that.

He oould stop that worrying, if he'd get hold of himself.

All he needs is to get some hobbies.

He could be helped by a psyohiatrist or by analyzing his
own self or a friend might be able ro make him see his
faults.

A good psychiatrist would straighten him out in a very
short time.

An intelligent friend or wife oould talk to him and make
him snap out of it.

He'd smarten up fast if people didn' t give him his own
way a oouple of times.

If he'd slow down and not work so hard, he'd be o. K.

A lot of it is his nerves. ·(C) He just may need rest
ar,d a change of scenery--get away from it all for a Tr1hile.

He'll get over it as soon as he gets work that is suited
to him; or whatever it is tha t is bothering him, adjust
that.

It's something that could be worked out, but danmed if
I know how.

It can be corrected before it gets serious. (C) It's
nothing that treatment wouldn't help.

Serious: It may lead to something worse if not tended to.
(C) He can be pacified by apologies and humoring him.

It could become very serious if something isn't done to
correct his condition.

A man in that condition sure needs to see his doctor.
.1

If he doesn't get better soo~, he'd get to a stage where
he never lrJould.
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Social Implications

lot ao~tous: At this point, he doesn It seem to be the type
that would kill.

He isn't violent, so he isn't serious in his mental dis
turbance.

Not too much so, because his anti-social actions are mild.
(0) He won't worry other people in a big I'laY.

Serious: Irlell, when he is in one of these grouchy, ill
tempered loTays, he might hurt someone.

People like him are dangerous sometimes.

Well, I say it's serious because I find that 1,vhen you lose
sleep you don't give the people you work for a good day's
work.

He makes it rough for everyone he crnnes in contact with-
at work and at home, too, I'll bet.

Personal Impli~~~~~~

Not serious: It doesn't bother him doing his job well, and
he must get along with people somehow.

He's able to work and go on and do things he should do.
If he had much of a mental disease, he couldn't do that.

Serious: He could even provoke someone so much that they'd
hurt him.

Hot temper is dangerous because it may cause death at any
time from heart or high blood pressure.

From all this mental sickness and worry, he might get
stomach ulcers.

If a man can't sleep and can't get along with people, his
life is going to be miserable.

1r/ell, he' s··suffering. (C) He's l,wrried and unhappy and
not enjoying life.

He'll lose his friends and, maybe, his job, too, if he's
always nasty like that.

Mildness

Not serious: Lots of people have that same condition.

•
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His reactions aren't too different from other people's •

He can go on this 1'/ay for years and never become any
l-10rSe, or, in time, it may even straighten itself out.

I think it might cure itself; he might completely change.
He might get a different outlook on things in a short
time.

Serious: At the rate he's going, it will drive him com
-pletely insane.

He'll be completely insane, if he keeps on like that.

He could crack up completely.

I believe that any type of mental illness is serious and
Jl!8Y develop into sanething like insanity soon•
.~

If he doesn't stop worrying about himself all the time,
he will become so absorbed in himself that he couldn't
grasp things or ideas for future life.

Because it will get bigger. Things like that all.vays do.
(e) It could be the beginning of a nervous breakdown.

If it isn't stopped, it could gr01'11 on him. Those things
do grm'l1 on people.

The general tenor of popular approaches to "Brown" was not overly

concerned. Among the majority who did not perceive mental illness in his

difficulties, people were almost as likely to assert or imply that no

counteraction was needed as they were to suggest the kinds of actions

needed. (Table 31.) Insofar as people did see "Brm-m" as an action problem

other than mental illness, they regarded it, first, as a practical problem

which could be remedied by altaring the unpleasant job, financial or home

conditions that were creating his symptoms; second, as a moral problem to

be remedied by "Brown's" altering his Olm attitudes or exercising self-

control; and, third, as a minor physical condition to be cleared up by

rest, change of diet and the like.

This,. tendency to minimize "Brown's" problems was in sharp contrast

to public concern over the violence of "Frank Jones" and the alooholism of
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"Bill lolilliarns J" for both of whom recomnendations for action fat" out-

stripped denials that counteraction vIas needed. "BrOtm" seemed more of

a problem to the public than did the quiet withdra:'lal of "Betty Smith,"

orJ as we shall see, the preoccllpations of "Har;v lNhite," both of whom

were treated as not yet quite adult. "Brown," on the other hand, T~as a

mature, responsible, married man, but his behavior was not acutely anti-

social and was J therefore J not a public problem. Unlike "Brm'l"1," the

behavior of the other two men and the delinquencies of a boy like "Bobby

Grey," to whose problems we now turn, posed obvious social threats and

were not to be glossed over.

~ Story of "Bobby Grey"

With "Bobby Grey," we turn again to popular approaches to anti-

social behavior--this time, to stealing, truancy and other disciplinary

problems in the behavior of a twelve year-old boy, in eontrast to "Frank

Jones' " violence and "Bill Williams' " alcoholism and family neglect.

This conduct disturbance was seldom defiDed as mental illness, although,

when it Has, people generally took a serious view of it. "Bobby Grey1s"

mental illness was the only one in addition to the illnesses of the two

adult males whose behavior had serious social consequences that was deemed

serious by a majority of those who defined it as mental illness; and, as

with "Jones" and II'williams," it was called serious just because of its

socia~ implications. But, only one person in seven defined "Bobby" as

mentally-ill, while about half (49 per cent) said there was "nothing

wrong" with him and 37 per cent found something other than mental illness

wrong. (Tables 12 and 15.)

Despite disagreement about whether or l10t "Bobby'slt heba:vior was
•1

•

•
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problematical, the two groups who did not view him as mentally-Ul were

fairly well agreed in the large as to the category of h~An behavior

to which they assigned him. Roughly two-thirds of those who did not

call him mentally-ill regarded him as an instance of personality or

character, with about one-third using morally-censoring formulations

and two-thirds characterizing him more neutrally. This division placed

"Bobby" second only to the alcoholic in the extent to 11l'hich his behavior

was disapproved of. The major alternative formulation of "Bobby Grey' a"

problems saw him as responding to his iITnnediate circumstances, the impli-

cation being that his behavior \Vas entirely situational1y-bo1:::1.d and

would automatically alter if the precipitating circumstances were altered.

But even here, roughly a fourth deplo!'ed his respanse. In addition, there

were four per ce1'lt who sal:~ "Bobby's" behavior as a normal stage of deve1op-

ment through which all children or, at least, all boys passed. (See Tables

16 and 17.)

In line with this tendency to define "Bobby's" behavior as actually

or potentially transient--an approach that was used more frequently with

him than with any of the other examples, popular interpretations of "Bobby"

incorporated psychological eleme~ts less often than in nr.y other case.

(Table 18.) And, where psychological depictions Here made, there was

less agreement about "Bobby's" main trends than for any of the other

examp1es.27 As may be seen in Table 19, 2::> per cent characterized him

---------
27part of this low frequency is attributable to the fact that

"Bobby" was the one instance in which the description read to the respond
ent did not, itself, contain psychological elements. In the other ex
amples, the categories of description with highest frequencies were gener
ally rephrasings of the description which had been given•

.'"""'''''''I''''''I!j\,,",u''''l.\..".,1111"1'"....,.".",.:;..!-......'.,.,.'1-'....'.",."'--_·- "T"I'!"l'1I""T"'1-....-~ _---...,...·T· ,.-__· _

in terms of speoific fears or motives, chief among which were a craving
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or desire for the things he stole, a craving for excitement or love of

adventure and a fear of punishment motivating his lying. (See Table 21.)

l'Tineteen per cent described general trends which, essentially, character-

ized his behavior in terms of a "blaming-excusing" dimension, with six

per cent defining him as delinquent or evil, seven per cent, as bad or

naughty; three per cent, as lively or mischievous; and three per cent as

experimenting or reality-testing.

Beyond these rather special approaches, 13 per cent saw "Bobby's"

behavior as motivated by a desire to attract attention to himself or to

impress his contemporaries; six per cent, by his resentment or rebellion

against others a...nd a desire to retaliate; and four per cent, by egocentric-

ity. LoW as these frequencies are, they l-1ere, nevertheless, the categories

most frequently applied to "Bobby." Here are some concrete examples:

Attention-seeking: He's just shovdng off. (C) It's just
natural for boys like that to show off. (C) If some
older boys dared him to do something, he'd think he was
a coward, if he didn't do it.

He wants to be the leader of the gang of kids he plays
~'lith, so this is one way to impress them.

They sometimes figure it's one way to get attention.
(C) He wants attention, so he does these things to
be a big fellow.

He knows he gets attention when he does these mean
things, and I think that's why he does them.

Desire for things: He lvants things that maybe he's
denied, so he gets them anyhow.

A desire to have things he hasn't got; that's all
it is.

It's all from wanting things he can't have. (C)
He sees the other kids have them and he wants them
too, so he just takes them.

.'

•

•

•
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Desire for excitement: He's just got a thirst to do
those things, for the excitement that's in them.

I think it's a damn-fool kid doing a smart-aleck
stunt and getting a kick out of getting away with
it.

Maybe the kid just started to look for excitement
and that's one vlay to find it. He wants thrills
and gets it from stealing.

Fear of punishment: 1.\Te11, his lying, that's because
"rhen he told""'"tIi'e truth they probably gave it to him.
The easiest way out was· to lie.

Maybe he lies because he's afraid he's going to be
punished.

He lies because it is easier to lie than to explain
't-1hy he did this or that. He fears his parents.

Retalia.tion: His elders never praised him when he did
good things, so now he might want to ShO'to1 them that
he can do bad things.

They're probably treating him like a baby, so he's
become defiant.

He's fighting back against something, getting even
'tdth them. He resents them, and doing these bad
things would be his outlet for resentment.

Egocentricity: He's spoiled; he knO't<TS he isn't going to
be punished, so he does as he pleases.

He's spoiled and just wants his own way about everything.

He's always been spoiled, given everything he wanted,
and can't see why it should be any different.

Blaming-excusing: It seems to me he's a pure degenerate.

He's a criminal type, even at his age. (C) He thinks
he can ontfigure the law.

He's one of those bad types that don't want to do any
good.

lihy, he's just like all the kids around here--bad
devils.

(S). It's just meanness. (C) NQthing llappened to
cause that; it's just the mean kid in him.
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He's just mischievous, acting like any child, always up
to something.

At that age, they try to be smart and see what they can
get away with.

All kids, good or bad, tr,y anything once just for the
experiment and, if not corrected, keep on doing it.

These psychological depictions of "Bobby" varIed only slightly

among the three groups who classified him as mentally-ill, problematic

or non-problematic, with the exception that the extreme view of him as

delinquent or evil was most concentrated in the group who diagnosed mental

illness, while the less extreme degree of blame and, particularly, the

justifying or ~cusing characterizations were more frequent in the group

who saw him as non-problematic. (Table 21.)

But, if attempts to characterize I!Bobbyll psychologically were rela-

tively infrequent and diverse, causal explanation of his behavior was the

opposite. IlBobby'sn behavior was explained by 86 per cent of the public,

a higher proportion than that for any of the other examples, and these

explanations concentrated on a relatively small number of causal patterns.

(Table 22.) Since IlBobby" was presented as a child, it is to be expected

that discussion of the causes of his behavior centered primarily around

his relations with his parents. Two-thirds of the public talked about the

methods that had been or were being used in rearing him, while only 19 per

cent explained IlBobby" without refe renee to parental practices. (Fourteen

per cent did not offer causal explanations.) These parental errors in child-

rearing can, as usual, be divided, on the one hand, into the overly-depriving

and the overly-indulgent, and, on the other, into those which employed the

logic of direct equivalent conditioning and those Hhich Here more broadly

• 1
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•
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based.28

28For '1Bobby Grey," the follotor.1.ng additionaL categories, sholo.n
under interpersonal relationships in Table 22, were classified as direct,
equivalent conditioning: "Others failed to provide sufficient spending
money"; "Others failed to provide other material t:1ings needed"; Others
failed to teach moral standards, inculcate or develop character"; i'Cthers
failed to exercise discipline, control, supervision~lI All other inter
pers anal categories vIere assigned to psychodynamics, inth the exception
of the following categories, assigned to external drcumstances: "Others
(idth whom person compared himself) were or appear~d to be superior,
better off"; "Relationships with loved ones have been involuntarily dis
rupted, te~inated"; "Relationsb3.ps with others VIere lacking, absent."

Most frequently mentioned as a parental error 'toIas their apparent

failure to exercise sufficient s;upervision and discipline over "Bobby's"

activities. Among people who referred to the area of parent-child re-

lationships, 32 per cent said things lil~e:

Failure of the parents to punish for the wrong things he
does.

Maybe from a small child the parents never did check be
hind him and see to him doing the things they told him to
do.

He hasn't been corrected about these things soon enough.
His parents evidently have not taken enough time checking
his actions and 't'1hereabouts.

His mother and father are too loose with hj~, so he's act
ing smart in front of his friends. (C) They haven't got
the power to make him mind, and that's their fault.

A lot of that comes from the parents' not making them mind.
They're not taking an interest in their children.

It's habit-fonning-, and his home atmosphere could not have
been too l"ell supervised or they would have known that at
a younger age. (C) He never Iearned to obey as a child.

Quite consistent with this approach were 18 per cent who felt that

"Bobby's" parents had neglected his moral training, failed to teach him

that lying' and stealing ~re improper. They said:
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He was brought up wrong. (C) His parents, when they
caught him in his first lie, did not explain that he
shouldn't steal or lie.

He's been negleted by his parents. (C) His parents
haven't set the right path for him to walk. They've
just let him alone, and he's growing up to be a rogue.

His parents are responsible for his actions; they have
probably been too busy with something else to give this
child the amount of training he should have had. (C)
He's ~rowing up not knowing right from wrong.

Maybe it's the home again. (C) Something lacking in
the teaching of responsibility and the teaching of what's
right and what's wrong.

These two categories together--the failure to teach moral standards and the

failure to exercise enough discipline to enforce them--were mentioned by

46 per cent of the people who discussed the role of II Bobby's" parents in

his problems. In both versions, "Bobby's" misconduct was the result of

lack of direct conditioning to honesty, and this omission was generally

regarded, as was apparent in the excerpts above, as a fom of parental

negligence or neglect. From the popular standpoint, these assumed parental

practices, therefore, represented rejection or lack of parental concern

and were deprivational in effect: "Bobby's" parents had so little inter-

est in his well-being that he was deprived of character training, and his

conduct reflected the lack of it. At the same time, however, such practices

represented an absence of restraints placed on "Bobby" and, consequently,

achieved quite the same results as positive over-indulgence or over-

permissiveness on his parents' part.

Because of its dual character, this form of direct conditioning by

lack of conditioning contrasted markedly with the second major version of

"Bobby's" difficulties with his parents, which dealt solely and clearly

with deprivation. In this account, "Bobby's" conduct was, again, the re-

su.lt of direct, equivalent cond;~tioning; He stole because his parents

•

•

•
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failed to give him playthings or spending money to buy the things he wanted.

• This explanation of "Bobby's" conduct was employed by 26 per cent of the

people who examined his relations with his parents, with-two-thirds stress-

ing his need for spending money or a regular allowance and one-third focus

sing on the toys he was deprived of.29 For instance:

29It should be mentioned that all these instances represented de
privation. Vi/here "Bobby's" parents were described as economically unable
to give him spending money or as many toys as his playmates had, the
causes of "Bobby's" behavior were classified as external circumstances.

His parents can be to blame. (C) They could keep things
they can afford in life away from him.

Maybe he's denied things he 1"1aIlts, so he gets them anyhow.

His parents probably don't give him any spending money.

•
Maybe his parents were very short with him; that is maybe
they give him very little allowance for himself to spend
the way he wants to.

It's wanting things he can't have. (C) He's probably
denied everything at home, no money, no opportunity to
earn it around the house, 11ke some parents do.

Direct, equivalent conditioning thus bulked large in "Bobby's" relations

with his parents. If duplications are eliminated, where people followed

both the lack of moral training and deprivation of material possessions

approaches, two out of three dealt with parent-child relationships in

this direct, equivalent way, at least in part.

The third approach to the errors which II Bobby I sIt parents had made

or were making went beyond the narrower confines of direct conditioning

to stress the generally harsh, rejecting, repressive policies of his

parents. Exactly a quarter of the people who dealt with parental re

lations at all interpreted "Bobby's" behavior as the result of lack of

• love and emotional security, on the one hanq, and overly-rigid, authori

tarian ~iscip1ine, on the other, ~nth both these factors mentioned about
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equally often. These people said:

His trouble stems from not feeling secure enough in his
home.

Maybe his home was comfortable enough, but the parents
might not have given him love.

I think his parents are definitely too strict 'with him.
They probably haven't given him the proper affection or
feeling of security.

His parents were too strict with him, and now he's show
ing them up.

ltd say it was more the parents than the boy. Perhaps he
hasn't been trusted or been given freedom enough. He's
fighting back against something.

The final major version of parental errors took the line that

"Bobby's" parents had been or were over1;y-inGu1gent and had succeeded in

"spoiling" their child. Some 10 per cent said:

MBlf bo he's the only child in the family, and he was babied
too much.

It could be the parents' fau 1t by allowing him to have his
own way. (C) They might not have wanted to have him cry.

One or more of these four leading accounts of the role of "Bobby's"

parents in his difficulties was advanced by 88 per cent of the people who

turned to parental influences in interpreting "Bobby," so that 58 per cent

of the American public or two-thirds of the sub-portion who attempted any

explanation of "Bobby" at all were represented by these approaches. The

remaining small group who talked about parental influences in terms other

than these was divided, roughly, among five per cent who simply mentioned

his parents without specifYing the nature of their acts, two per cent who

felt ltBobbyl1 had taken over directly the moral standards and conduct of

his parents, and five per cent who mentioned a ....ride variety of other pos-

sible actions, almost all of them hostile, rejecting and repressive in
,I

~ffect.

•

•

•
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In addition to his parents, "Bobby's" playmates were the only ctter

persons who were frequently seen as playing a significant role in his

delinquencies. Some 29 per cent mentioned his playmates, usually in the

context of their setting "Bobby" a bad example or leading him astray.

Of people referring to his playmates, 86 per cent were thinking of their

direct teaching and influence, while 12 per cent thought of his playmates

as forming an external criterion or standard by which "Bobby' determined

the inadequacy of his possessions and his right to have more, and six

per cent referred to a variety of conflicts and frictions in "Bobby's"

relations with other children which led him to defiant behavior. "Bobbv's"

playmates most usually entered into the sequence of events causing his be-

havior as one factor in a more complex situation involving his parents.

Thus, a fifth of those mentioning playmates said that their influence,

in the absence of adequate parental supervision, accounted for his be-

havior; or, similarly, in 10 per cent, it was his playmates' encouragement

to steal in the face of parental refusal to give him things he wanted; or,

for five per cent, his playmates' having possessions his parents denied

him. All told, his playmates were mentioned in connection with his parents

60 per cent of the time, so that only for 11 p6r c~nt of the entir.e American

public were "Bobby's" playmate;:; the sole or major source of his conduct.

Typical of comments about "Bobby's" playmates were:

He might have learned it from his friends. If his
friends get away with it, he'll try it, too. Chil
dren copy one another.

Bad company, more than likely. He might just be play
ing with other boys who steal for fun. Older boys will
get young ones to do their stealing for them.

It could be the environment of other kids that he plays
with. (C) His parents weren't strict enough, and he
got in with the wrong fellows.
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He's on his way to becoming a juvenile delinquent.
(C) Chances are it's his companions, bad associ
ations. It's the parents' fault really. (0) The
parents might go to work and leave chi.ldren with a
maid or no supervision at all. They see too many
gangster movies and start playing with the wrong
children.

His family could be at fault. They probably don't
supervise his company, and he's probably just gotten
in with the wrong crowd.

It could be that he's learned it from older boys.
(C) His parents may have just let him run around
and go with the wrong kind of boys.

The two most frequent characterizations of the source of "Bobby's"

difficulties were, then, his parents' failure to teach and enforce moral

standards, mentioned by 30 per cent of the American public, and his associ

ation with other children given to lying and stealing, mentioned by 25

per cent, With one or another or both of these influences mentioned by 48

•

per cent of the public, well over half of those who offered causal explana- •

tions. The third most frequent single theme--that his parents provoked

his stealing by unnecessarily depriving him of material possessiops--was

mentioned by 17 per cent of the public and, together with the two more

frequent explanations, constituted the major emphases within the category

of direct, equivalent conditioning. Some one or combination of these

three conditioning lines of interpretation was applied to "Bobby' by 55

per cent of the American public, roughly tvro-thirds of those who offered

causal interpretation. When the other manners in which "Bobby's" parents

or playmates were conceived to have influenced his behavior are added to

these direct conditioning approaches, 77 per cent of the public incorpo-

rated at least one of these modes of explanation into their accounts, and

they constituted 91 per cent of the group who did attempt to explain his

behavior •. f \ •
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The emphasis in p0p,ular causal interpretations of "Bobby" was,

thus, on direct equivalent conditioning in his parental and peer relation

ships, with secondary attention given to broader aspects of the psycho

dynamics of "Bobby's" relations with his parents. 3D Other types of causal

30The first of these categories, conditioning, was occasionally
reinforced by references to the influence exerted by environment, about
four per cent of the public mentioning the corrupting effects on children
of the glorification of crime in mass media like comics, radio and TV pro
grams and movies.

factors seldom entered the discussion except as alternatives to or elabor-

ations of these major factors. 1Thile 16 per cent did mention such causes

as organic factors, innate temperament and external circumstances, only

seven per cent relied on any or all of them exclusively. The category

•

•

of external, environmental causes, for instance, where eight per cent of

the public were classified, consisted about equally of situations in which

"Bobby's" playmates, by their very existence, confronted him with invidi-

ous comparisons because of their economic advantages and situations in

which pis environment was generally uncomfortable because of iwmediate

frictions in his play, school and horne relationships. Factors like these

almost always represented complicating details, and only two per cent of

the public introduced them independently of conditioning and psychodynamics.

The only other causal category which received any significant mention was

that which regarded "Bobby's" behavior as innately determined. Almost

eight per cent used this hereditary-constitutional possibility, usually

as an alternative to more immediate causes-- f1If his parents aren't doing

anything wrong, then maybe he was just born this way." And, it is note-

worthy that, while only three per cent of the populati n mentioned the

possibility that "Bobby" was a kleptomaniq, they were 11 per cent of the



group using innate determinants.

The reliance on narrowly-conceived conditioning factors to explain

"Bobby" was :nost marked in the half of the population WOOS8W nothing

wrong with h:-m. In this group, direct, equivalent conditioning was used

by 61 per cent--close to three-quarters of those who gave any causal

explanation, and conditioning types of causes were mentioned about twice

as frequently as more general psychodynamic relationships. (Table 23.)

As has been pointed out in connection v.'ith some of the other examples,

the essence of the direct conditioning approach is that it relates effects

to causes which are identical in manifest content, so·· that the outcome

appears as the logically expected result of the cause. It is for this

reason that conditioning loomed so large among people who felt that

nothing was wrong with "Bobby"; that is, his behavior was that to be pre

dicted under the postulated circumstances, and it almost goes without

saying that the conditioning approach was most common where the entire

situation was summarized as "Bobby's" response to his current circumstances.

(Table 24.) At the other extreme, the seventh of the population who

called "Bobby's" behavior mental illness were least likely to use condi-

tioning causes, and, in fact, interpreted him in terms of broader psycho-

dynamics slightly more often than they looked for equivalences.

This contrast in causal explanations between the group defining

"Bobby" as mentally-ill and the group which defined him as non-problematical

•

•

was almost entirely a function of the variation between them with respect

to the two most frequently mentioned causal patterns: parental failures

in teaching and enforcing moral standards and the bad example of his com

panions. Each of thes e conditions were mentioned about twice as frequently

by people '~hO said there was nothing 'Wrong with "Bobby" as by people who •
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said he was mentally-ill, and. there were no large differences between

them tor any of the other specific themese.

This larg~ association between 8 conditioning type of explanation

and a tendency to accept the results of such causes as non-problematical

suggests immediately the reasoning which was called on to. explain the

conclusion that "Bobby" was not mentally-ill. Of four main lines of

thought which entered into that judgment, the most frequent returned to

a consideration of the nature of the causes of his behavior. (Table 28.)

About 31 per cent of those who said "Bobby" was "not mentally...ill--close

to half of the people who advanced classifiable reasons for this position

--did so be~ause they exonerated "Bobby" of responsibility for his be

havior. The most frequent version, employed by 18 per cent, explicitly

blamed others for the way he acted, and those others were, 97 times out

of 100, his parents. An additional seven per cent attributed "Bobby's"

behavior to circumstances outside his control and, again, were in three

out of four cases, referring to the actions of his parents, though with-

out expressly assigning them moral responsibility for "Bobby's" conduct.

In still less frequent varieties of this line of thought, the conduct pat-

terns were held to be too ingrained to be modified at this point, or

UBobbyll was regarded as too young to permit the kind of assessment of

responsibility needed t-o conclude that he was mentally-ill. For example:

If it wasn't for his parents he wouldn't be doing all this.

His parents have shaped his life.

The fact that his parents have not taught him a sense of
right and v~ong does not show an abnormal functioning of
his mind.

If his parents had taught him right, he'd have been all
right in the first place.

.1
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I don't think it's in the mind. It's just that he wants
those things and his parents mn't let him have thE!ll\.

It's just the company he keeps and the stuff they see
and hear. (C) All the crime stories and movies give
them ideas.

Fie was Ja,st born like this; he cantt help it 41

A child is not responsible for what he says or does urtil
they reach a certain age.

In the second most frequent way of looking at "Bobby'slt problems,

24 per cent of those who said he was not mentally-ill (about a third of

those vmo explained their position) reasoned that his behavior could be

corrected by means of every-day, Commonsense measures. These suggestions

were divided between six per cent who felt that spanking "Bobbv" would

straighten out the situation and 19 per cent who felt that less drastic

changes in the way people dealt with him-primarily firmer training and

supervision--would correct his difficulties. These corrective steps

were recommended, about three quarters of the time, in instances where

his parents were involved in the causes of his behavior, but this approach

differed from the preceding one in that it was the means by ~ich the

problem could be corrected rather than the ultimate responsibility for

its creation that seemed to determine the diagnostic judgment. In fact,

the tvo approaches seldom occurred together: only five per cent of those

who said "Bobby" was not mentally-:j.ll included both .lines of reasoning

in their explanations. The decision that a problem which could be re-

solved by application of hairbrush, discipline or amateur psychology

was not mental ·illness is typified in these comments:

His mother and father could cwe him of that lying and
stealing too, if they Whip him good every time they catch
him at it.

•

•

•
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He just needs a good whipping and then more patience and
cooperation from the parents and other people who co~e

in contact with him to put him on the right track.

It's a case of checking on his associates, having a
talking-to with him, anti maybe depriving him of some of
his privileges and he'd be all right.

He's just like any kid. He just needs somebody to talk
to him and scare him.

If they start now to ~ive him the right training, he'll
be all right.

He needs thoughtful handling and care to prove he is
loved and needed and wanted at home, and all these thin~s

will clear up ..

The tv[) remaining reasons for regarding "Bobby's" behavior as

something other than mental illness were that the behavior was conunon-

place, occurred too frequently to be considered abnormal, mentioned by

16 per cent, and that it was transitory and would correct itself without

any special efforts, mentioned by 11 per cent. For seven per cent, these

two lines of reasoning were merged into the view that it was a temporary

stage of development which all or most boys went through, and "Bobby"

would "grow out of it" as he matured. For instance:

I know he needs help, but it isn't mental.. (C) Because
there's millions of others like him.. It's a hUltan failing
not a mental illness.

Kids at that age all steal.

When boys are that age, they often get into those bad habits,
but they grow out of it usually.

I think it's just a phase of growing up; every child goes
through it.

He'll be all right when he gets it out of his system. (C)
As he gets older, he'll get over it.

For the small minority tor whom "Bobby's" behavior was mental

illness~ on the other hand, it was mental illness primarily because it
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did appear to be deviant behavior and, especially, because it appeared

to be deviancy either in an anti-social, criminal direction" or in the

direction of compulsive, uncontrolled, irrational action. (Table 27.)

Fifty-four per cent of the grou~, roughly two-thirds of those who Rave

interpretable explanations of why they considered lIBobby" mentally-ill,

gave reasons of this order, as illustrated by these remarks:

He steals and that's not normal.

He's doing things already that are against the law.

He's going by standards he's set up for himself rather
than standards society sets up for him.

By his coming from a comfortable home and having what
he needs, and then stealing anyway.

Yes, if he takes things he don't even need.

He knows :itea1ing and lying are wrong, but can't seem
to stop himself from doing it.

Because his actions are not normal. (C) A normal child
would be like other boys and not be doing these things.

Just because of his unusual conduct.

In addition to those who stressed the deviant qualities of "Bobby's"

behavior, the next most frequent explanation of a diagnosis of mental ill

ness in his case was the inability to establish a causa1~y-adequate chain .

of events unless mental illness was postulated as the initial point in

the process. Mental illness was diagnosed by 11 per cent of those who

said "Bobby" was mentally-ill just because the behavior did not appear

to them to be related to any causes they could think of with the kind of

congruence between symptoms and causes that they tended to look for; the

behavior was mental illness to them just because there was, essentially,

no satisfactory causal explanaticn of it. They said:

•

•

•
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Something has to cause it. It e1.thsr has to be hie up
bringing by his parents or else it's mental illness.

"

He must have. His homelife is good and all that, and I
c,an't see any reason to mal<:e him act like that, unless
he has something wrong with his mind.

A kid that age would have to be mentally-ill to do all of
that stuff.

Much more decisively than it was a determining consideration in

deciding "Bobbyll was mentally-ill, the anti-social, criminal implications

of his behavior were singled out as a reason for calling his mental ill-

ness serious. (Table 29.) '2ell over half (58 per cent) of those who

called his illness serious explained their decision with remarks like:

He'll become a thief if not retrained.

If it's not taken care of noV'!, he'll just grow t·o be a
bigger crook.

If not corrected, he could drift into being a bad
character, an outcast or a criminal.

Because his thieving might get to the point where
he'll steal big things and have to be put in jail,
which means it'll cost the tax payers more.

Beyond this emphasis on the feared social consequences of "Bobby's':

disturbance, the seriousness of his illness turned on the need for deal-

ing with his condition and its possible disruption of his own life, as

in these comments:

Good treatment now could cure the whole family, but,
without it, the boy's whole life could be damaged.

It can be very detrimental to his entire life.

He's just at the age where the way he's handled
now can decide how the rest of his life is going
to be.

For the minority who did not view his .illness seriously, the pri-

mary consideration was, as always, the presumed ease 'with which it could
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be corrected. (Table 30.) Of those who did not take it seriously, )1

"per cent regarded it as an illness that would pass of itself, without

special ~ttention, using, in fact, much the same logic as those who

said it was not mental illness at all because of its transitory character.

~nd 28 per cent felt it could be relieved by much the same kind of inter-

personal effort to retrain "Bobby' as those who said it was not mental

illness because it was amenable to such treatment. For:,instance:

Self-corre-cting: He may outgrow it. lot's of people
are that way and outgrow those diseases.

Because they usually outgrow it.

Retraining: It can be easily cured without drastic
steps. He just needs someone to get him interested
in other activities. He needs to be kept bUSy.

Not for a boy his age, no. He's young and can be
taught. A different environment and teaching of a
child that young can overcome that mental illness.

The problems of "Bobby Grey, If with their overtones of present de1in-

quency and possible more extreme future social consequences, seemed to

the American public to call for immediate corrective action. Of those

who did not call him mentally-ill, three-quarters introduced the need

for ameliorative action into their comments (Table 31;. He was, however,

a child and, although twelve years old, was generally regarded as still

highly malleable. As a consequence, over half the people who made any

suggestions for correcting his behavior looked on the problem as a practi-

cal one of changing the conditions which were provoking his behavior, with

the thought that his symptoms would vanish as soon as the external and

interpersonal causes of his behavior were modified. And, in a somewhat

similar fashion, a fifth suggested interpersonal steps to be taken by

his parents as a solution to his problems. The only other way that

•

•
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"Bobby's" problems were defined, to any appreciable extent, were in moral

terms, disapproving and rejecting of "Bobby," although this approach was

not generally linked, as it was with adult examples, to the conviction

that he was capable of changing himself if he cared to. As the instance

in which the need for action to be taken was most apparent to the American

public, "Bobby" stood in sharp contrast to the last of these hypothetical

persons, "Mary White," in whose story peor:.l~ were convinced that nothing

requiring action existed.

The Story of "Hary 'White"

Despite her compulsive checking of door locks and gas stoves and

her phobic avoidance of elevators, "Mary'Ffuite" was a non-problematic

person to the majority of the American public. Just over three-quarters

of them found nothing wrong with her, while seven per cent said she was

mentally-ill and 16 per cent found something other than mental illness

wrong. (Table 12.) The small group who did classify her as mentally-ill

identified her illness as non-psychotic, insofar as they used differential

diagnoses at all, and less than one in five of them regarded "Mary's"

syndrome as serious. (Table 15.) Of the six examples used in the study,

"Mary White" was the only one for whom a majority said nothing was wrong,

she was the least likely to be perceived as mentally-ill, and her mental

illness was least often regarded seriously•

.As with the other girl, "Betty Smith," "Mary" was viewed al£ost

exclusively as a psychological type. (Table 16.) Aside from an occasional

reference-by those who thought something was wrong with her other than

mental illness--to her having a nervous illness, both people who saw her

as problematical and people who did not discussed her as an instance of

temperament or personality to?ard whom they were either non-critical or
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positively approving. (Table 17.) In line with this emphasis on person

ality, all but five per cent of the public made either descriptive or

interpre~ive comments on a psychological level. (Table 18.)

Two comments dominated these observations about "Mary White."

On the one hand, 46 per cent repeated the description which had been given

by commenting that she was afraid of or disliked elevators, and, on the

other, )8 per cent reinterpreted the compulsive features of her symptoms

by describing her as reasonably or excessively cautious, careful or consci

entious. (Table 21.) As these high frequencies suggest, the popular tend-'

encywas to deal with the compulsive and the phobic aspects of her behavior

as distinct, unrelated elements in her personality, rather than to advance

more general interpretations thatr subsumed both of them. In the public as

a 'Whole, 71 per cent discussed both the compulsive and the ph()bic aspects

of "Mary White's" behavior, but only 13 per cent approached them as an inte

grated whole, while ,58 per cent dealt With each separately. Wor the rest,

18 per cent discussed only the checking parts of her behavior; eight per

cent, only the elevator phobia; and thr.ee per cent were unable to say any

thing about her.)

Along with this tendency to approach "Mary White' ~ll symptoms in

isolation from one another, people generally selected more concrete rather

than more abstract interpretations. Thus, as over against the 46 per cent

who said "Mary White" was afraid of elevators, there were 16 per cent who

abstracted from this fear of elevators a fear of heights, a fear of closed

spaces, a fear of falling or a fear of being hurt, injured or killed. And,

either the concrete fact of her fear and avoidance of elevators or its

next degree of abstraction into these other fears or phobias accounted for

the descriptions of 91 per cent of the people who referred separately to

•

•

•
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• this part of "Mary White's" story.

elevators, people said:

In speaking of her problsf.18 wi1;.;h

"

•

•

~t might possibly be a fear she has of riding in elevators.

Maybe the elevator just scares her.

The elevator might be caused from some fear.

She's probably just afraid of the elevator.

She probably would rather walk upstairs than ride the
elevator. (C) She probably doesn't like them.

It could be a little nervousness that she don't want to
ride an elevator. (C) She's nervous--just can't stand
going up and down in an elevator.

Elevators is more superstition than anything else. (C)
Afraid that something is. going to happen in one.

It may be just a habit about the elevators. Maybe she's
scared or something. (C) Maybe she's afraid the elevator
will break and she'll fall.

She just has a fear. (C) l~ybe she's afraid of heights •
(C) That's all I could say; I don't know what makes

.people afraid of heights, but they do have those fears ..

There's nothing wrong with people who are afraid of ele
vators. They just have a complex, claustrophobia, is the
name. (C) They get nervous shut up in a' small space.

"Mary's" checking of doors and gas stove was, as has already been

mentioned, most frequently perceived as an exercise of caution on her

part. Typical of the 38 per cent of the public who interpreted her be-

havior in this fashion are these comments:

She is just using good sense, just trYing to keep anything
from happening. That ounce of prevention that is worth a
pound of cure is what ~he is using.

She just wants to be sure everything is done right, up to
now--efficient. (C) Just checking on her$elf, she wants
to be accurate.

She believes in "safety-first." (C) She is cautious and
certain that there's no trouble will follow•
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She wants to be sure about her things. (C) Because she
'W1l1 lmow then t.hat. the door is locked. (C) Nothil)g, but
she just likes to be sure in her own mind that everything
is definitely all right.

She is keeping on the safe side from fire. The door-locking
is to make sure no one will go in while she's gone aw~.

(C) She's just very careful, I think. (C) Nothing I lmow
of. except she's a very careful person.

She is just precautious, which is a good fault.

She just wants to be sure.. She is a girl who wants things
right and just keeps checking to see that it is right. (C)
I don't think anything happened; she just started out being
careful and just continues.

She's overcareful. (C) She just got started making sure
everything is all right. (C) I don't know, many folks take
on some little habit you can't understand why they don't stop
it. (C) Nothing only she's just the kind who does the same
thing over and over.

Beyond simple caution, 22 per cent concluded that "Mary'stl checking was

evidence that she was forgetful or absent-minded. For much smaller seg-

ments of the public, her need to check on her performance of routine tasks

indicated that she was careless and inattentive in carrying out her duties,

too hurried to remember what she had done, or too preoccupied with other

concerns to recall such details. These factors might, in turn, directly

account for her behavior, cause her to be forgetful, or lead to the adoption

of a deliberate policy of double-checking. For example:

Forgetful: Seems like she is a little forgetful, in the
first place. (C) She forgets, so she looks to see if
the gas is off or if she locked the door. She just wants
to be sure.

There is nothing wrong with her except forgetfulness. (0)
That's why she's formed the habit of going back to see about
the stove and door.

She's just a little absent-minded and feels, if she didn't
go and look and see if the gas stove was lit, her forgetful
ness may cause an accident, like a fire.

..... •

•

•
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She sui'fers from lapse of memory.· (C) It's just a fault
or habit that a lot of people have. She knows she h,as a
short memory and don't trust herself to remember.

Car,eless: She is just careless about things, does not pay
attention to what she is doing.

Hurried: She has too much to do and too much to take care
of. She's not sure she's done it--it's that peo?le are
too much in a hurry, do too much at a time.

Preoccupied: She wants to make sure she checked everything,
and, because she had other thin~s on her mind, she forgot
Whether she did or not.

Carefulness, forgetfulness, haste, preoccupation, lack of attention or

some combination of these psychological elements entered into the accounts

of 78 per cent of those who discussed the compulsive aspects of "Mary

White's" behavior separately from the phobic symptom.

In addition to these psychological trends and the enumeration of

specific fears, there were, among the more frequent categories of psy-

cho10gica1 description, only two which tended to have a more generic

quality. A fifth of the public concluded from either or both of "Mary's"

major symptoms that she was an insecure or an anxious personality.

These interpretations could, potentially, connect the two symptoms as

diverse manifestations of a single basic emotional trend and were, in

fact, used twice as frequently by people who had an integrated approach

to "Mary White'sll symptoms as they were bv people who approached each

symptom separately. Despite this tendency, these interpretations in

terms of anxiety or insecurity were, nevertheless, primarily applied to

one or the other of her symptoms rather than extended to both, as in these

comments:

She has a lack of confidence in herself, or she wouldn't
be that way. (C) A person like that doubts themselves;
't,lley dpn''t- want to trust their mental thinking, or maybe
they can't trust it, so they do everything twice.
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She just doesn't trust herself, so she's extremely careful
about everything she does.

She's afraid of things, on the nervous order; don't have
~onfidence in modern, high-speed equipment.

She's a very timid, frightened person, underneath. (C)
She worries that things might happen to her. (C) All
kinds of things: fires, burglaries, elevator accidents;
everything frightens her, nothing's safe.

The simplest account of "Mary lNhite"--that she was a cautions,

careful person, on the one hand, and afraid of elevators, on the other--

tended to go along with the view that nothing was wrong with her. In

particular, references to her being cautious, careful or conscientious

were made by 44 per cent of those who said nothing was wrong with her,

and this was th~ir most common description of the compulsive features

of her behavior, with only 16 per cent characterizing her as anxious or in-

secure. In the group who concluded that she was mentally-ill, however,

only 13 per cent had described her as cautious or careful, while 34 per

cent had perceived anxiety or insecurity in her behavior. Unlike most of

the other examples, then, the way in which "Mary" was perceived had some

influence on oonclusions about whether or not she was mentally-ill. This

contrast in perceptions affected diagnostic judgments, but was not their

major determinant. People who saw "Mary White" as an anxious, insecure

personality were over six times as likely as thos e who called her cautious

or careful to classify her as mentally-ill, but, in absolute terms, 13

per cent and two per cent, respectively, called her mentally-ill. The

large majority found nothing wrong with her, irrespective of their psy

chological insights about her, the proportions running from 60 per cent

of those who perceived anxiety to 86 per cent of those who found her care

ful and cautious.

For over twq-fifths of the American public, interpretive comments

of the kind just ~evi.ewed finished the discussion of "Mary ''lhite.''

(~bl~ lB.) Fo-qr per cent said she was careful "by nature" or inherited

•

•

•
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a fear of elevators or explained her personality b\r postulating similar

innate qualities, nine per cent were at a loss to suggest'possible

causes of her behavior or her personality traits; and 28 per cent never

commented on non-psychological elements in discussing her. Vihere

•

•

interpretation was carried further, the causes of behavior like "Mary

White I s" were traced primarily to antecedent, equivalent experiences.

Of the three-fifths of the public who offered classifiable explanations

of her behavior, 89 per cent employed the logic of direct, equivalent

conditioning, and 81 per cent did so without reference to other possible

causal lines.3l For the population as a whole, then, 52 per cent relied

3~or "Mary. rJhite, If direct equivalent conditioning consists only
of the categories shown under that heading in Table 22. Causes shown
as interpersonal relations in that table were classified as external
environment, when they referred clearly to her adult fife, and as psy
chodynamics, in all other instances •

on conditioning, at least in part; 48 per cent used it exclusively in

accounting for "Mary White"; four per cent touched on other possible

causal explanations in addition to conditioning, and eight per cent

explained her without reference to condition:"'1g. (Table 22.) Causes

other than conditioning were, thus, rarely mentioned and were, about

half the time, references to the innateness of the personality traits

ascribed to "Mary White." Since other explanations were so infrequent,

this discussion will concentrate on the typical explanations grouped

under the heading of conditioning.

The nature of direct, equivalent conditioning as an explanation

of human behavior is such that there must necessarily be separate ex-

planations for separate symptoms. Conditioning, as used here, requires
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that "Mary ~"'hite' s" repeated checking to see that her door was locked

and her ~as stove turned off be traced either to experiences involving,-

the locking and unlocking of doors and the turning on and off of gas

stoves or to experiences involving the most immediate social implications

of unlocked doors and lit stoves--that is, to experiences involving thefts

and fires. Her avoidance of elevators, on the other hand, must be con-

nected either with experiences involving elevators or with experiences

involving objects or connotations in the same g.enera1 class as elevators

--that is to experiences involving airplanes, stairways or closets, or,

more generally, to those involving heights, falling, or closed spaces.

Because the essential requirement of direct, eqliva1ent conditioning is that

the s~~ptom and the experiences giving rise to it be identical in manifest

content, all but three per cent of the people who used the conditioning

approach were discussing the impulsive and phobic aspects of "Mary ,fllite's"

behavior separate1y.32 Accordingly, the development of compulsions and

32The three per cent who used conditioning reasoning within an in
tegrated approach were people Who, for example, subsumed both the com
pulsive and phobic features under a more generalized fear of disasters
which had developed from previous accidents or who saw in her symptoms a
manifestation of some other personality trait which she had acquired by
being trained to be like that.

phobias must also be presented separately.

First, then, "Mary's" checking of doors and stoves, where condition

ing explanations were made by· 92 per cent of those who explained it at

all: Of those who employed this mode of explanation, a third related

accounts that had complete equivalence. That is, her present checking

was the result of a prior experience in which her own failure to check

•

•

Maybe once she went away and left the stove on or left
the door unlocked, and something may have happened, so
she doesn't yrant it to happen again. (C) Maybe someone
came in an9 robbed her house.

the door or stove produced unpleasant experiences. For instance:

•



•

•

•

-131-

Pro~ably she went off once and left the gas stove burning
and ·somethi!lgburned up.· Just to he sure, she got the
hab:..t of going back to look at it. '"

It. ain't enough to worry about. It just may be she left
the fire under some beans once and ruined her stove and
pot, and she's afraid it'll happen again.

Maybe she had an experience in her younger life where she
left the door open or left the gas on, and the house
burned down.

Well, if she forgot to tum off the stove once or forgot
to lock the door and somebody got in and stole something,
that would naturally make her more careful.

Maybe she's gone off and left the gas stove burning and
caused an accident.

I imagine what makes her like that is she probably left
the stove on once or twice and the door unlocked. She
realized how dangerous it was, and it worried her. She
probably said that she wouldn't let it happen again.

In addition to this exact duplication of cause and effect, about a quarter

of those who explained "Mary's" compulsive ehecking by conditioning,

used somewhat similar versions in which the responsibility for the acci-

dents was not so clearly "Mary's" own negligence or the precautions

omitted were not precisely the same as those she currently practiced.

They adhered, nevertheless, to the general equation of "prior accident,

present caution," as in these examples:

At some time in her life, she has left something undone,
and it has cost her something, and she's afraid something
is going to happen to her again.

I suppose, sometL~e she's been in a house that caught on
fire or a house that was broken into because the door
wasn't locked, so she's just cautious.

Her family may have had trouble over some accident, and"
she is trying to keep it from happening again.

She has been frighten~d in childhood by a burglar or a
fire in her horne.

Maybe her horne's been broken into or burned down before •
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For another fifth, the conditioning experi ences were not things which
,-

had happened to "Mary," at all, but simply her havi.ng heard or read

about ~ccidents which resulted to others who omitted precautions:

Maybe she read about a fire or an explosion because the
gas was left on; maybe she knew someone who had been robbed.

She might have seen something or read something that went
wrong because the gas wasn't turned off or the door not
looked.

It's possible that she has known or heard of a house burn
ing or something happening because of lack of precaution.

Maybe she's read so many terrible things about robberies
and things that it's just made her overcautious.

And, for a final fifth, "Mary's" checkinf?; was the result of having been

trained to take precautions:

Her parents.. (C) By asking her to make sure she had the
lights off and the door locked, so now it's force of habit,
and she never got over it.

Maybe her mother always checked up, so she automatically does
that too.

She's been told so much to see if things are in order that she
just naturally does it; it's a habit.

She was taught to always check all things before leaving home.

The story of the elevator followed much the ~ame lines, wit.h 91 per

cent of those who explained it turning to comparable conditioning exper-

iences. For the largest sub-group--a third of those who employed con-

ditioning explanations, "Mary's" avoidance of elevators was caused by

pathological physical reactions to them. By implication, she had de-

cided to avoid them, after she had learned from experience that riding

in elevators caused her unpleasant physical sensations. This intervening

llogic was seldom spelled out, however; instead, people generally spoke

las though the phys~cal process involved operated automatically to make

•

•

•
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it impossible for her to ride elevators.

conditioning sounded like this:

The quasi-physioal version or

'"

•

•

Sometimes people can't ride elevators. (C) They get siok
"and dizzy going up on them.

The motion of the elevator might make her siok.

There's something wrong with her heart that causes her not
to ride in elevators; it makes her sick.

I've heard of lots of people who couldn't ride in elevators
because they got a sick feeling or felt like the bottom of
the world fell out or something•.

It could be the sudden start and stopping of elevators makes
her sick to her stomach.

The elevator business makes her swimming-headed; maybe her
eyes are not strong enough.

The elevator could make her sick, so she prefers not to
ride in one.

For a sixth, her fear of elevators was a result of experiences in which

elevators had functioned improperly, and she was hurt or frightened by

the accident; while, for another sixth, the usual operation of elevators

had been intrinsically frightening, especially at a younger age.

Objective: Might be she was on an elevator when she had a
seare. (C) Got stuck between floors.

An elevator might have fallen with her on it.

Maybe she was hurt on an elevator once.

Subjective: Probably as a child, riding up and down in
an elevator soared her and she's not forgotten it.

Just phobias. (C) It might have been childhood environ
ment. (C) Maybe she was frightened in an elevator the
first time she rode one.

The elevator is a childhood fear. She might have been
foroed into one as a child and was frightened. It made
a deep impression and she can't get over it.

For still another sixth, the elevator phobia was a specific manifestation

of a fear of some of its characteristics and was the result of experiences
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which conditioned fears about falling, heights or closed spaces:

The elevator is a complex. (G) Maybe she remembers' some
early experience of going up or down which was not pleas
ant. (C) Maybe as a child she was tossed up in the air
and she was afraid, or she may have fallen down a big stair
way and remembers that.

There could have been an injur;jr from a fall. She might
have fell off a tree or something and now is afraid of
heights.

Maybe her mO.ther locked her in a dark room or closet to
punish her.

For a final sixth, the elevator experiences of others, as reported by

gossip or the mass media, were sufficient to determine I'Mary'sll feelings

on that score. Occasionally, too, people mentioned the possibility that

the fear had been directly inculcated. For instance:

She might h~ve seer. an elevator fall at one time or heard
of one falling 2-:- ~O!lle time.

She might havl3 he<~l d about someone getting hurt on an
elevator or she .nay have read about the elevator in the
Empire State bUilding falling.

Her mother may have warned her to stay away from elevators,
because of all the stories about accidents in them.

As with the betrayals and injustice that had conditioned "Fran k

Jones," "Mary White's" experiences with open doors, lit stoves and ele-

vators were almost always presented as a single, unique experience, and,

as frequently as not, as an event of her inunediate past. There were just

about as many references to her adult life as to her childhood in causal

explanations, taken as a whole (Table 2,), and the same held true of con-

ditioning explanations, separately.

These causal explanations, which depended so much on conditioning,

have some larger implications for popular use of abstraction and s~bol-

ism. At the one extreme, were the completely non-symbolic, concrete,

•
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•
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direct and immediate connections among events which characterized the

thinking of people who ealled upon experiences involving riding e1e-

vators,. t?rning off gas and closing doors as essential ingredients in

explaining the appearance of these elements in behavior. As the next

step away from this kind of concreteness may be placed the still direct

and non-symbolic but abstract reasoning which related "Mary's" symptoms

to experiences with an immediate content of a generically similar sort

--the tracing of the elevator symptom to experiences with heights,

falling or closed spaces and of the gas and door checking to thefts,

fires and accidents. So far as "Mary White" was concerned, 71 per cent

•

of those who explained her behavior made use of direct, concrete modes

of explanation, and 56 per cent relied on them entirely; 84 per cent

used the direct approach in either its concrete or abstract forms, and

79 per cent employed no other modes of explanation. With almost no ex-

ception, the remaining 21 per cent turned to less direct but non-symbolic

ways of accounting for behavior; that is, essentially, some interpretation

broader than either the concrete or the abstract direct approaches, but

still relatively immediately related to the manifest content of the sym~-

toms, was made and the causes were then related to this still more general

category. In these explanations, the fact that her symptoms specifically

•

referred only to doors, stoves and elevators was either ignored cr treated

as accidental and irre1evant:33

330f necessity, answers in which the causal nexus was stated
somewhat vaguely, are included here. Since example:s of this kind of
causal reasoning have not heretofor been presented for "Mary White,"
a few examples of the type of answers called indirect, non-symbolic
reasoning may help to clarify its nature:

She's kind of nervous or something :J.ike that. (C) Maybe
she's got some kind of illness •

She's scareq and forgetful. That's caused by nerves or
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weakness of the body.

Everyone lives so fast nowadays that they get forgetful and
don't trust their memory.

,Maybe she reads sad books and thinks sad things and is
scared.

She is just afraid of some of the things in lif~. (C)
Her parents were the doting kind and protected her too
much.

Since these results suggest a remarkably low public awareness of

the role of indirect, symbolic expression in human behavior, a careful

check was made on this point. There were, in the entire sample, exactly

seven people--one fifth of one per cent--who said or even implied that

the key elements in "Mary White's" symptoms might be symbolic represen-

tations of problems which had little or no superficial resemblance to

doors, gas stoves, or elevators and their usual social meanings. Each

of these instances is quoted here in full to illustrate symbolic reason-

ing about ":Mary 1'Vhitelt:',and to indicate that considerable latitude of

interpretation was necessary to obtain even seven such instances, a

simple statement that the apparent· content of the symptoms might not

enter directly into their etiology being taken as sufficient:

Maybe she's seen a fire where someone got burned, so she's
afraid. She ma~r have heen in an accident in an elevator,
some time, but I don't know, my wife is afraid to cross
a bridge, and she's never been in any accident on a bridge.34

.34Italics indicate the portion of the answer which was taken as
indicating awareness of symbolism, when an answer contains more than
one mode of thought.

There's an inner fear of some kind. (0) Sometimes if they've
had something happen to make them over--<:autiousj it's an inward
fear of some kind. (C) I suppose anything that caused fear.
It just comes out in those things instead of something else,
though I'm npt sure Why.

•
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There's some reason .t;pr her doing that. She should go to a
psychiatrist and find out just what is her reason for those
funny habits; they always say there's a reason for everything.
(C) I don't know, there's some reason why, but it might not
poe concerned with the gas stove in any way. (C) I don't
know, aJlllost anything could have happened. Maybe someth;ing
happened in her childhood that gave her fear of those things,
but don't ask me what.

I really don't know. (p) They say it's somethinp; in her child
hood that has no connection with elevators. As far as going
back, she's afraid to be the cause of anyone's unhappiness.
(C) I mean, for instance, if she left the gas open, it would
cause an explosion; or, if she left the door open, they might
be robbed. She has a conscience. (C) As far as the other
thing is concerned.. I °don't know about it. As I say.. all
I've heard is that it goes back to childhood; I know nothing
more about it than that.

11el1, she has a good load of compulsions. (C) Suppressed
hostility. (C) In compulsions, you feel hostility toward
someone you are supposed to love, and you have a conflict
about it. (C) You have to let it out some way, and this
is socially acceptable.

Subconsciously, she wants to destroy herself even though
consciously she appears content. This type of obsession
could lead to serious depressive states. This type could
impulsively commit suicide. (C) There is a definite inner
fear complex. (C) I believe her apparent happiness and
popularity is on the surface; then again .. things may have
run too smoothly for this person, so she may be bored, and
i:.his bored attitude may lead to a desire for sudden excite
ment of which she may be partially consciously aware of and
partially sub-consciously. (C) She's had smooth sailing
and desires a sudden change which may be an exciting episode.
This type of person, having smooth sailing, becomes bort::l,
and there might be a craving for a change.

(8) She'll never get to the top floor, that way. She's
a compulsive neurotic. (0) Feelings of insecurity. (C)
She feels she is not capable of doing things correctly
and always must verify the things she does. She must
check things constantly and keep assuring herself. (0)
Repeated incidents of mental trauma, as when her mother
thinks she should be beautiful where she is a homely
girl. She has a subconscious desire to kill her mother
and always checks the gas, afraid she may leave it on.
Her conscious will not a~it this and makes her check the
gas. (p) Elevators are a symbOl_in her unconscious of
something pertaining to sex, and she is afraid of elevators ..
not because of the elevators, but because of what they repre
sent in her unconscious.
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The significance of this aspect of the logic of causal explanations

of human behavior lies, in part at least, in its influende on conclusions

about that behavior. It has been indicated, with some of the other ex-

~~~les, that the use of equivalent conditioning as an explanation of

behavior tended to lead toward a conclusion that the behavior under dis-

cussion was not mental illness. The same observation can be made for

"Mary mlite," where, among people who offered any kind of classifiable

causal explanation, conditioning was used by 1> per cent of those who

said she was mentally-ill, 82 per cent of those who said something else

was wrong, and 89 per cent of those who said nothing was wrong with ~.~r.

The category of causal relations that has been referred to as equivalent

conditioning, however, is actually a rougher sort of approximation to

the underlying logic of the reasoning, which was classified only for

"Mary VLlhite." . That is to say, except for an explanation in terms of

innate personality traits, ali explanations which used direct concrete

or direct abstract logic fall within conditioning, and, with only minor

exceptions, all other modes of explanation fall outside of it» And,

35.A person who said she was afraid of elevators and the fear of
elevators was inherited was classified as using direct, concrete reason
ing, but not conditioning. Similarly, a person who said the elevator
represented a fear of falling which was inherited was classified as
using Qi,rect, abstract reasoning, but not conditioning. In a few in
stances where the behavior was traced to a more general trait like in
security or anxiety, which was in turn traced to the direct teaching
or example of others, these were classified as using general, non
symbolic reasoning and conditioning. The relationship is sufficiently
close, however, that 96 per cent of the references to conditioning were
classed as direct, concrete or abstract reasoning, and only six per
cent of the references to causes other than conditioning were so
classed.

if the underlying logic is examined more closely, it is apparent that

the more concrete the logic applied~ the less likely people were to say

•
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IIHa~-l' was mentally-ill. That is, BlIlong those whose accounts of "MarY"

could be causally classified, direct, concrete reasoning 'Was employed,

at least in part, by 49 per cent of those who called her mentally-ill,

66 per cent of those saying something else was wrong, and 13 per cent

of those who found her non-problematical. This difference is already

more marked than the difference in the extent to which conditioning ex-

planations were used, and the use of direct, concrete explanations as

the sole mode of approach was more sharply differentiating, tpe Fro

portions using the most concrete approach, exclusively, being 29,48 and

00, respectively. Significantly enough, even if the comparisons are

restricted to people who gave conditioning explanations, people who

said nothing was wrong with her did not simply use conditioning by way

of explanation more frequently than other groups; they also tended,

~hen they did employ it, to use it in its most concrete form. Among

those whose causal explanations were classed as conditioning, the pro~

portions who relied entirely on the direct, concrete mode of explanation

were 38 per cent of those sa.ving mental illnessj 59 per cent of the

"something else" group; and 68 per cent of the "nothing wrong" majority.

While the mode of explanation was, thus, like the differences in

psychological interpretations touched on earlier, significantly related

to the total judgment about "Mary Vihite" with respect to mental illness,

it did not, just as differences in description did not, account for most

of the tendency to see nothing wrong with her. That is, while people

who used only direct concrete modes of thought were less likely to con-

clude she was mentally-ill, no line of reasoning about etiology led any

very large proportion of those who used it to this conclusion, the fre-

quencies running tram four per cent or those whose only logic was direct
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and concrete to 10 per cent of those whose logic did not go beyond the

direct, but abstract, to 12 per cent of those whose modes of thought

includeq. less direct approaches. Even when the influence of both psy

chological interpretations and causal explanations of them are con

sidered separately, the same general situation holds true, although

the differences widen. That is, if the people who described her as

careful and afraid of elevators and either attributed these tendencies

to the most direct, concrete conditioning exp~iences or made no references

to causes at all are taken as one extreme and the people who described

her as anxious or insecure and attributed her personality to causes other

than or in addition to equivalent conditioning as the other, then, in

the first group, only one per cent regarded her as mentally-ill, and

89 per cent said there was nothing wrong with her; while, in the latter

group, 21 per cent saw mental illness, and 47 per cent said there was

nothing wrong. Although seven cases hardly form the basis for reliable

statistical,generalization, it is interesting that, in contrast to either

or the preceding ~roups, among this small group who appeared to acknow

ledge the possibility of symbolic connections in human behavior four of

the seven· ~e.id ebe was mentally-ill and only one said there was nothing

problematical about her.

The question of why so few people saw IlMary ~I'hite" as mentally-ill

or even problematical, regardless of whatever else they said about her,

can be taken one step further by means of the reasons people, themselves,

advanced for th'eir classifications. Here, unfortunately, 51 per cent

did not give meaningful accounts of the reasoning which led them to con

clude that IlMary". ~ss not mentally-ill (Table 28). Among the half that

did, however, two :i.deas dominated. Close to half of those gi"Ting reasons
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tor saying she was not mentally-ill regarded her behavior as common

place-so frequent, widespread and familiar among people that it could

not be considered problematic. For example:

lie all have our little faults, so I don't think she has a
mental illness.

I don't like to ride on elevators, and I know lots of recp1e
who don't.

I just don't see an~rthing wrong with her. Lots of people
act like that.

I do the same, and I'm not nuts. She sounds like everyone
else.

There's nothing wrong with being scared of an elevator.
Lots of people are scared of planes~ too, but that don't
mean anything's wrong with them.

Second, 29 per cent of those who explained approved of her behavior, saw

it as sensible or desirab1e~ in the light of their'interpretations of

its significance, and could not call such reasonable behavior mental

illness. Typical of this point of view were these comments:

She's just being very careful, and I think that's the
way she ought to be~ and that's O. K.

It's only common sense. When a person goes away, she
should go and see if the gas stove is closed and the
door ~s closed. That's not crazyness.

It's just good sense to say away from something you
dislike so much, as I see it.

Aside from these two interrelated ideas, thinking about "Mary" scattered

Widely over a variety of lines of thought, with less than 10 per cent

of those giving reasons mentioning anyone of them. The most frequent

of these less frequently used considerations were that her symptoms

did not interfere with adequate functioning, that she could control

her symptoms, herself~ if she wanted to, and that her behavior did not

depart sufficiently from some implicit norm to justify calling it
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mental illness. Illustratively:

If she were mentally sick, she wouldn't have a good" job,
and neither could she be busy and active.

'It t S nothing she couldn't cure herself. She will just
have to get hold of herself. She should take a ride
in an elevator every time she gets a chance and get
over her fear.

She's too normal a person to be mentally unbalanced.

The small minority who perceived mental illness, on the other hand,

relied primarily on, first, their conviction that her emotional responses

--primarily, her fears--were deviant and, therefore, mental illnes~ by

definition; second that her forgetfulness constituted intellectual 1m-

paiment, which was, for them, the key element in mental illness; and,

third, that there were no "real" causes of her symptoms wp.i.ch were,

rather, "all in her mind." (Table 27.) Here is what they said:

Disordered emotional response: Her being so frightened
about things.

That's a phobia, a psychosis. Even if she is behaving
normally, this fear is creeping up inside of her.

It's not normal to have these fears. Children aren't
lJorn with them; it's an acquired fear, coming from a
~d not too healthy.

Intellectual impairment: Her mind is awandering. She has
no steady mind.

She's losing her memory.

Lack of cause: There's nothing there to cause this, except
a mental illness. (C) There's no reason to be so afraid
of an elevator; it's something in her mind.

This mental illness, even when perceived, was seldom taken seriously,

primarily because she was able to function well enough, because she could

.overcome it herself, because she was no threat to anyone else, because

it could be easily cured, or because there was no need to try to cure

it. The one per eent of the entire population who regarded her as

•
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seriously mentally-ill were thinking primarily in general tenus that

it might, in the long rtm, become more serious, or, specffically, lead

to greater impairments of hEr functioning, and that treatment was, there-

fore, necessary. (Tables 29 and 30.)

This attitude that all was well with ~IMary1Jl'hite" is most clearly

seen in the fact that 80 per cent of the entire population made it

clear that they did not see any need for ameliorative action in her

case. (Tables 31 and 32.) And, even 15 per cent of those who called

her mentally-ill, simultaneously took the position that nothing needed

to be done about it. Among those who saw mental illness and explicitly

recommended action, over a third were referring to self-help, a proportion

which made self-help relatively more frequently mentioned in connection

with UMary 1'Vhite's" mental illness than in any other instance. Self-

help was, also, the most frequent suggestion of the small minority who

recommended action even though they did not regard her as mentally-ill.

Taken by and large, "Mary White" turned out to represent normal humanJty

for a majority of the American public.

"Mary ~:rhite'sn story completes the detailed presentation of the

major outlines of popular approaches to six hypothetical persons and

their problems. Throughout this chapter, the attempt has been to

present popular accounts 'without interpretation and evaluation so that

the material might be available, without bias, for anyone to arrive at

his own conclusions about the crucial elements in popular logic and their

significance. In the next chapter, we shall attempt to evaluate the

material which has just been presented, to draw on it as evidence leading

to tentative generalizations about the major dimensions of the interpret:i.vp.

schemes popularly applied to human behavior, and how these affect thinking
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about that class of human behavior called mental illness. It is hoped

that the presentation thus far has been sufficiently complete and suf

ficiently neutral to make available to others the data Vlhich have led

to these conclusions and the degree to which they are warranted.

•
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In the preceding chapter, attention centered on the uniqu~ particu

lars of popular accounts of six hypothetical personalities. v1hile these

are not without their OWl1 individual interest in concretely portraying

popular approaches to six clinically-identifiable psychiatric syndromes,

they l'11ould have little but curiosity value, if they led no further. Fortu

nately, however, it is impossible to conceive of people discussing these

six examples entirely in isolation from one another and, more particularly,

apart from their prior experiences with, ass~~ptions about, and orientations

toward human behavior. It should, therefore, be possible to discern behind

their unique, concrete,) varying accounts of st~ rather arbitrarily chosen

examples of human functioning the broad outlines, at least, of the general

interpretive schemes people Here appl;ying to human behavior. It is, after

all, only to the extent that these more constant, general charac.teristics

of approach can be abstracted from the separate life stories that it is

possible to refer at all to popular interpre~ations of human behavior

rather than to particular s$.pl08 cf :ruman bohavior.

This chapter, then, is an attempt to make explicit and to examine

critically the theories of human conduct that had popular currency, GO

far as these may be inferred from people's implicit applications of gen

eral principles or frames of reference to six particular examples, and to

the extent that they had implic2.tions for popular thinking about ment,al

illness. Since ideological analysis can lead in so many directione, it

should be made quite clear that only this limited, directly-relevant seg

ment is essayed here. The goal is, as stated, to abstract for e:::c".i.nation

-1..
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those general ideas about human behavior that appear to hate been in

directly expressed in what people said directly about "Frank Jones,"

"Betty Smith," and the others, and to examine them only as they consti

tuted general frameworks into ,mich people I s thinking about those forms

of human behavior loosely grouped together as mental illness had to be

acconunodated.

This procedure involves a kind of piecing-together, in which

people's actual) incomplete statements about each example are used to

construct the kind of theoretical model of human behavior that must, logi

cally, be postulated in order for the individual statement to follo~l. The

premises and necessary consequences of that model can then be examined and

subjected to intellectual criticism. It is important to bear in mind, how

ever, that the model is our construct, a tool for analysis. It is not

maintained that people were aware that their ideas about causality involved

these premises or that they knew their logical implications. It is not even

suggested that people would have themselves agreed that their ideas re

quired these premises and implications, even if they were pointed out.

It is exactly because popular thinking tended to combine ideas from a

number of systems of thought, without taking over the full implications

of any of them, that this logical reconstruction must be undertaken to

disentangle them.

Causality in Human Behavior

As the preceding chapter has indicated, the six hypothetical persons

whose behavior was examined primarily posed problems of personality, por

sor.~4ity dovolop~cnt and tho cvaluntion and classification of personality

to the American public. In every instance except "Frank Jones," the cate

gories of personality--"temperament, conditioning, personality" and "bad
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will, defective character"....were _.se to which the tJea,mple was most fre

quently assigned and_ With "Jon"," they were the leading alternative to

"mental illness. Overall, 79 percent of the·examples ~t were not classi

fied as mentally-ill were regarded as exatl8Jes of personality; while 12

percent loJere classed as exhibiting thq pmally-expeoted human response to

the particular, transient ~ir,Q~Btan~8f and /1va ,percsnt, as being physi

cally,. nervously or emot:i.onally-iJj,.. (Four percent of these examples l~ere

not classified in anY way.) A1m<JSt everyone thought in terms of person

ality, at least· part. of .the time: in the entire sample, there were only

three percent who did not vie't'1 at least one of the examples as an instance

of personality..-two percent wIll> classed all examples as mentally-ill and

••
one percent who used only otlt3r types of illness <JI- universal human re-

sponses ae a1ternatives to mental illness. In the vast majority who did

employ personality as an ~ternative to mental illne•• , 41 percent used

it exclusively; 3'}:SI' ce-':, divided non-mentally-ill e$l'l1ples between per

sonality and natural hUllan responses; 14 'P&"J' cer:rt betvl.en personality and

illnesses other than JJental; and nine per cent. among all three basic cate-

gories.

If mental illness had been used by the public sol,ly as a classifi-

cation to which olrtain deviant personality types were aS~igned, these

figures would indicate the exact extent to which public d\scussion was

centered on per.l>onality. But, since mental illness l-1as sometimes can..

ceptualized in this fashion and sometimes conceived of as a disease which

produced psy~ologica1 symptoms alien to or independent of \he personality

lConceptions of mental illness are discussed more fu1~ in the
next section of this chapter.

of the sick person, not everything that ~o)'as said about mentaJ, illness can

be regarde~ as referring to personality.l In the large, however, and

••
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with occasional allowance for the not c~letely homogeneous nature of
. (. .... . ' .
.,

the materials, it is clear that we are de~ing with the explanatory

sohemes popularly appl~ed to hwnan personality. These, in turn, ean be

redueed to the six major types of eausation into whieh people's inter-

pretations were elassified--organie processes originating in the brain

or nervous system, diffuse organic influences, innate dispositions, ex-

ternal circumstances, direct conditioning and other psychodynamic relation-

ships--or, even more generally, into the organic, the innate and the social

determinants of personality, and, residually, those aspeets of human

action which were reg~ded as voluntaristic, consciously-controlled ex

pressions of personality.2

2·The category of voluntary actions must be regarded as residual
in this analysis of explanatory schemes because the procedures used both
in interviewing and in the classification of interview materials mini
mized the role of individual preferences, intentions, decisions and th~

like in people I s causal interpretations. Attribution of the behavior
of any example to.h.is motives, intentions, etc. was·interpreted as a
descriptive discussl0n with no reference to causes, unless the respondent
made it clear that he considered these factors irreducible elements be
yond which causal explanation could not go. In line with this interpre
tation, interviewers had been instructe~ in the first place, to probe for
the determinants of such psychological variables. Thus, if a respondent
said, "He acts that way because he wants to," an interviet-Jer was supposed
to ask: "\t}hat makes a person want to act like that?", and the answer to
this question generally furnished the causal material coded. Although
the study did employ this determinist approach to causality, people's
references to voluntarism in human behavior were fully preserved, either
in the context of psychological description or as suggestions for self
correction or both and will be dealt with more fully later in this chap
ter.
-~----------------------~----------

It may be said, of course, that any scheme for the interpretation

of human behavior must include all these factors and state the relation-

ships among them, but the fact is that psychological systems have primarily

differed.~ither in the basic elements they have chosen to emphasize or--

as in the many social psychologies--in the way in which the same element
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was conceptualized.) The situation was much the same with popular think-

)See, for example, Gardner Murphy, Historical' Introduction to Mod
ern PsychologY, New York: Rartcourt Brace and Company, 19L9.

ing: in explaining any single instance of human behavior, most people ad

vanced interpretations which eould be su.bsumed within Some one of the siX

major causal categories··which had been empirically defined, without refer..

enoe to any of the others. Of all the examples explained, 72 percent were

explained by a single major factor, while only two percent involved more

complex explanations depending upon the combined. effect:of two or more

major factors; the rest consisted of Lnstances where alternative but inde

pendent single lines of causation were advanced. In terms of people, only

seven percent even employed an explanation which involved an interdependent

causal sequence, and they generally did not consistently make use of these

more complex explanations, but rather applied them to only one of the ex-

amples they discussed.

The outcome is that the classification of people's explanations into

the six basic categories used in the study rather adequately reproduces

their causal thinking for the individual instance, but the way people

combined these categories into an interrelated system can only be in-

ferred, since people had little occasion to discuss them more than one

at a time. Yet, there is some basis for this inference, for, although

people generally tended to explain an individual example by a single

causal factor, the factor employed also tended to vary with the example.

Except for people who limited their causal explanations to only one of

the six hypothetical persons examined, the vast majority introduced more

than one causal factor into their accounts, with the number employed

varying directly with the number of examples explained. Thus, among



people who explained only one example, 86 percent employed only one major

oauae or, on the average, 1.2 causeS were used in explaining the individ··

ual instanoe. 'Among people who explained two examples, however, only 18

percent employed one major cause for both of them, evert thOUgh they still

averaged 1.2 causes per ex_le, and, on the a~ra.ge, two different oauses

were used in explaining twa C)~ses. For people who exp.lained a inajority

of the six eiamples) less than one percent employed a single causal factor

thr6tighout their disduss:i.<3flS~ and the average persbh used three or four

l)f the six possible caus~s. (See Table 33.)

As these data suggest, the tendency'to1as to give different types

of explanations, for the different examples, so that the 'more examples a

person explaihed, the more likely he was to introduce each of the possible

causal factors. As shovm in Table 34, the proportion of people using any

given type of explanation increased steadily from the group who discussed

only one example to the group who discussed all six. In this last group,

practically everyone had explai.Tled at least one example in terms of con

ditioning and at least one in terms of more general external circumstances;

three-quarters· bad used an explanation in terms of the psychodynamic re

lationships ct childhood; three-fifths had explained some example in terms

of one or another of the organic factors; and half had attributed some

instance of behavior to the individual psyche, whether conceived of as

itself innately determined or as the effective determinant of the action.

While the exact proportion of the public who used each type of causal

interpretation is partly an accidental outcome of the number and type

•
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of examples discussed and the extent to which interviewers persevered

in seeking causal explanations, it is clear that these factors had approxi- •

mately the same relative order of public popularity, from conditioning
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down to personality, regardless of the nwnber of examples explained.

While variation in explanations from example to example was the

norm, there was a sl ight but statistically significant tendency for

people to adopt a single line of explanation and transfer it, modified

only in details, from one example to the next.4 Bibce an interpretive

4The contrast betwe~~! ;~pular thinking and~chhical th~king
within a consistent theoretical framework can be most sharply dralID by
consideration of how a dynamically-oriented psychologist might have dealt
with the six examples. It se~ms likely, first, that he would have seen
all of the examples as instances of personality, and, second; that he
would have considered psychodynamic relationships a major element in the
deterniine.tion of eacil of these personalities. These relationships might,
upon 'occasion, have been.formulated in the'ft.TaY that has been differentiated
here as direct, e'luivalentconditioning, but the causal explanations would
always involve either the categories of conditioning or of other psycho
dynamics and would always refer to.experiences of childhood. If these
crite~ia are acceptable as a definition of one possible theoretically
consistent apprca~h and are operationally translated by regarding as
using this approach 'anyone who employed psychodynamics and/or condition
ing as part of hil'3 causal explanation of an example (even if alternative
explanations were also advanced) and who did so without clearly limiting
the factors in hi~ expl'mation to the present, t!".on 90 por cant of the
public at one time or ffilother made use of this theoretical approach.
There were, however, only five per cent who used this same framework as
part or all of their 'interpretation of every example they causally dis
cussed, and, of these, a fifth had this apparent consistency of approach
because they discussed only one example causally. This lack of consistent
application of a theoretical interpretive system which was used upon oc
casion is partly due to the fact that the public did not always perceive
these examples as problems of perro nality and could not, therefore, be
expected to subsume instances of non-personality problems under a theory
of personality determinants. Even for those who saw only personality
problems in all the examples they discussed, however, only a sixth of
those who sometimes accounted for personality by this broadly psycho
dynamic approach consistently applied this interpretation to all the in
stances of personality they explained. (Ninety-onep:lrccnt of the group
used this explanation at least once; 15 lEr cent used it as part or all
of their explanation of every example they discussed.) Again, a fifth
of the seemingly consistent gav!3 causal accounts of only one example and
so had no opportunity to abandon this position. If only the people who
Here discussing on~y instances of personality and who explained at least
two of them are considered, 95 p2!' cent sometimes traced personality to
these psychodynamic factors, but 13 percent referred to them in connection
with every example explained. If the time definition is changed to reqI ire
that the e~laPation clearly refer the causal factors to childhood, then
only one J)el' cent cf the population and three per cent of those discussi. ng
only persanality adhered consistently to this basic approach.
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scheme :would. be a general explana'tion equally applicable to all instances,

1t ie worthy ot note that each causal factor alone, whether organic, social,

or psychic, was used by some people as the only factor needed to account

for all of the instances of human behavior that they touched on. This

tendency to systematize a causal factor into an explanatory scheme can be

demonstrated by the fact that people who used any causal factor to explain

some one example were more likely to use the same factor in explanation

of another than were people who had not, and the more frequently they had

used it. on previous examples the more likely they l-lare to use it again.

For illstance,· by t~l~ time people discussed the last example, IfBobby Grey,"

only 35 par cent of those who had explained no previous. example in terms

of psychodynamics interpreted IIBobby, srt behavior in the light of such

relationships, wh~let.he proportion who called on psychodynamics to ex

plain "Bobby" was 52 percent among people who had previously offered this

kind of a.11 interpretation of at least one other example. And, within the

group who had interpreted other examples in terms of psychodynamic re

lations, the proportions calling on this explanation to account for "Bobby"

rosE' from u91=6rccnt among those vlho had previously used this causal

factor in connection with one other exrol~le to 92 percent of the small

group who had previously explained four or five of the preceding examples

in this 'Hay.

The data in Table 35 indicated that this tendency to extend a

previous explanation to the next example explained was operative with

each of the causal factors to some extent, although they also indicate

that this tendency did not, in general, override the dominant image of

the partigular example. That is to say, if an example was not generally

seen as an instance of a particular causal factor, it was not frequently

•

•

•
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interpreted in this wilY ~~n by peop~e l'lhq :J.eaned toward that kind of

explanation, and, ~ it was generally seen ~~ an instance of a particu

lar kind, it was usually il\teTPteted in that fashion even by people who

had not prev:i.ously used that. Bort of interpreta~ion~ For 1nstanoe,

lIBob~y" t-las selc1bnt explained in terms of impersonal extai'nal circum~

startces" and, Althbu~h th~ ~~oportion who did i~tr6d\l6e suoh causal con

siderations rose steatli1, ItOm those l'lho had not pre'lTiously used environ-:

mentAl irltlerpretations to -Lhosa lAlhd had frequent.l~ used them before, even

in the most extreme groUp ort~y 15~ c:ent advanced this explanation of

'!Bobby' sn beha.Vior~ On the other hand, a majority of the pUblic intro

duced external circumstances in discussing "Bill lo1illiams I tt alcoholism,

and, al~hough the p~oportion WI10 did so declined steadily from those who

had frequEJ1lt~y useJ this causal scheme before to those who had not pre

viously introduced it, even in the latter group a majority found

!'Williams'tt circumstances a relevant consideration.

Roughly speaking, the relative amount of difference previous usage

made in the extent to which a given causal factor was used in connection

w7t~ a particular example is an index of the extent to which the various

causE.l factors tended to be systematized. Of the six causal factors,

direct organic brain processes and psychodynamic relationships showed

the greatest tendency to be applied by the people who used them as gener-

ali7.ed explanatory schemes, while conditioning, diffuse organic processes,

environmental circumstances, ~~d personality factors folloNed in that

order.'

5This ranking is actually based on the difference between the
actual distribution of frequencies with which a given cause was used
and the distribution to be expected if the use of a given cause for
one example was completely independent of its use in connection iv.lth
other examples, as measured by a chi square test. For instance" taking
only people·who answered the first two examples, a cause could be used



-10-

t:IIice, once or not at all, vTith the expected values detemined by the •
proportions using a given cause on each of the examples separately.
That is, if Pl is the proportion using a cause on the firxt example
and ql is tilt: proportion not using it, both P2 and q2 being the equi-
valent proportions for the second example, then the expected proportions
using a cause twice would be P1P2; once, Plq2 + cnP2; and not at all,
qlq2 • The chi square values, which measure the extent of the derlation
of the actual data from the joint occurrences expected from these inde-
pendent probabilities, were:

Direct organi6 • • • • • • • • • • •
PsychodynamiCs • • • • • • •.• • • •
Conditioning • • • • • • • • • • • •
Diffuse organic •••• • • • • • •
EnVironmental circumstances ••••
Personality •••• • • • • • • • •

. 9L.15
48.08
35.93
29.69
15.97
12.98

All cf these values are significant at pL...•01, and more refined tests,
considering all six examples. sinmltaneously, confirm these simpler re
sults as to both significance and the general ordering of these six
causal fActors.

1-.1J1ile ~)rganic brain processes and psychodynamics Here, thus, the

most systematically-used causal schemes, there was a sharp difference

between these two fact0rs--and between the social and rton-social causal

factors, generally--in the inclusiveness of their applicability. ~fuile

some people could and did use organic theories systematically, in explain-

ing E~xamples of human behavior, they were not able to explain as many

ej~arllples within this systemat.ic framework as Here people who had syste-

matically used a psychodynamic or conditioning theory. The major sub-

stantive difference in modes of thought between those explaining more

and fewer examples was exactly that the former group '-Jas more likely to

•

apply a social interpretation. The more examples a person explained,

the more alternative explanations of each single instance he advanced,

and these additional explanations were consistently concentrated in the

categories of social causation--external circumstances, conditioning

and psycnodynamics. It necessarily follows that the people who explained •

any particular example in terms of social factors were more likely to
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explain subsequent examples than were people who interpreted that ex-

ample in terms of one or another of the non-social causes. As shown in

detail in Table 36~ peopie who approached the first example in terms of

social causality and, particularly, conditioning and psychodynant1cs 'tiere

able to answer a larger huinber of' ensuing examples than were people lvho

used other causal approaol1es, and this greater ability to explain later

questions consistently~haracteri~edthe users of conditioning and psy

dynamics on any pa.rticular example.

The data tIlus f~ presented have suggested three criteria for

evaluating the .factors which entered into popular thinking about human

behavior. The first of these is the relative· public acceptance of each·

type of causal explanation, as measured by the number of people who made

use of it' at or_e +,i,'I13 or another. Second is the extent to t..rhich each

causal factor was systematized and applied repetitively from one instance

to another; and, third, the range and variety of instances to which the

system was applicable. Each of the causal factors can be ranked, from

high to low, on these criteria, from which it is apparent that, insofar

as p,)pular thinking about human behavior approached a conceptualized

syEtem capable of general application to all instances of behavior, it

tended in the direction of the behavioral model represented by direct,

equivalent conditioning:

Rank in
Causal Factor Acceptance Systamatizability Applicability

Organic processes directly
affecting brain, nervous
system • • · • • · · · • 5 1 4

Diffuse physical processes 6 4 5
Innate personality, will,

choice • . · · · · · • • 4 6 6

• External environment, cir-
cumstances • • • • · · · 2 5 3

Direct, equivalent con-
ditioning • · · · · · · 1 3 1

Other psychodynamic re-
lationships • · • • · • 3 2 2
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i-Jh1le t.he model repres~nted by psyohodynamics somewhat surpassed con

ditioning in the extent to which the people who employed it applied it.

systematically, it was a good deal less familiar as a way of thinking

about human behavior, and t.he people who used it could not adapt it to

quit6 as great A variety of examples. In oomparison with these two

modes of thought, however, the other four factors were either seldom

used, used relatively unsystematieally, or found applicable only to

limited ranges of human behavior.

These data s:in:ply serve to confirm in a more formal way the im

pressi'ms derived from popular interpretations of each of the six ex

amples. It was apparent throughout, for example, that organic processes

inV()~vir..g the '1~rvOl.5 system were not generally introduced +,0 2.CCOunt for

personality. ThEy 1'~::e ~l1.ewed, primarily, as the causes or mechanisms

operating in illr.a;.;~ 9..>: 1iJhether these were classed as m~ntal, nervous br

physical, and, aE>ide fr~m their status in the area of illness, 't-lere rele

vant. only to such problems as explaining the mechanism of alcoholism.

C!. c.~',- references to organic nervous system processes in exr1aining

be'lc';~;.J"'r) two-thirds '\-,ere explanations of b(!havior classed c.3 illnass,

altt~)".lgh cnly a third of the examples discussed were viewed as ill.

Similarly, more general physical factors like ove~Jork and a variety of

diseases were primarily used to account for transient or chronic poor

health, "tension and irritability and Here, therefore, also mentioned

disproportionately in connection with behavior that was assigned to

the illness category. Environmental stresses, too, occupied somewhat

the same logical status and figured disproportionately as the causes of

mental and nervous illness and as circumstances precipitating tension

or escape reactions like "BrONn I s"insonmia, "Williams fll drinking and

•

•

•
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"Bobby's" delinquencies. Despite the fact that a majority of all ex-

amples were classified as instances of personality, it was only when

their discussions turned to conditioning and psychodynamics, on the one

hand, or to matters of innate disposition and conscious volition, on the

other, that people were primarily referring to personality de~elopment.

(This situation has already beeh doctunented for the individual examples

in Tables 23 and 24 and is summarized in Tables 37 and 38.)

Among these last three interpretive schemes which seemed to have

general applicab1.l~_+.y to human personality and behavior direct, equivalent

conditiou was clearly the American public's most charaeteristic and per-

vasive ,-Jay of thinking, and its underlYing logic was, if anything, even

mora dOIrIL11.ant t~.1ar;. thl3 data presented earlier indicate.6 This popular

~_.__. __.-". --' --_.. _- .._--------_._--_ .. '--'--
61t l-Jas po:.r.l:i~'c, (u-c.; in connection with the story of "George Brown, fl

that the basic Cil6..l'<:.C:~fri~"'ic of equivalent conditioning--a non-symbolic
eq·.1ating of symp".:.oO!1lS &'.d causes by virtue of identical manifest content
--permeated many of t}~ explanations of his behavior that were classified
as external circumstanc:es. The same observation could also have been
made about the l-Jay many people linked personality traits to psychodynamie
relC'.tionships, where, frequently, the same kind of literal equation con
m.r;\~E'd t:1em, as, for example, in this instance: "He's insecure and lacks
::",,]. t'· .:: .:-nfidence. (C) His parents didn I t teach him self-co!.iidence Hhen
h~· '('"9'3 young." SLTlce direct, equivalent conditioning is thE:. only one of
n.", c'l'·eg·)ries of social causation defined not simply by the nature of
the ~,tuses but by the manner in which they are related to effects, the
logic of the two other social categories is not necessarily distinct
from it. Moreover, the fact that rather vague or general anS'V1ers re
ferrj.ng to social causation were uniformly classed as other than con
ditioning, even though further elucidation would have proved at least
some of them to be instances of the conditioning approach, means that
the predominance of conditioning and its underlying assumptions is under
state." while the extent of external environmental and, particularly,
psychodynamic approaches is exaggerated.

acceptance of conditioning as a mode of explanation was, in a way, the

more remarkable because direct conditioning, if thought of as a broad

scheme generally applicable to human behavior, has a number of serious

limitations.
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S:lnCEt the materiaLs being used in thi.s analysis derive from the

American public's discussion of imaginary characters, it is, strictly

speaking, not possible to reject any interpretation of any of them as in-

correct. No matter what people said was responsible for "Frank Jones'"

behavior, for instance--whether brain damage, temporary drunkennass,

fatigUe, economic pressure, or what not, it may well be that there are

real individuals who exhibit symptoms similar to "Jones'" whose behavior

does derive from each of the various possible causee people thought of.

"Frank Jones," of course, does not and never did exist, so it can never

be ernpi):'ically determined \-lhich one of the many possibilities was operating

•

in his case.? It follows, equally Hell, that conditioning may be the

r, 'I'h-'3 on] y :r: ")f;~Ji~')l;~~~ption to this statement is the case l'There
it can be shmm '~rat j"~ is absolutely impossible for a given cause to
produce the given S':l1l'p ~('m3 in any individual. But, of the many causal •
interpretations aCY"".nc"'!c ir~he course of this study, almost none of them
fit this requiremcmj, Tht:l ter:dency in modern social psyehology has been
to reject categorically interpretations which attribute personality Char-
acteristics to innate fc.~tors, but, even here, the possibility of a con-
stitutional element in temperamental factors like reactivity, sensitivity,
etc. has never been totally rejected.

correc~ interpretation in some concrete instances. It may be that there

have been real individuals who have become suspicious to a paranoid or

near-paranoid degree because of betrayals by people they trusted; it is

possible that externally-enforced social isolation has sometimes caused

a schizophrenic-like withdrawal; maybe there are people who never again

set foot on an elevator after one unfortunate encounter; and so on.

It is, however, not necessary to maintain that the explanation of

any of the hypothetical examples in terms of conditioning--or in terms of

any other developmental sequence--is categorically incorrect in order to
.1

suggest that some explanations are more likely than others. Suppose, for •
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example, it were possible to se1eet a random sample of people exhibiting

the same symptoms of suspiciousness and violence as "Frank Jones" and to

determine , unequivocally.t the causes of their behavior. The frequency of

occurrence in this sample of any logically-possible causal sequence would

then be the probability of that particular explanation's being found to

be correct in other similar instances not included in the sainp1e. Social

psY0ho10gical theories of personality development are still sufficiently

controversial that complete agreement among researchers on the significant

causal relationships perceived in a sample of this kind eou1d not be ob~

tained. Nevertheless, even when an allowance for disagreement is made,

it can be. expected that there would be few, if any, persons in the sample

whose symptomatic behavior would be traced solely to simple, direct, con-

crete experiences of betrayal. The problem, then, is not so much that the

American people incorrectly interpreted concrete examples of human behavior

as that, out of the many possible explanations they might have used, they

showed a predilection for one which was relatively unlikely, limited in

its ability to explain and a source of cognate logical difficulties.

The essential logic of direct equivalent conditioning has been

sketched out a number of times already, in connection with concrete in...

stances of it. As direct equivalent conditioning has been defined and

used in this research, it basically requires that causes and effects

be related in a rational fashion through identity in manifest content;

that is, behavior is to be interpreted as directly, literally, and con-

crete1y as possib1e~ in terms of the most usual social meanings of its

elements and is, then, seen as resulting from preceding experiences in

vlhich these same e1eP.'!ents, loYith exactly the sarne meanings attached, have
,I

previously figured. As a mode of explaining human beh.o.vi.or, direct,



equivalent conditioning, does not, therefore, conform to any technical

position in psychology, past or present, although it is related to the

more behavioristic schools of thought. Conditioning, as used technically

in psychology, is a way of accounting for the transfer of original responses

to neW st1mul11 the dog, r()~ QXample, is conditioned to ;alivate at the

sound bi' a b~ll. tn 'bh~s t&\611n!aAl sense, hQ't.1evet, d:t~eat, e~i"~lQnt oem

ditiOning m5.gh~ almas't \)8 Oi~a.EHl "t\on-cohcHtioning,h tOr it t.1ould recpir~

i~a\ the d6k rsspond to f6d~ ~s food ~d to a bell hs a bQl~. It does not

aocourtti lor th~ prOQ~SB gt ~hiah objects--human or inaniIDate--become de

iined for the individual; it starts, rather, with the implicit assumption

that objects do hB.ve intrinsic meanings known to everyone and that they

are responded to by everyone in terms of their ~herent content--a door is

a door, and people lock it to be safe; an elevator is a mechanism for

getting from one level to another, and people ride them fo)" this purpose

unless they hCl-ve no need to get 'to the higher flobr or unless they have

reason to regard them as an unsafe form of transporta.tion; a wife is an ob

ject of trust and is, therefore, trusted unless she gives cause to be dis-

trusted. Direct, equivalent conditioning, thus, ignores or denies the possi-

bility of private, subjective, sJ~olic or unconscious meanings being attached

to these same objects. It is in this rejection of the subjective, with its

conconunitant reliance on obServable behavior as conveying the total meaning

of a person's activity and mechanical connection of responses to external

•

•

stimuli, that direct, equivalent conditioning resembles behavioristic ~hol

oGteo and, particularly, the ''I1atsonian behavioristic psychology of t.he 1920' s.

Both in the popular version of conditioning and in behaviorism, there is

an assump~ion that behavior can be understood completely from its external •
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aspects a~Q a meQhan~o~ d~~~~8m in whtch people's behavior is viewed

as an almost au.tomatio, renex response to sti.nnlli external to them and

outside their oontr-o~: Betray a man and he will be forever suspicious of

everyone ; deprive a <::hUd of toys, and he will mevitably steal to get

them; trightetl S \loman On an elevator and she wiU never ride one again.8

a .. .;t.... . . ."

The meOhanicaJ. det~rnlinism of this stimulus~response scllema obvi
ously pervades ~s well a good deal of the popular thinking about social
causation that l-Jas e4ss1fied as et\Vironmental and psychodynamic, rather
thart as equivalent ~pnditioning. It might just as 'Well be said: subject
a man to marital stress ai1d he, will, of course, take to drink; or fire a
man from one job, and he will \So constantly insecu:re in all subsequent
employment. Difect.J equivalent conditioning is, however, the only one of
the three.categories of social causation which is defined in terms of its
lJnderlyingcause-effect l.ogic, It can, therefore, only be said that direct,
equi\Talent. conditioning invariably involves the mechanical stimulus-re
sponse model, while the;'same. model. is present in other thinking to an un
determined extent.

the limita:b1ons of this extreme behaviorism, even without the special fla-

vor of the direct, eQ.livalent conditioning approach, are too well known to

need further comment here.

It seems likely that the conceptual model represented by conditioning

was one of the contributing factors in the general lack of distinctness in

popular thought. Such logical:;Ly-separable elements as the class to loJhich

a given behavior was assigned, its descriptive characteristics, its causes,

treatment and prevention liere seldom sharply differentiated. Instead,

these categories, which, in more rigorous thinking, are conceptually,..dis-

tinguished S) that their interrelations' may be examined and specified,

tended to merge with one another in popular thinking into a kind of arnor-

phous whole in which all of these elements are somehow identical and inter-

changeable. The inevitable result of this syncretistic tendency in popu~

lar thought was that popular discussion of human behavior ap~ared, by

usual logical canons, extremely unclear, confused and ccntradictory.



The very fact that populap logic tended to run counter to formal

logic makes it diffiou1t to demonstrate the existence of this difference,

however. In the oourse of classifying, quantifying, presenting and anal

izing the views of many people, some method of ordering and organizing

them had to be established and adhered to, and all such methods follow

formal logic in setting up elearly defined and distinct categories. In

the preceding discussion of the examples, for instance, each was pre

sented in terms of the general class of behavior to which pe.op1e assigned

it, the descriptive characteristics they attributed to it, the causes

they adduced for the behavior, and the corrective measures they proposed.

In other words, the data were ordered as if people had£ollowed this logi

cal scheme in their discussions. This logical structuring was imposed on

people's relnarks, however, so that the orderliness of the data does not

necessarily reflect or imply a corresponding orderliness in people's

thinking. Yet, once a logical system was imported into people's dis

cussions, the resultant data cannot, sinroltaneously, be coherently organ

ized and, at the same time, reveal the extent to which the distinctions

basic to that organization were not actually inherent in popular thinking.

It is, in fact, a perennial problem of this kind of research to achieve

clarity in the presentation of popular logic, without at the same time

eliminating its differences entirely.

There are, nevertheless, some materials in this and other researches

which do serve to indicate the difference in premises between the way

people thought and the way their thinking has been organized, here. In

people's discussions of the six hypothetical individuals, there was, for

example, a"good deal of variation in the extent to which they included

references to causation, as this was defined in the research. If any

•

•

•
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references to causes, however ~ague, even including simple statements

that they were unable to specify causes are inoluded, variation in causal

discussion ran trom 72 per ce~ who disoussed "Bill \oJilliams" causally

to 92 per cent who discussecl "Betty Smith" in these terns. For easy refer

ence, thQ proportion ot 1ih~ pu~110 "rho discussed eaoh example in causal

terms were:

"FrM1k Jonas" (PA~anoid) • • • • • • 89%
"Betty Shttth" (S:lmple Schizophrenio)' ~2
hGe6rge i3~Ol'Jh" (Anxie1iy Neurotic' • 19
"Dill wiJ.1;i"M)Sft (Alcoholic) ..,. 74
nr1a~ Wilite (Compulsiva-Phobic) •• 72
"Bobbt Grey'" (CoI1duct Disturbance) • 91

Sines these dataa;re presented in the order in which the stories were

presented to people for d1!Jcussion, it is clear toot variations in tendency
. '.

to employ eausal categories are not attributable to the operation of a

fatigue factor, in the course of which people's discussion~ became briefer

and briefer as they moved through the six stories. Nor Ca\1 such differ

ences be explained by the intervielnng techniques employed, for the ques-

tions asked about each story were aimed at securing a causal discussion,

and the same questions were asked about every case. And, while lack of

causal discussion was sometimes attributable to the interview~r'~ failure

to pursue the discussion far enough, it is probable that an intervieHer' s

tendency to probe or not probe was, for anyone respondent, more or less

constant through the six questions.

Yet, it does not seem reasonable to suppose that people consciously

shifted the level of their discussions from one exa.'7lple to another, in

line with sor~.e significant variable running through them. Certainly, the

American public vIas less inclined to give causal explanations of behavior
• .1

they considered non-problematical. But, within the sub-groups who con-

sidered each example's behavior as problematical or as non-problematical,



-20-

much the sa."lle kind of variation occurr&d, with, for example, causal dis

oussion'varying from 68 pel' oent of those who called "Mary White" non

problematical to 88paf cent of those who called "Bobby Grey" pen-proble

matical. So, while the perception of a problem in behavior l-laS related

to the level of discussion of that behavior, it was not the prilllaX"'J de

terminant of variations in th~ level of discussion from One instance of

behavior to another. (The correlation between the proportion perceiving

nothing wrong '-lith an example and the proportion oIliitting causal discussion

of that example was .53, whiOh, with only six observations, is not statis

tically significant.)

The largest factor in this apparent sh ifting of discussion was

actually the kind of distinctions imposed on what people had said. That

is, there was a large negative correlation (r .. -.80) betvleen the frequency

with which an example t-las discussed in terms classified as causal and the

frequency with which it 'was discussed in terms classified as descriptive.

In general, the larger the number of people classified as having made

psychologically descriptive comments about an example, the lower the

number classified as having made causal interpreta.tions of the sarne ex

ample. As this relationship tends to indicate, people were, larg<:ll~r, not

distinguishing symptoms from causes as sharply as the system for classi

fying their remarks did. They Ttlere not, themselves, particularly aware

of any shifts in their discussion from one example to another but rather,

from their standpoint, discussed each example in about the same terms

and to about the same extent. When outside criteria of what was des

criptive and what was causally-oxplanatory was imposed on their dis

cussions, .powever, their relatively undifferentiated discussions were

separated into descriptive and explanatory categories. Consequently,

•

•

•
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given the same amount of discussion of each example, the more of it,

on the average, that was classified as descriptive, the less there was

to be classified as causal, and the only conclusion can be that these

categories were more basic to this classification than they "rere to

people I s thinking.

ThiS S~ ptobl9Jfl at the basic categories j.n pOpular thinking

wAS approached more dir~4tly in IDlother l'esearch, limited to one state,

in t-Thiah J'eople wel'~ givsn 'e~s derived from the field of mental health

And a~keli 'bo indicate whether the \vord was associated with mental dis-

ordet'S as "cause, symptom, kind of mental disorder, treatment or something

els~.t19 With a list of five' diagnostic terms--neurosis, manic-depressive,

9WaShington Public Opinion Laborator'J, University of ~Jashington,
"Prel~ Tabulations on J.1ental Hygiene Poll, November, 1949" (mimeo
graphed) • The data cited here are adapted from Tables 8-10, 15, 16, 18
and 21, pages lL-16, 26-27, 30, and 3L. 'toTe are grateful to the Labora
tory for permission to quote their material.

----------------------------- -_._-
dementia praecox, schizophrenia and psychosis, a proportion varying from

21 to 51 per cent of the adult population of the State of Washington

were not sufficiently familiar with the word to decide on which of the

categories to assign it to. Those who thought they did know the logical

status of these terms, however, were right only three-fifths of the time.

On the average, those who attempted classification assigned these terms

to the category of symptoms about a fifth of the time; to causes, a

tenth of the time and to treatment, a tenth of the time. The problem of

unfamiliarity with terms did not loom so large lnth a series of seven

eymptoms--excessive irritability, fantasy or constant day-dreaming, ex-

cessive depression, ideas of persecution, temper tantrums, chronic anxiety
.1

and juvenile de1inquency--for which only from 7 to 10 per cent were unable



to make a classifioation. But, 1'0~ ~l .e~~p.t- 1;~e first two, where 55
.. :t ,Itt I I.! . t.l ' • ,

and 50 per cent, respeotively, correotly ~la~sified them as sY:MP~oms,. . ". .

these terms were more often misolassified than identified as sympt 9ms •

Among people who attempted the judgment, these symptoms were, on the
. ,

average, called symptoms about 46 per cent of.the time; ca~ses, .33

per cent of the time; kinds of illness, 18 per cent of the time; and

other things, 3 per cent of the time.,

This lack of clear-cut boundaries in popular thinking betweep s~ch

logically distinct categories as class, symptom, cause and treatment, is

partly still further confirmed an~ partly explicated by the way the same

population classified terms vuth causal implications. For a series of

three possible organic causes of mental illness--syphilis, "change of

life ll and heredity--there was relatively little tendency to confuse cate-

gories. The averages for these three terms lvere~ cause, 68 per cent;

symptom, 9 per cent; kind of illness, 6 per cerlt; treatment, 2 per cent;

other, 7 per cent; and don't kn~l, 8 per cent. But, for the one category

of non-organic causation included in the study, that of rejection, only

28 per cent classed it as a cause; while 21 per cent reearded it as a

symptom; 8 per cent, as a kind of illness; 3 per cent, as a treatnent;

3 per cent, as something else; and 37 per cent didn't know what it was.

There is a kind of ambiguity in this example, but emotional causes

of emotional difficulties generally confronted the American public v11th

this kind of difficulty. A neurotic symptom, for instance, might well

be feelings of rejection, and, given the dominant mode of approaching

hwnan behavior, these feelings were likely to be viewed as the automatic

product of experiences· of rejection. Rejection causes rejection; the
• 1

symptom is the invariant outcome of the cause; and the cause is

•

•

•



•

•

•

.2)-

unequivocally indicated by the symptom. Under these circumstances, the

symptom is the subjective oountezapart of an exactly equivalent objective

experience; it stands in one...to-one correspondence with its cause and

cannot be sharply distinguished. The two, therefore, tend to merge

into a compound unit--"rejection," vlhich is both cause and symptom in

the same way as a coin has tlo1o sides. rJith organic causes of emotional

symptoms, on the other hand, there is no scheme by lo1hich identity can

be established between cause and s,ymptom; the two necessarily derive

from different orders or content. A brain lesion may produce delirium,

for instance, but there is no sense in which a bra.in lesion either is

delirium or is not to be distinguished from it. In situations like this,

popular thinking has far less difficulty both in perceiving that two

elements are presp.nt and in deciding which came first •

It seems olear that these logical difficulties are inherent in

the conditioning model because of its basic premise that outcomes are

related to causal events by the most direct, mechanical and literal path

possible. Any conceptual system vlhich assumed that the same experience

--parental rejection, for instance--could, depending on a host of other

factors, lead to a variety of direct, disguised or symbolic enlo-c.ional

expressions all equally symptomatic of this same cause or l>1hich, con-

versely, assumed that the same emotional symptom might be the outcome

of varying emotional experiences must necessarily distinguish more care-

fully bet...7een causes and symptoms than a conceptual model in which t.he

two are identical.

Although conditioning was, irrespective of these conceptual diffi-

culties, the dominant popular approach to casuality in human behavior,
.1

it is not so clear that a concern ,,71th causation \07as, itself, central in
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popular orientations t.oward hwnan behavior. It is striking that this

research attempt to explore people I s thinking about the causes of indi-

viduals f behavior produced so much material that was related, instead, to

the control of individual behavior; 97 per cent of the public spoke in

action-related terms at least part of the time in their discussions of the

six examples, and Judgments about aotion entered into well over half' (59

•

per cent) of all. the exmnpies discussed .. It may, perhaps, not seem re-

markable that considerations of treatment and correction arose in the

course of deciding whether or not each hypothetical person was mentally-

U1 or whether or not his mental Ulness, it it existed, was serious.

But these subsidiary questions were not, in general, asked of people who

frequently as those ~ho were asked the additional questions. Of the

vast majority (86 per cent) who classified at least one of the six ex-

amples as non-problematical, 83 per cent made action judgments about one

or more of the examples they regarded as non-problematical; wh~~e) of

those who regarded at least one as problematical (98 per cent of the

public), 89 per cent referred to the action-control dimension for CZle

or more of their problem cases. IO This small difference is lac:,g~ly

10"Mental illness" and "something else wrong" are combined he:'e,
since both these classifications resulted from the questions asked hl
addition to those referring to causation.

iattributable to the fact that people more often classified exnmple5 as

problemat~al than as non-problematical and so had a greater opportunity

~o refer to action in the context of problematical examples than in the •
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context of non-probl9~i;~o~ «;n.1~~•
. . . ," .. ' "."

evaluations ot the ne~d or lack of need, for action or of the type of

corrective aotion indicated were made in connection "lith 58 per c.eI:lt of

those classified as ~pn-problematical and 59 per cent of those classi

fied as problematic.aJ.. While there "las a good deal of variation among

the six examples, in three of the six people who found the behavior non

problematical made agtion eva~uations more ofte~ than people· 1-1ho found

it a problem. ('l'able 39.)

The donU:naIlce of a practical action or:i,en~tion is suerested as

wdll by the very quality of immediacy ~7hich peryaded causal explanations

of human behavior. In discussing the three men whose stories Here con

sidered, the largest single group of people had no need to draH upon

factorS other. than 1:,llose operating in their current situatio:18 ~ and this

tendency to fo~us on immediate circumstances in accounting for behavior

was as much present when people were accounting for the development of

personality as when they Here explaining the etiology of mental illness.

(Tables 25-26.) It was. only as the examples themselves, increasingly

suggested children rather than adults that childhood experiences were

increasingly introduced into people's accounts. References t.~, t o.'~'-:l

life were least frequent for the men, who were described as ~hronolcgi-

cally mature, married, Y1Orlcing, and so on~ they Here relativf!ly morc fre-

quent for III1ary 1.Jhite, II 1V'ho, though youn[., ~-1as independent, 1"::>:.,1.: 1:,.' and

about to marry. The role of childhood experiences became mu(;h mort::;

central in the case of "Betty Smith," :7ho, though chronologically adult,

was described as the dependent child of her parents, and, of course, Has

necessarily the exclusive focus of atte,ntion for the or!e examp.ll~ 'olilO l'laS
.1

still a child. Even in the case of the ohild, "Bobby Grey," 1t can be
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said that at least a third of the public l-lere thinking in terms of his

present experiences, and not of more remote portions of his childhood.11

llay definition,. the people who classified him as responding to
current circumstances, as shown in Table 16, were thinking of current
happenings rather than earlier periods in his life. The same is also
true of some of the people 101ho classified him in other ways, as WllS the
case for other examples, but the difficulty of determining reliably from
l-lhat people said, at l'1hat tiJr18 in his life the events they l·yere describ
ing had occurred led to the decision to restrict time analysis to the
more easily recognizable major epochs of childhood and adulthood.

In general, then, the more removed the example l'laS from childhood, the

less frequently childhood was introduced in explanation of the behavior.

It l'1aS only when childhood, itself, appeared to be part of the immediate

past of the person that popular explanations found this life period to

any large extent relevant in understanding the person.

Apart from the tendency to seek immediate explanations, l'1hich sug-

gests a search for manipulable factors, the time of the determining ex-

periences often appeared to be an accidental factor in people's remarks.

That is, for each example, there 1.Jas ahlays a sizeable group for l'1hom

the question of when the experiences took place appeared to be irrele-

vant, in that they made no attempt to define it or offered pe.rallel ex-

periences at different times in life as equally determining. BtqO:ld

this apparent lack of concern Hith time, moreover, people shifted be.ck

and forth from example to example explaining one in terms of his rp.cent

experiences and another in terms of his early ones. In the ~C".l:"'l';e of

discussing the five adult examples, 65 per cent of the public referred

to childhood experiences.".in at least one instance, lnth 40 per cent re-

ferring only to childhood experiences for the examples in which they

mentioned childhood at all and 25 per cent looking upon childhood ex-

periences as possible alternatives to explanations of the same example

•

•

•
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in tenns of the present. On the other hand, 95 per cent had explained at

least one person in terms of his present situation, with 70 per cent

making no reference to other times in the lives of the persons they so

explained. Four per cent never made any clear references in any of the

examples to the time at t'lhich the determining factors had occurred, so

it can be deduced that 31 per cent of the public restricted all of the

explanations they advanced for the five adults considered to their imme-

diate circumstances, while one per cent al\-1ays traced the present be-

havior of those examples they explained at all to events which had

occurred in childhood. The remaining 64 per cent of the American public

l'laS more eclectic in approaching time; as indicated, 25 per cent found

the past and the present equally serviceable in accounting for a single

example, and 39 par cent called on the past to explain some ~,)ecple, but

accounted for others without leaving the present.

The action emphasis already suggested is much more strongly con-

firmed by the 'flay in l-1hich causal explanation 1-TaS related to comments

about actions. It has been indicated before that, consistently for each

example, the people who found the behavior non-problematical were less

inclined to discuss it causally than those who saw some problem in it.

For the six examples taken together, there was no reference of any kind

to causation in 23 per cent of the non-problematical examples and 14

per cent of the problematical ones. Although this difference i:: .1Gt

large, the fact that it was maintained consistently throughout the ex-

amples and the fact that it occurred Ll'1 the face of interviewer efforts

to probe for causes in all cases, whatever the individual respondent's

own tendencies, reinforce the impression that a practical, action orien-
.f

tation was more basic to popular approaches to human behavior than an
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1nterest in its causes. As this difference in the extent of causal ex-

planation of problematical and non-problematical instances of human

behavior at once suggests, behavior ,"hich uas vieHed as non-problematical

raised no practical. questions of controlling it and consequently required

no explanation.

There were" hO\-1ever" at least two factors in the popular tendency

to omit explanation of non-problematical behavior:

1. As already suge;ested" people who viewed an example as non

problematical were" on the average" twice as likely as those who found

the behavior problematic to accept the behavior to the extent that they

felt no counteraction l-laS indicated. vlhile these differences were negli-

gible or non-existent in the case of the three examples '-Tho lorere des-

cribed as exhibi'ting anti-social behavior" on the average" for all ex!'"'

ainples" the need for corrective action was explicitly denied in 21 per

cent of the non-problematic examples and 10 per cent of the problematic

ones or" when the comparison is limited to examples for which any kind

of action reference was made, 36 and 18 per cent.

2. People who called an example non-problematical were also more

likely to view the behavior as a voluntary act, either in the sentle that

the behavior was regarded as a result of the individual's conscious in-

tentions" decisions or choices" or in1he sense that the individual w~s

presumed to be able to control or change his own behavior if h.:. ~L:Jst}

•

•

to. Hhile people seldom clearly and explicitly indicated that they con

sidered the behavior of a particular example voluntary in the first sense,12

12All told" 18 per cent of the public made some explicit ref8rence to
the role of volitional elements in the behavior of one or more of the hypo- •
thetical characters they discussed" although these references were rarely
classed as an ul'timate causal explanation. Except for the story of "Bill
Williams" II the alcoholic" l'lhose drinldng 12 per cent of the public felt
was intentional" only a scattered one, t lo10 or three per cent clearly re-
ferred to the behavior of any one example as voluntary. The category of
"Conscious choice" preference" Hilled action lr is shO'tID for each example
in Table 19.
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those who did so were, 51 per cent of the time, referring to examples they

considered non-problematical. (In contrast, only 39 per cent of all ex

amples were classified non-problematical). For each example, the group

who said there was nothing wrong 't-1as at least twice as likely as those

ttlho said there was something wrong to attribute the behavior to the

deliberate actions of the individual. This tendency was previously

"noted i..., discussing the alcoholic, "Bill Hilliams, who was the only in-

stance where explicit reference to voluntary elen:ents in behavior occurred

f'requently. For that example, 20 per cent of those l-1ho saw nothing wrong

with his drinking said he drank because he wanted to, while only 9 per

cent of those who took a more probleli'latic vier1 of the behavior did. (See

Table 21.) And, though clearcut references to voluntarism were infra-

quent, a careful 3xa;nin3.tion of the differences in psychologiual depiction

between those who called an example problematic and those who did not sug-

gests that those of the non-problematic view also tended to use more fre-

quently descriptions which at least implied that the behavior was or

should be ldthin the individual's control: such categories as "Frank

Jones III being "mean" or "nasty, II "Betty Smith t s" conscious avoidance of

people because she felt shy around them, "Bobby Grey's" desire to im-

press others or receive attention, and "Mary White's" wanting to be care-

ful and preferring not to ride elevators--all these categories were more

frequent in the descriptions of people l·lho f'ound the behavior ~)l'••::?roble-

matic, and all of' them suggested an element of individual decision. Be-

yond a direct or indirect ascription of voluntarism to the behavior they

were discussing, people who regarded it as non-problematical clearly

tended to feel that, if positive action was indicated to corrE.('·;~ t.1t1 be-

havior, it Has of a kind that the "person" in question could undertake
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tor himself'. Of all non-problematic examples for which corrective action •

was proposedl 41 per cent involved recorrreendations of self-help and se1£-

control; of comparable problematic examples l 27 per cent did.

The importance of both these differences is that the dispropor-

tionate failure to refer to the causes of behavior on tte part of people

vrho found nothing ~-:rOng with it is almost entirely attributable to a lack

of concern with the causes of behavior ~ihichl on the one hand, appea.red

to be acceptable and required no modification, or which, on the other,

while not necessarily approved of, appe?red to be the voluntary choice

of the individual concerned and subject to his mm modification. As

Table 40 makes clear, it was only the people who meant by "nothing wrong"

one or the other cf these two formulations 1~0 frequently omitted causal

explanations. Generally speaking I causal explanation lias at a low for

behavior which was fully acceptable--that is, classified as having nothing •
wrong and as needing no corrective action; it Has also relatively low

for behavior which was viewed as volunta~, personality controllable or

disapproved of in moral terms--that is, behavior for which self-help was

prescribed, irrespective of Hhether or not something was wrong lrith it;13

l3r t has already b~en pointed out, ~-~onnectionwith "Frank Jones, 11

how the classificcttion of "nothing l'lI'ong" would be used to express intense
moral disapproval.

causal explanation was at its highest ':rhenev0r the behavior Has lJrcble-

matical in some other sense and, especially, ~..rhenever it required extra-

individual measures to cope with it. The differences are so great, for

each example and overall, as to leave no doubt of the influence '), I causal
.'

explanation of these action considerations of acceptability and voluntarism. •
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Causal explanations l-fere offered tor 59 per cent of all examples which

i-lere fully acceptable, 69 and 76 per cent, respectivelv, of non-proble-

matic and problematic examples regarded as amenable to voluntary control,

85 per cent of examples regarded as unacceptable but not to the point of

demanding action, and 93 and 90 per cent of the non':"problematic and

problematic examples which appeared to require external L~tervention.

It can almost be said that people first evaluated the behavior to decide

whether it required alteration; only if it did, were its causes relevant,

and then only insofar as knowledge of them appeared relevant to the de-

termination of appropriate means of correction.

The primacy of action considerations in popular social psychology

should not be too surprising in the light of two considerations. In the

first place, the .conditions of human existence are such that people must

deal Hith one another, and, iil this process of interaction, they mst

t~ke account of each other's actions--each must predict how others ~nll

respond to his acts, eaeh must guide his own actions in the light of the

expected responses to others. Popular thinking about human behavior

originated from the demands of this complex system of interrelated acts,

and its conelusions--whether in the form of folklore, proverbs, maxims

or adaptations of social psychology--m~stultimately serve these needs.

The fact is that the constant and immediate problems of human relatioli-

ships are problems of action and might quite reasonably be expected to

be first perceived in those terms. In the second place, however, the

fact that popular speculation about h~, purposes and actions did not

depart far fram the practical circumstances that initially gave rise to

it must be considered as another manifestation of American pragmatism.
.1

While its sources and full implications are fa~ beyond the scope of this
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work, it has long been recognized by students of American culture that

the characteristic American philosophy and approach to life is pragmatism,

which is, in spirit and in aims, a highly practical, instrumental orien-

tation. As Commager has pointed out:

Theories and speculation disturbed the American, and he
avoided abstruse philosophies of •• • conduct as healthy
men avoid medicine.... No philosophy that got mch be
yond conunon sense cOlilIl1B.nded his interest••••the American
was incurably utilitarian, and it was appropriate that
the one philosophy which might b!4called original 11ith
him was that of instrumentalism. .

lLHenry Steele Conuna.ger, The American Mind. New Haven: Yale Uni
vel~sity Press, 1950, p. 8. Dr. Cornrnager provides a far more complete
analysis of popular versions of pragmatism than can be essayed here.

It is certainly consistent '!nth the pragmatic style of thought that popu-

lar theories of human behavior concentrated primary attention on its

practical consequences and the means by which it might be altered, and

subordinated to these action goals any more general concern with the

causes of human behavior.

This popular emphasis on action may seem, at first sight, incom-

patible with the kind of causal logic people did use when causal expla-

nation became relevant. For the instrumental concern 1·1ith correcting,

changing or controlling behavior necessarily entailed some voluntarism;

it required the assumption that people v1ere free to act, that they could

change or be changed. vJhen behavior 1-laS causall;y- explained, however, the

typical interpretation incorporated the highly deterministic model of

causation in human affairs that is represented by direct, equivalent con-

ditioning. Once again, the difficulty is not new; the existence, side

by side, in American thinking, of a morality and action system based on

free wil~ and of a scientific determinism that was in theoretical opposi-

tion to it led Cornmager to remark, "Americans believed in a universe

•

•

•
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governed by laws which t'1ere irnrrlltable and unassailable but which left

room" sanehow, for the play of free will."i.S

IS
~, p. 28.

The conflict of voluntarism and determinism in the kind of think-

ing about human behavior explored by this research did not arise at the

action level, however. Historically, theologians, philosophers and

psychologists who have attempted to reconcile free ldll and determinism

confronted the question of how a person could be held free to choose

his acts or to change himself, if his behavior must be viet"ed as the

wholly determined outcome of his experiences. Popular thinking was not

caught in this dilemma" because, as has been indicated" behavior that

WaSviel'led as a matter of choice, subject to the individual's elm volition

and control" was simply exempted from the determinist causal scheme. In

popular logic" behavior was determined if "sanething made a man act that

way," and this "something" most usually was amenable to modification by

others, if not by the individual himself. If" on the other hand, be-

havior was voluntary, then "nothing made him do it," and no further

causal explanation was posm ble, but, by the same token, the individual

could change himself. As this oversimplification implies, the average

pers on thought in terms of concrete instances rather than abstract princi

ples and, in the concrete instance, the divergent principles of free will

and determinism were not simultaneously applied.16

l6This action dilemma is not the only difficulty inherent in
the simultaneous adherance to a belief in free will and a belief in de
terminism. As the next section of this chapter will indicate, popular
thinking did find the two difficult to resolve when it came to assessing
behavior and assigning moral responsibility for it •

.'
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Far from being in open contradiction to the r~quirements of an

action system, the particular form of determinism popularly espoused

was peculiarly adapted to them. The important characteristic '!'las that

behavior, though externally determined, l'1aS generally not so completely

determined as to be irreversible or, even, difficult to reverse. If

the approach of direct J equivalent con,"'itioning often appeared to attri

bute basic personality trends to relatively trivial experiences, the ease

with which human personality was determined by one immediately-prior ex

perience was matched only by the ease uith 1'1hich the effects of that con

ditioning experience could be undone by another equivalent experience:

if one person's actions had made "Fra.-11k Jones" suspicious of everyone,

another's could restore his faith in humanity; if "Betty Smith's" or

"Bobby Grey's" behavior represented unwise parental methods, a change

in these methods could itnmediately restore "Betty" to sociability or

"Bobby" to non-delinquency; if one unfortunate exPerience uith an ele

vator created a phobia on "Mary White's" part, another more benign ex

perience could demonstrate that elevators Here not so fearful. The very

emphasis on immediate events in causation and the postulation of easily

perceivable rational connections between these events and the resultant

behavior suggests the extent to which causal explanation was intended to

single out the levers through ,-Jhich rational control over the behavior

could be exerted.

The fact is that, in its entire style of thought, direct, equi

valent conditioning is an aJ.Jnost perfect expression of the pragmatic

outlook, and is supported and confirmed by it. Like the pragmatic

approach generally, direct equivalent conditionL~g is highly empirical

and essentially atheoretical. That is, it selects as all of reality only

the most overt, manifest , externally-perceivable aspects of human

•
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experience and behavior and deals nith them literally and concretely in

terms of their "objective," 1I0bvious" or "self-evident" meanings. In

so doing, direct, equivalent conditioning entails a belief that things

•are, in fact, alwa~rs what they seem to the external observer or.. in

other words, that cowmon sense is a sufficient guide to understanding

of human behaviQr.. Direct, equivalent conditioning is, in short, the

common sense explanation of human behavior, the interpretation which

appeared most plausible, reasonable and understandable to people in

the light of their mm eveI"'Jday experience.. Its appeal and its author

ity alike derive .from the unbounded pragmatic faith in COITh-non sense.•

As William James" one of the leading exponents of American pragmatism

put it" "It is only the minds debauched of learning, who have ever sus.-

pected common sense of not being absolutely true.• "

That common sense should continually find confirmation in every-

day experience of the simple causal relationships postulated by direct,

equivalent conditioning is itself a function of the pragIl'.atic emphasis

on action. In the form in which pragmatism was popularized, at least,

success in application is the only test of the truth of an idea, so suc

cess in controlling behavior is sufficient evidence that the theories are
correct. Nevertheless, the kind of prediction and control of the actions

of others that is involved in everyday human relationships actually can

and does proceed successfully, irrespective of the nature of its theo-

retical underpinnings. That is to say, anyone may successfully predict

how a given person will react under certain circumstances and arrange the'

circumstances to produce the consequences he desires, simply by having

observed that an empirical connection exists or by knowing how th~ per-
.1

son usually reacts, without having any idea of N'hy the connection exists
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or how the person developed his usual reactions. The knowledge of the

facts of the person's charaoter, the facts of the situation, and past

empirical relations between the two suffices. Despite their essential

irrelevance to this practical action situation, however, the pragmatic

test of truth appears to validate any theory of the causes of human be-

havior vlhich happens to accompany this success in action. To take a

homely instance, a man t-1ho wishes to please a 't-1oman may observe that

women generally like to receive flowers; he brings this woman flowers

and she is, in fact, upon this occasion, at least, pleased (although

it is always possible that he will be belvildered to discover that she

is indifferent to hisflouers, which l-lere exactly identical T'lith the

flowers received tdth pleasure from some rival). By pragmatic standards,

since he has succeeded, he understands ,olomen oT this wornnn, at any rate.

So far as action decisions are concerned, it makes no difference whether

he has no rationalization of his methods, or attributes his success to

woman's vanity, to an instinctive love of floHers in the female, to her

earlier experiences with flowers or what not. His causal theory, if he

has one, is quite irrelevant to his actions and is in no way tested by

them, but is, nevertheless, autonatically confirmed by them.

Direct, equivalent conditioning sounds so reasonable, corresponds

so literally to immediate sense perceptions, avoids abstruse, imaginative

flights into the realm of the unknOlm, intangible and irrational, and is

as much confirmed in daily action as any other causal theory. In all

these qualities, it epitomizes the values of practicality and is, there-

fore, a comfortable answer to people's need to feel that they do, in

fact, understand themselves and others. It is, at the same t~ne, an image
•1

of human behavior which is most antithetical to that advanced by modern

•
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psychia:t17 Pond ps~rchology. The less mechanical, less rationalistic inter

pretations of dynamic psyohology--simply, for example, the suggestion that

"people are not ah7ays what they seem" or that people have qualities and

motivations not always accessible even to themselves or that human moti-

vations are not always self-evident and not always rationally derived--

flatly contradict the basic assumptions of popular thinking about human

behavior and are easily dismissed as far-fetched, ridiculous, contrary to

common sense, experience, and the self-evident truths about human behavior,

the public already knows. "As t~is divergence suggests, by its very emphasis

em reasonableness--rationSlity and control, the popular interpretive scheme

represented by direct, equivalent conditioning t-las singularly ill~adapted

to the explanation of unreasonable or uncontrolled behavior--that is,

mental illness. With the main features of this general interpretive scheme
'- .

before us , its influence on popular conceptions of mental illness may n'ow

be more directly approached.

The Logic of Mental Illness

This venture into the general interpreti~e schemes popularly applied

to human behavior began, it may be recalled (Chapter h, pp. 9-10), from

the conclusion" that the symptoms or syndromes that people associated ~Jith

mental illness did not sufficiently define their conceptions of it, since

the same symptoms, when presented to people in concrete examples, were

frequently not perceived as mental illness. It was, therefore, suggested

that there must be other criteria, L~herent in the way people classified

and interpreted human behavior, which determined the conditions under

which people perceived as mental illness behavior which otherwise fitted

its descriptive characteristics. The preceding, lengthy examination of
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popular interpretations of human behavior lias undertalcen in the expectation

that from it would emerge a more definitive view of popular conceptions

of mental illness, and it is to these that we now return.

The review of popular approaches to the lives and problems of

six hypothetical individuals has made it clear by now that popular diffi

culties with the concept of mental il:lness were, largely, not semantic

ones, but were, rather, logical and psychological. A few people did re

fer to emotional illness as a category distinct from mental illness, and

a few defined as psychiatric problems individuals whom they did not re

gard as mentally-ill. In both these instances, it does appear that the

distinctions being made were largely verbal and did not impl~ a view of

the behavior or of its correction which differed substantially from a

technical view of mental illness. These people, who can be regarded as

recognizing mental illness but using different terms to refer to it, were,

however, only one or two per cent of those who did not see mental illness

for a particular example. (Tables 16 and 31.) For the rest, people who

referred to a given instance in terms other than those of mental illness

were distinguishing the behavior as different in implications as well as

in name.

The major clues to the factors other than the intrinsic character

of the behavior that were popularly needed to determine the presence or

absence of mental illness come from the considerations people introduced

when they explained why one instance or another did or did not fit their

conceptions of mental illness. As the many illustrations which have al

ready been cited exemplify, these explanations of why a particular example

was or was not an instance of mental illness were usually, implicitly or

explicitly, general assertions about the nature of mental illness rather

•
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than arguments ad hominem, and discussion of IInervous breakdowns II neces-

sarily proceeded in generalized terms. Because of its generic quality,

it is possible to infer from the composite of everything people said in

support of their classifications of the hypothetical persons and of "ner-

vous breakdowns" something of the non-symptomatic factors underlying popu

lar conceptions of mental illness. The material which follows is, in

fact, simply a summary and interpretation of the data which have been pre

sented in concrete detail for each of the examples and in Tables 27-28.

In deciding whether anyone instance of behavior represented mental

illness, people generally relied on. only one of three possible criteria:

either its intrinsic ·character, or its causes, or the treatment needed to

correct it was used as the determining consideration. In their discussions

of each of the six examples and of "nervous breakdowns, II an average of 87

per cent of those whose criteria were explicit enough to be classified re-

ferred to one criterion, with a range of from 75 per cent of the discussions

of IIBobby Greyll to 97 per cent of the discussions of IlMary \fuite." Except

for "nervous breakdowns, 11 which l-lere an abstract category rather than a

concrete instance of behavior, the major consideration in each case was

the intrinsic character of the behavior, although emphasis on it varied

f~om almost exclusive attention to the character of "Mary \'Jhite'sll be-

havior to only a plurality who focussed on the quality of IlBobby Grey'sfl

behavior. The nature of the causes of the behavior received secondary

attention (except in the case of IInervous breakdowns, II where it was the

primary consideration), while treatment needs were always the least fre-

quently consulted criterion. (See Table 41.)

When the criteria people used in anyone of the seven situations in
.1

which they l-lere asked to explain l-lhy a particular syndrome l-laS or was not
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mental illness are combined, however, it becomes apparent that almost no

one depended on any single criterion throughout the entire discussion.

Essentially everyone (98 per cent) took account of the intrinsic char

acter of the behavior, but this was the sole and sufficient criterion

for only eight per cent. Instead, for the largest single group, (44 per

cent), it required a combination of charaCter, causes and treatment to de-

cide all seven instances, and for 38 per cent the criterion lvas the nature

of the behavior in combination with its causes. Thus, for over four-fifths

of th~ American public, mental illness tended to emerge as behavior of a

certain kind that was attributable to certain causes or not attributable

to others; and over two-fifths carried the definition one step further

to add--and not amenable to oertain forms of correction.

To the extent that definitions of mental illness in terms of it~

intrinsic qualities entered into the logic by which people decided how

to classify the individual examples, these explicit statements of the

crucial characteristics of mental illness tended to confirm those sug-

gested by the purely descriptive discussions that had preceded. That

is to say, two major sets of descriptive criteria were used, the one

centering around the kinds of symptoms which had dominated popular des-

criptions of psychoses, the other stressing the popularly perceived

qualities of non-psychotic mental illness. In the first position were

28 per cent of the public whose descriptive definitions of mental illness

were based entirely on cognition and rational control: these were people

who decided whether or not individual examples were mentally-ilIon the

basis of the presence or absence of intellectual impairments, violence,

criminality, or of rational control, generally. A second group, com-
• 1

prising 30 per cent of the public, sometimes defined mental illness by

•

•
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these more cognitive criteria, but added to them broader criteria of

emotional or functional deviancy: for this group, as for 17 per cent

who relied only on the latter criteria, mental illness was defined as

a distorted perspective on reality, a deviant emotional response to,

reality or an impaired ability to cope with reality. A final 25 per

cent thought of mental illness, descriptively, as deviancy, but did not

indicate the direction or quality of the abnormality.

It is apparent that these formulations of the nature of mental

illness correspond not only with initial descriptions, but are also

roughly equivalent to the two ~jor descriptive ways used to distinguish

psychotic from non-psychotic mental illness. Given these similarities,

it is not surprising that the three are interrelated. As indicated earlier,

it was the small group who defined non-psychotic mental illnesses as a

lesser degree of emotional or functional deviancy than psychoses who Here

most likely to adhere to a general conception of mental illness which con-

sistently included non-psychotic forms of mental illness. And, recognition

of the specific examples as instances of mental illness was, in turn, re-

lated to this general usage. Put more generally, people whose usage

consistently included non-psychotic mental illnesses were most likely to

think of the different syndromes as varYing degrees of emotional-functional

impairment and to use this criterion of deviancy in discussing specific

examples:

Gcme21ai Usage of .Mental illness
Proportion Defining Mental Illness
as Emotional or Functional Deviancy

• •

. .•
Consistent non-psychotic

inclusion • • • • • • • .
Inconsistent non-psychotic

inclusion • •. • • • • • •
Ineonsistent limitation to

psyclfotic •. • • • •
Consistent limitation to

psychotic • • • • • • • • • •
No impression • • • •

59

45

42

29
19
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And l it was only this approach to mental illness in terms of emotional de-

viancy that conduced to perceiving mental illness in concrete instances,

especially when the examples did not exemplify violent, anti-social be

havior. As shown in Table 42, people who defined mental illness in

terms of a defect of intelleot, or, of general devianoy, were much less

likely to classify each of the examples as mentally-ill, and it made

relatively little difference whether or not their general discussions of

mental illness, preceding the concrete examples, had been consistently in

line with the inclusion of non-psychotic syndromes. - It was only in the

group whose usage derived from emotional deviancy that a sizeable pro-

portion consistently recognized more than violent psychosis as mental

illness: 46 per cent of them recognized at least the non-violent schizo-

phrenic reactions of llBetty Smith,U while 20 per cent extended their

recognition of mental illness at least through the neurotic pattern of

"George Brown." These proportions rose to 52 and 2$ per cent, respectively,

in the subgroup whose definition of mental illness as emotional deviancy

was combined with a consistently non-psychotic general use of the term

and fell to 41 and 16 per cent in the subgroup whose usage ''las not con-

sistently non-psychotic. In contrast, however, even where previous usage·

had been consistently non-psychotic, only 22 per cent of those who con-

ceived of mental illness in terms of violence and intellectual defect

and 18 per cent of those who had some undefined concept of deviancy con-

sistently recognized non-violent psychotic reactions, While only 10 and

five per cent, respectively, extended recognition as far as neurotic

•

•

or an undifferentiated notion of deviancy were used to define mental ill-
• 1

ness, it was generally only the violent paranoid of the six examples--

trends. In other words, where either defects of cognition and control

•
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and, frequently, not even he--whose behavior was sufficiently uncompre

hending and uncontrolled to qualify as mental illness, in practice,

irrespective of the nature of the abstract discussion that preceded.

Identification of mental illness with deviancy of emotional response,

however, led to a conception which almost invariably included the violent

psyChotio and, oVer half the time, extended .through the quiet, withdrawn

psychotic reactipns typiiied by "Betty Smith." The one position identified

mental illness, with the stereotype of the "lunatic"; the other, with psy

chosis more broadly conceived; but none of the major usages resulted in

as broad an application of the term mental illness to concrete instances

~s was suggested by general discussions of the term.

These results, in fact, serve to extend and confirm the scheme

presented in Chapter 3, p. Ll. It ..las suggested there that the meaning

of the term mental illness almost always tended, :in popular usage, to

revert.to psychosis, and that the distinction between psychotic and non

psychotic in popular usage actually more closely approximated a distinction

between severe or Violent psychoses, on the one hand, and less severe or,

at least, non-violent psychoses, on the other. Just as the criteria for

distinguishing psychotic from non-psychotic syndromes appeared there to

be the logical element which resulted in this restriction of the popular

content of these terms as compared with their technical definitions, so

it was the addition of non-descriptive criteria that produced the rather

restricted range of behaviors perceived as mental illness, even when it

was defined as emotional deViancy.

There were, in essence, four major ways <;>f looking at mental illness,

apart from the nature of the behavior, which was a necessary requirement

to all of·'them. It may be said that behavior which, on the surface,
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appeared symptomatic of mental illness was classified as mental illness

only when it met the additional conditions inherent in these different

views of mental illness. At the same time, each way of looking at

mental illness tended to delimit and define the kinds of behaviors that

could, consistently with that conception, be considered mental illness.

Each of these ways of defining mental illness, therefore, leads to a

some'Hhat different image of it, though one which is, or can be, internally

consistent, once its premises are granted. The premises, themselves,

are an application of principles derived from general conceptual schemes

for the interpretation of hwnan behavior and illustrate the influence of

broader orientations to human behavior on popular thinking about mental

illness. For the sake of clarity, these major conceptions of mental

illness will be sketched in ideal form, though no single member of the

public ever elaborated any of them in quite so rationalized a way_

1. It is possible to define mental illness in the terms of an

extreme physiological behaviorism, in which "mind" and "consciousness"

are regarded as inexact, poetic references to the functioning of the

brain and central nervous system. This is a kind of lIphysiological

monism" which distinguishes mental illness from other illnesses simply

on the basis of the organs or physiological processes affected. In

this view, mental illness is, in short, an organic disease of the brain

or central nervous system. It differs from, say, heart disease or

diabetes in the physical locus of the illness and, because of the organ

affected, results in different symptomatic manifestations than they do.

Its symptoms, characteristically, are what may be expected from a brain

impairment: primarily cognitive impairment and attendant loss of control,
,-

violence and legal incompetence. This way of defining mental illness

•

•

•
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can, of course, logically be extended to translate personality and emotion-

al manifestations into physiological processes, but, in practice, the

emphasis on the brain as the source of mental illness leads in turn to an

emphasis on strictly mental or intellectual functions and, corresponding-

ly, to a limitation of mental illness, in practice, to the psychoses and to

other acute manifestations, as, for example, the emphasis on physical dam-

age to the nerves in "nervous breakdowns" permits their inclusion.

For people who adhered to the "direct, equivalent conditioningll

theory of personality determination, this definition of mental illness

had the obvious advantage of removing mental illness from the social

psychological sphere. Since mental illness was, essentially, an illness

like any other, it was, by analogy with other diseases, a condition ·patho

logical for the individual affected and different trom his normal state.17

17It may be said that physical illnesses are more accurately de
fined as conditions pathological for the species rather than the individu
al member of the species, since this definition would include chronic ill
nesses like glandular or metabolic disturbances or congenital defects that
are, in fact, the usual condition of the individual. With most physical .
illnesses, however, and especially with the contagious and acute illnesses
which people generally think of first, the tNO definitions are identical
since whatever is not usual for the species is not usual for the individu
al species member either. The broader definition of illness finds its
counterpart in thinking about mental illness L~ the view which finds it
impossible to define as mental illness any behavior which is frequent,
common or widespread among the members of a particular culture. It may
be added that it was not necessary to define mental illness as an organic
illness in order to draw either of these analogies With physical illness.

It was caused by a congenital anomaly, an infection, an organic injury,

and the like or by environmental stresses which precipitated organic

damage. Except in the first insta~ce, its onset was, therefore, marked

by syrnptomswhich represented a relatively acute shift from the individu-

aI's usual behavior or state of being. These sj1nptoms were organically

determined, independent of and unrelated to his pre-illness personality,
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and were~ oonsequent.ly,. in no way connected with the kinds of directly re- •

lated experiences that. aocounted for non-problematical personality and

behavioral tendencies. In effect, then, the leading popular theory of

personality determination which stressed the reasonableness, inevitabil-

ity, and predictability of human responses to the forces which shaped

personality, was never put to the test of accounting for aberrant per

sonalities. As long as this organic conception was adhered to consist

ently, individuals whose behavior was not a direct reflection of prior

experience or whose responses appeared unr~asonable and unpredictable in

the light of the simple cause-and-effect model of direct, equivalent con

ditioning Here not personality problcns that the scheme failed to explain

adequately, but could be accounted for in terms of organic brain disease.

This logical solution to the problem of mental illness placed it outside

the personality frame of reference and so eliminated the need to decide

in what sense emotional tendencies which ,,,ere the reasonable product of

the experiences which conditioned them could also be regarded as mental

illness, but at the same time it tended to require an approach to per-

sonality which minimized the pathological character of certain emotional

patterns.

At any rate, this conception of mental illness as organic brain

disease was clearly the image that showed through the discussions of

20 per cent of the public, at least part of the time. Whenever people

defined mental illness as an organic malfunctioning of the nervous sys-

tern, or reasoned that the brain, being part of the nervous system, would

be affected by its malfunctioning, or concluded that a given instance

was or was not mental illness on the basis of the presence or absence
,I

of brain damage or of the possibilities of organic brain injury resulting

•

•
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from an agent like alcohol, the only implication that could be drawn was,

this organic conception of mental illness. In add1tion to the fifth of

the public who made clear their organic premises in these ways, there

were another 15 per cent whose views of mental illness appeared to tend

in this direction even though they never verbalized the logic just out-

lined. That is, their causal explanations of the hypothetical persons

they considered mentally-ill made use only of organic processes or of

the kinds of environmental stresses believed to precipitate organic

breakdowns of functioning, while their explanations of non-mentally-

ill examples relied primarily on oonditioning and psychodynamics.

2. It is also possible to define mental illness in terms of the

premises of mind-body dualism, an approach which is historically older

than the preceding view. That is, a tendency to dichotemize reality

into "the phys ical ll and lithe mental II can result in the definition of

mental illness as any illness or instance of pathological behavior which

cannot be attributed to lithe physical." This conception of mental ill

ness as non-physical was used, at lea~t part of the time, by 32 per cent

.of the American public, who argued, on the one hand, that behavior was

not mental illness because its causes or manifestations were physical or,

on the other, that it was mental illness because no physical causes

coUld be discerned or, more positively, because its causes belonged to

the class of the mental--v1Orry, mental strain, emotional conflict, and

so on.18

IB.Jf_ h
l'JClny more t an 32 per cent used one or another of these argu-

ments in the course of their discussions, but wherever people used these
considerations in combination with those \'1hich made it clear that the
basic distinction ..las reality vs. unreality rather than physical vs.
mental, they are classified in the next usage group rather than here •

••-..
.1 -------- ._----'-
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So far as differential symptomatology is concerned, the· effect of

this usage is to attribute physical or psychosomatic s~rmptoms to physi-

cal causes, and physioal causes to physical rather than mental illness.

The result is that syndr'omes i..mich feature fatigue, tiredness, listless-

ness, insomnia, failure to exert forcefulness, addiction to physical

substances like alcohol and so on are all assimilated to the category

of the physical, as are such manifestations as irritability, anxiety,

or any other emotional reaction, BOjlong as they can be regarded as de-

•

rivatives of physical fatigue, physical strain or poor physical health.

In their search for the most direct, concrete causal chain of events

possible, people who use this point of viel'1 could extend it to include

such emotional difficulties as may appear to revolve around the indi

vidual's physical equipment or appearance, so that problems which centered

on the individual's self-conceptions might also be seen as physical rather •

than mental i-lhenever the individual's feelings were apparently organized

around (and, therefore attributed to) a physical element like deafness,

short stature, overweight or unattractiveness. At the same time as

the non-organic view of mental illness tended to exclude as physical

many emotional symptoms, a complementary effort to define "the mental"

in positive terms led--through an identification of "mental" with "mind"

and 'lmind" v.1ith "thought"--to a stress on disordered thought processes

or cognitive and intellectual disorders as the main characteristics of

mental illness.

While this definition of mental illness as non-organic seems,

at first sight, in complete contrast to the preceding organic definition,

they have, in fact, a good deal in common. Both emphasize the term
..

"illness" in the phrase "mental illness," the one because mental illness •
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is defined as an illness like any other, the other because it is defined

as those illnesses and disorders which remain l-1hen physical illness and

disorders are subtracted. Both" therefore, focus on acute changes in ,

the individual's personality and behavior as the distinguishing criteria

of an illness and tend to exclude from the category of illness, almost

by definition" chronic" habitual or characteristic personality or emo

tional trends. These conceptions of the nature of illness alone result

in a tendency for either usage to exclude from mental illness most of

the personality disorders except for acute neurotic episodes" and this

effect is reinforced" in the organic case, by positive emphasis on the

cognitive symptoms of brain disease, and, in the non-organic case, both

by the emphasis on mental functions and by the exclusion of the many

psychosomatic and accompanying emotional symptoms from mental illness.

As a consequence J both have the effect of removing mental illness from

the field of personality altogether, rather than requiring an accoImto-

dation of popular theories of personality to the explanation of both

normal and abnormal personality manifestations.

While the two usages have somewhat the same implications for

conceptions of mental illness" they are at base mutually incompatible.

The organic disease conception of mental illness may, for, example,

equate mental illness with malfunctioning of the nervous system" but

the non-organic usage of mind-body dualism assigns the nervous system

to the realm of the physical. It is only by assigning the mental fune-

tions to certain portions of the physical organism which are thereafter

regarded as "mental" rather than "physical" that the two can be accommo-

dated, but this is, at bottom, a return to the organic definition.

It was probably some suoh dilemma. as this Hhich led a few people (four
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per cent) to assign the nervou~ system independent status .as a third

category inserted between mind and body--for example, the person who

said a "nervous breakdcnm1l 'hffects the nervous system more than the

physical or the mental." The nervous system, like the mind was tlmental, II

but like the body was "physical.. " and was, therefore. not quite either.

The organic concept~on of mental illness also differed from the

non-organic in offering a. popularly acceptable account of the causes of

mental illness, while the latter tended to leave mental illness unexplained •

Given, the pragmatic, behavioristic emphases in American thinking, pure

mind-body dualism, in which the two are coordinate aategories, was not

the characteristic statement of "the mental" as llnon-physical. 1I Instead,

lithe' physioal," in being .more concrete, tangible and externally apparent,

tenc;led to be identified as more "real" than "the mental," and lolas, there-

fore, given precedenoe over it. In fact, the position has been defined

here in a way intended to emphasize the residual rather than coordinate

relationship of "the mental" to "the physical." This way of separating

lithe mental" from "the physical," however, closely approximates a sepa-

ration into the unreal, uncaused or unexplainable, on the one hand" and

the real, caused and adequately explained, on the other. It is fvr this

reason that it is difficult to distinguish the non-physical conception

of mental illness from the next usage l'1hich centers around the nature

of reality, just as both versions are less able to account for mental

illness than the organic approach is.

3. A third approach is to define mental illness within the con-

text of the total explanatory scheme applied to human personality and

behavior, but only as a residual category to vlhich are assigned ;;.:o.ose
,f

instances of behavior which the general framework cannot otheniise

•

•

•
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explain. According to this viewpoint, mental illness is deviant behavior

which oannot be reasonably and adequately explained. in terms of the pre

veJI1ing conceptual mo~. When this formal definition is combined,

as it usually was , with the radical-empiricist assumptions of pragma

tism-.particularly, that the theoretical system of categories used to

interpret reality is an accurate, faithful and complete reproduction 0f

reality, mental illness becomes not merely behavior that the popular

theories of personality cannot adequately explain, but behavior that is

outside of reality and intr:i,.nsically inexplicable. This position is

exemplified in the views of people l>1ho said , quite directly, that they

had to call some instance of behavior mental illness because they could

not think of any other wa;y- of accounting for it; and, quite silnilarly,

people often exempted from mental illness instances of behavior for

which they could ad.duce external, realistic, causally-adequate accounts

of their origin. If people who said they called an example me'ntally-

ill because his behavior had no real causes or was lIall in his mind"

or "only mental" are also regarded as associating mental illness with

the unreal or inadequatelY motivated, then 61 per cent of the American

public expressed this view in one fashion or another. When this posi

tion is taken together with the mind-body position which shared with

a tendency to equate the mind or mental illness with the uncaused or

unreal, 74 per cent of the public may be said to have dealt with mental

illness in terms of this underlYing :image of inexplicability.

Since mental il11'less is, in this view, behavior which fails to

conform to reality--or to the popular image of the realities of human

behavior, its main characteristics emerge as the opposite of the picture

of human behavior derived largely from the direct, equivalent condition

ing model. It is, first of all, behavior which deviates from this
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soheme and:, particularly, deviant behavior which appears inappropriate J •

unreasonable and irrational; that is, behavior l'lhich cannot be under-

stood and explained in the light of its concrete, external, immediately-

related antecedents. D:1:ltba ftJdThmre to follow the ordinary cause-and-

effect scheme that people applied to human behavior, it is, furthermore,

behavior which is essentially unpredictable and uncontrollable, since

prediction and control presuppose an explanation or understanding of

the behavior.

It may be noted that this conception of mental illness is unlike

the two preceding in that mental illness is J in this usage, one of the

categories of personality analysis and is, thus, brought inside the

general scheme applied to human behavior, rather than left outside of

it as an illness. Nevertheless, the fact that mental illness is intro-

duced as the category residual to the scheme meanS that this way of

looking at mental illness also leaves the popular views of normal per-

sonality determinants separate from and unmodified by views of mental

illness. The splitting of mental illness from normal behavior on the

basis of the adaptability of popular interpretations to is expla:1ation

means, in fact, that the popular theories are self-confirming. No ex-

ceptions can arise to challenge the tenability or recpire the modifi-

cation of the rationalistic model of normal human behavior, because the

exceptions are, by that very fact, assigned to the category cf menta}.

illness, to which the rational explanations do not, by definition,

apply.

vlhile the verities of commonsense understandi.l'lg of human behavior

are, as a result, unassailably preserved, this approach almost iiu-wi-
o'

tably results in an image of mental illness which is extremelj- .r..:~5~·iten:hg.

•

•
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In the first plaoe, mental illness is defined as the very opposite of

the rational, reasonable image of the behavior of themselves and others

which people accepted so strongly. As such, it can almost be said

that the counterimage of mental illness was a projection away from

themselves of sensed but denied human tendenoies which people feared

and distrusted. In add1tioDt ·th:iJs approaeh to mental illness gives it

the aura of an intimidating mystery, since there is no way to account

for mental illness, consistent with the basic requirement that mental.

illness be applied only to behavior ~ihich is unintelligible and in-

explicable. Despite the fact that this usage appears, formally, to

conceive of mental illness as a. personality or behavioral deviation

rather than an organic defect, its major features, like thOS!3 of the

two preceding ways of conceiving of mental illness" also conduo:a':b

practice to an exclusion from mental illness of most of the personality

and emotional disorders short of psychosis. A recapitulation of the

central features attributed to mental illness in this usage--its cam-

plete alienness from normal behavior; its unreasonable, irrational,.

inexplicable quality; and its uncontrolled, unpredictable natur€~·-

almost automatically evokes an image which suggests psychotic behavior

and which is at the same time exceedingly difficult to rationalize

with typical neurotic behavior.

4. The last of the major ways of defining mental illiless de-

rives from premises about the role of free-ld11 and determinism in

human behavior, in relation to which questions of self-control and

moral responsibility become the central considerations. Once the

question of' control or responsibility is brought to the forefrorfG
"

of attention, two very different images of mental illness result,
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depending on the re1ationship assumed bettoJeen responsibility and mental •

illness'. Thus, mental illness may be defined as disapproved or socially

unaoceptable behavior which is outside the individual's conscious con-

trol or volition and, therefore, not his moral responsibility. Con-

trarywise, it may also be defined as disapproved or socially unacceptable

behavior which results from the individual's willful failure to fulfill

his moral responsibilities or to exerc~se self-control and self-discipline.

The definition of mental illness as lack of moral responsibility

may be seen in positive form, though somewhat indirectly, in the views

of 21 per cent of the public who emphasized a lack of rationality or

control as the distinguishing characteristic of mental illness. The

same viewpoint is more directly expressed, though in negative form,

in the position sometimes taken by 28 per cent of the Americ.an public,

who reasoned that behavior t"1hich the individual involved could and

should alter for himself (or, in the case of the child, which could

be altered for him by physical chastisement) represented moral defect

rather than mental illness. The opposite view that moral vleakness--

self-indulgence, lack of self-discipline, tdllful failure to ex~:i.:;:-:i.se

self-control--was the essential characteristic of mental illness

appeared positively in the views of 14 per cent and was implied in the

statements of 11 per cent 'Vlho exempted from the category of mental

illness behavior which t"1as regarded as too ingrained in the illdlvidual l s

personality to be within his conscious oontrol and of 19 per cent tlTho

excluded from mental illness behavior for which moral responsibility

or blame was assigned to someone other than the individualwllose -')e.,

havior it was. With an allowance for the overlapping of these d:'ffer-
"

ent ways of asserting or implying that mental illness was characteristi-

cally moral weakness, 37 per cent of the public turned to this conception

•

•
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of Jnental illness at some point in their discussion, while at least 28

per cent formulated mental illness in tems of lack of moral responsi

bility.19

19 .
Although an emphasis on lack of rationality and control has

just been referred to as suggesting the latter conception that mental
illness vJaS behavior for uhich the individual was not morally responsi
ble, people lIDO used this criterion without the more clearcut exclusion
from mental illness of behavior within the individual's control are
not included :in the percentage cited. They are omitted because this
symptomatic characterization of mental illness, although logically
necessary to a conception of mental illness in terms of lack of respon
sibility, is, like other descriptive definitions" insufficient to de
fine the position. As has just been indicated" the presumption that
mental illness was inexplicable behavior .:implied much the same kind
of characterization.

Although these two positions on moral responsibility lead to
•

contrasting definitions of mental illness" they are based on 9.i1 identi

cal- concern. For any single example, people who i1'ere thinking in terms

of either of these lqays of looking at mental illness lolere generally

agreed that the behavior in question was morally reprehensible or a sign

of character defect, remediable by the individual. They disagreed only

inth respect to the labels to be applied to moral weakness.. Where mental

illness was defined as wealmess of character, it became another {jE:lr:n

used to stigmatize and condemn the individual concerned; the reverse

definition was equally critical of the behavior, but exempted it from

the category of mental illness, perhaps because use of the term "ill-

ness" might imply excusing or condoning it. Indeed, it WAy be recalled

that it was exactly this kind of disagreement over the classification

of moral defects loJhich resulte~ in the case of "Bill Williams'" alco-

holism, in a good deal of similarity betileen the formulations 01 people

vrho calJ"ed his problem mental illness and those of people who la1)eled

it a flaw of character.
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With the practical emphasis on action, control and change of

behavior which ran through American thinking and the related reliance

on sequences of causation which" though highly determined, were also

highly adapted to intervention in or reversal of the process to alter

expected consequences, a large part of emotional, personality·or

character trends could be vie't'Ted as undetermined or determined in ways

which still left them l'1ithin the individual's conscious ability to con-

trol. It may be said, then, that an identification of mental illness

with behavioral manifestations outside the individual's control once

again was tantamount, in practice, to a limitation of mental illness to

the psychoses. The reverse approach, which identified mental illness

with these manifestations of individual perversity, was the only major

conception of mental illness conducive to the inclusion of pe:osOllality

and character disorders within the category of mental illness, but the

logic by l'1hich they were included in no vlay altered the basically moral

approach to them.

Both of these definitions of mental illness by reference to the

moral qualities of the behavior are agreed in considering mental ill-

ness a term referring to certain varieties of htunan personality, EO they

each raise questions of rationale by which they are to be accommodated

within the general interpretive scheme applied to human behavior ~ In

the negative statement lV'hich excluded from mental illness behavior

over which the individual had control, the behavior regarded as ot::Ier

than mental illness was voluntary and the usual determinist explanation

did not apply. The fact that reasonably determined behavior ~1a~ C"f":.An

regarded as not mental illness at the same time as the free adl,>:"_5 of
.'

the individual Here also assumed not to be mental illness may raise a

•

•

•
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problem, sinee these views, taken simultaneously, excluded detemn.ned

behavior from mental illness and suggested that it was determined be-

havior. These two views can be resolved, however, by identifying

mental illness with behavior determined by organic brain disease rather

than by life experience, so that the ordinary determinants of personality

did not apply to mental illness, which became, once again, a category

unrelated to personality analysis. On the other hand, it was only by

implication that behavior over which the individual had no control was

determined, so this view could combine more directly "lith the idea that

mental illness featured behavior that had no reasonable determinants to

a position l'mich simply underlined the inexplicability of behavior that

had the coerced quality of the completely determined without having any

adequate causes •

The alternative moral conception that mental illness was dis-

approved behavior for l-lhich the individual '\JaS responsible also fitted

very well and directly with the view that it lI1aS uncaused behavior

lvhich could not be explained uithin the same scheme as normal personality

traits. As has already been indicated in the discussion of the paranoid

behavior of "Frank Jones" (Chapter 4, pp. 27-28), it was possible to

adduce the usual, direct conditioning accolmts of the origin of emotional

tendencies classified as mental illness, provided the conditioning ex··

periences were regarded as their starting point rather than the~I Gom~

plete determinant. In this version, conditioning produced the in~i-

vidual's initial reaction to his experience but he Has free to control

the extent of its influence on him. If he then chose or Here 1'T('lHk

enough to permit the conditioning experience to coerce his ber J:r~.o.:.~,
.1

he had a character defect which led him to behavior unreasonably, and
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his willful irra:tienality-, although not the original conditioning it-

self', could be regarded as mental Ulness. In every one of these in-

stances, mental illness, even though a personality category, was de-

fined in such a way that the schemes which accounted for the origins

and persistence of normal human behavior and personality need not be

called upon to explain the abnormal.

As the discussion so far has indicated, assumptions about the

nature of reality, the relations of mind and body and the role of de-

terminism and freedom in htUlla11 behavior were the primary non-descriptive

considerations used in defining mental illness. For all but 12 per cent

of the American public, whose definitions were either exclusively des

criptive, or a combination of description and treatmel1i-..,?f' C,:.f:":I.lrior of

20This figure is different from the 16 per eent shewn in Table
41, because the category IITJeakness, self-indulgence, failure to exer
cise self-control is mental illness" was shifted from the classifi
cation of descriptive character, to l-J"hich it 'Has assigned in Tables
27 and 41, for the purposes of this analysis.

Hhatever character was mental illness only if i,t was, alternati~..eJ.y, an

organic brain or nervous system impairment; a "mental" or ~10n-p::}Y;:'1.cal

manifestation; an inexplicable, uncaused response that bore no relation

to reality; an indication of defects in the individual's volition; ~r

an instance not subject to individual self-determination. The pro&

portions of the public who rather explicitly expressed eael. ~: V";f~

views of mental illness were:

Mental illness is:
An organic dis3ase ••••••••••••••20%
A non-physicaJ disorder ••••• • • • • • .32
Counter-reality, inexplicable behavior ••••61
A volitional defect ••• • • • • • • • • • .37
Involuntary action • • • •• • • • • • • .28
Purely descriptive category • • • ••••12

•

•

•
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Regardless of which of these criteria was employed, about half

added the further qualification that behavior which otherwise fitted

the definition l~as not mental illness, if it could be easily changed

or was amenable to lay correction, or was mental illness, if it Has.

difficult or impossible to correct it and required professional inter

vention. (Tables 27-28.) The proposals for corrective action in each

instance, previously shown in Tables 31-32 and presented in comparative

form in Table 43, incorporate all statements about treatment, whether

these were intended to define mental illness in terms of treatment,

implied a particular causal approach to its definition, or were not

directly relevant to defining its basic nature. Nevertheless, the

corrective solutions proposed fitted very Hell with the ma.;o~ causal

premises just discussed. In general, the concrete soluti0l'!s most often

proposed for behavior that was not regarded as mental illness were,

first, the practical one of correcting the assumed reality situation

to which the behavior appeared to be a reasonable response, and, .second,

tbtt mcral ene of dJi:sciplino or self-discipline. These were, of course,

direct expressions of two ~tbajp frequent causal postulates;, thg.t

behavior which was a reasonable response to its conditioning circum-

stances was not mental illness and that behavior within the voluntary

control of the i.r.'1dividual vras not mental illness. In either casE'}

the individual's problems could be corrected by himself or ~ 3.ny:m€

in a position to alter his current life situation, so that the definition

of mental illness in terms of a treatment oriterion which excluded be-

havior that was easily altered by lay action was not so rnuc~ .m c.dr,e.d

criterion as an irrunediate implication of the counter-reality anr'j ~noral
.f

views of mental illness.
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Quit.e similarly, the statements people made about the treatment

of mental illness fim-red consistently from these vielis of mental illness

as either inexplicable and uncontrollable or morally reprehensible or

both. First of all, the suggestion that the behavior in question was

a situational problem to be resolved by changing the conditioning cir-

cumstances was almost never made for behavior that was regarded as mental

illness. (Tables 32 and 43.) At the same time, the possibility of self-

help, though rather frequently mentioned in connection vIith mental ill

ness, was disproportionately a non-mental illness solution. Self-help

as a way of correcting mental illness '.-ras, in fact, most likely to be

mentioned in connection with those examples--"Bill Hilliams," "George

Brown" and 1I11ary White"-,l-1hose behavicr Has mOl?t amenable to inclusion

within the category of mental illness vlhen mental illness 1109.S regarded

as a ..personal shortcoming; and popular reliance on this kind of a formu-

lation, whenever mental illness was extended to include non-psychotic

emotional disorders that were not overtly anti-social, is demonstrated

by the fact that, for llGeorge Brolm ll and IlMaIj~ White," self-help was

emphasized even more by people who classified them as mentz.lly-ill t.han

by those who did not.

In contrast to the emphasis on the solution of realistic problems

and the exercise of self-control in dealing with behavior that was rot,

mental illness, the control of mental illness more typically rerll:..i:~C:.d

either the professional assistance of psychiatrists or other physicians

or the psychological intervention of far.lily and friends, usually in the

form of rational persuasion or exhortation. The suggestion that :?,:",•.

fessional treatment was needed to cope with certain behavioralp:coulems
• 1

was almost exclusively reserved for behavior regarded as mental il '.!"~s~ ~

•

•

•
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for example, psychiatric treatment was proposed for 32 per cent of the

examples classified as mentally-ill for whom some treatment suggestion

was made, but for only two per cent of the examples iihere action recom-

mendations were made for behavior that was not mental illness. This

emphasis on the need for professional advice in dealing with mental

illness suggests, once again, the view that mental illness lvas imex-

plicable behavior; that is, it Has not amenable to the usual control

measures applied in interpersonal dealings in daily life, but its cor

rection required, ins~ead, highly specialized professional training and

skills. Nevertheless, professional assistance 'VIaS not the most frequent

corrective approach to mental illness, except in the case of the violent

paranoid, "Frank Jones."· The tendency was to substitute for professional

help either self-help, with the moral approach to mental illness it im-

plied, or lay help from family and friends. The latter form of treatment

was largely, though not as completely as professional help, appropriate

only to mental illness and not to other forms of behavior, and in it the

moral and inexplioable vie1rJs of mental illness tended to merge. That

is, the suggestion was that the behavior of a person who l-Jas acting in

the unreasonable and inappropriate manner defined as mental illness

could be altered, if someone close to him pointed out these character-

istics and suggested, advised or urged him to change. This approach

to what has been defined as the highly irrational pinpoints the in-

herent limitations of the dominant popular approach to human behavior,

in i"Jhich the only means available for dealing with any lcind of behavior

were the rational, reasonable approaches of pragmatic commonsense.

Because of this overevaluation of the role of rationality and control
.1

in behavior, the only Nay that behavior which violated this scheme and
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was J therefore, defined as mental illness could be corrected was by

rationally persuading the person to abandon his irrationality and act

again in conformity with the usual scheme. This procedure necessarily

entailed the assumption that the individual had free control over be-

havior that was not determined by reality, could alter it if he v1Ould,

and would want to, if he were brought to realize the inappropriateness

of his conduct. The essentially moral outlook necessary to the prag-

matic action scheme combined uith the highly concrete and rational con-

ception of reality on which it is based thus resulted in a kind of

ambivalence in popular approaches to psychotherapy. On the one hand,

it was addressed to the irrational and inexplicable, which was better

left to professionals who could understand it, but, on the other, it

involved, primarily, a process of reasoning with the unreasonable indi-

vidual, which could be carried out by anyone. The question of popular

conceptions of psychiatry and psychotherapy is discussed more fully

in a later chapter, but, as sug~ested here, the inability to explain

or deal with irrationality r,dthin the framel-Jork of the popular approaches

to human behavior resulted i~ an implicit assumption of rationality,

whenever it was necessary to deal with irrational behavior, so that the

process of psychotherapy appe2red as a highly rational one to <vhich lay

counsel was a reasonably exact approximation.

This digression into the relation between corrective measures

and unoerlying formulations of the basic nature of mental illness

illustrates the fact that the positions which have been outlined did

not figure in popular discussion as fully explicit, consistently applied

criteria of mental illness. They 11ere, rather J persistent themes that
.'

energed obliquely from what people said and 1"1ere interwoven into their

•

•

•
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remarks as half -formula ted, unexamined premises whose mutual com-

patibility and individual correspondence with fact were not directly

in question. As a result, relatively few people (16 per cent) de-

pended, entirely, on anyone of them. Some attempt has already been

made to indicate how these positions could be consistently reconciled,

so it will not seem exceptional that 85 per cent of the group who some-

times defined mental illness as a defect of volition also saw it as

behavior that was uncaused or unrelated to reality, or that 39 per

cent of those who defined it as non-physical at other times formulated

it as a character weakness, or that all of these conceptions easily

joined with the idea that beh@.vior Has not mental illness unless it

was difficult to treat and required profesdonal handling. vlhat is

more remarkable, however, is the fact that among the group who defined

mental illness as an organic brain disease, 23 per cent also defined

it as non-physical; L9 per cent, as a moral weakness of character; and

59 per cent, as behavior ~olhich had no "real" causes. And, similarly,

Lo per cent of those vIDO exemptec from mental illness behavior for

which the individual was morally responsible also defined mental ill-

ness, at other times, as moral weakness.

More important, perhaps, was the fact that most of these premises

were untenable, \~ithin the logic of the people who used them, and were

abandoned and contradicted whenever the discussion approached directly

such topics as the causes and treatment of mental illness, apart from

their role in defining it. One basic problem Has that the leading con-

ceptions of mental illness--counterreality, non-physical, and even,

moral--all fitted together very well and all tended toward the posi-
of

tion that mental illness 11as undetermined behavior for which no adequate
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causal ao()ount. could be found, e2tcept" perhaps" in the "mind" or "'twl"

of the mentally-ill person. At the same time, people's general views

were, as we have .seen" highly determinist" so it was difficult to ad

here consistently to a view that mental illness had no causes or only

inherent psychic causes. And" when people attempted to outline the

causes of mental illness" the only categories of causation available

were those which had also been used to define behavior that was not

mental illness. Similarly, the conception that mental illness must

be difficult to treat was opposed to the underlying optimism about the

possibilities of control and alteration in pragmatic vie't-1s of human

behavior. When they were not defining mental illness, people tended,

therefore" to return again to a view that behavior was easy to change

and, to outline, as methods for treating mental illness, procedures

whose efficacy with normal behavior had been cited as a criterion for

distinguishing mental illness from normal behavior.

The extent of this self-contradiction was far-reachL~g, with

exactly four-fifths of the public directly violating their min premises

part of the time. Thus" over ninety per cent of the people who felt

that behavior which had "real," causally-adequate, or reasonable

origins should not be classed as mental illness at other times ad

vanced exactly the same kind of explanation of behavior that they did

consider mental illness. For instance, the same person, speaking of

"Frank Jones, II said he 'tias not mentally-ill because "circumstances

could have caused it, so he could be perfectly sane," but, speaking

of "George Brown," who was regarded as mentally-ill, said, "That was

probably caused by his environrnent--samething could have happened to

a frien8. (C) Losing a job or same other loss--a car ~r.reck or a

•

•

•
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finanoial 1055. 11 Or, similarly, tHo-thirds of those who sometimes ex-

empted lithe physical ll from mental illness at other times e;ave physical

causes for mental illness, and the nervous system moved back and forth

in a related way. illustratively, one person said a IInervous breakdo~mlJ

was not mental illness IIbecause you could have a physical ailment causing

that trouble," but asked about "Frank Jones,1I said inunediately that he

was mentally-ill and added, "It could be a physical ailment that caused

it--drinking too much, venereal disease, r-ellagra, or even oven-lOrk

and nerves can cause a mental illness." In the same way, four-fifths

of the people who said they regarded immoral behavior as outside the

realm of mental illness at other times referred to moral vleakness as

mental illness, and the status of the ingrained behavior as outside

the individual t s control shifted in similar fashion. For instance,

one person said "George Brown" 1-1aS not mentally-:i:ll because lIl:Tith a

little control he could help himself. He needs to exercise some self-

control," but "Bill VJilliams" was mentally-ill because "~veakness

is an illness. He needs to exercise self-control instead of letting

himself go." Or, in another instance, "Betty Smith" was not mentally-

ill: "No, it I S not her faultt If they had played l-Jith her more and

taken more trouble wifihlm,r 'When she Has little, she wouldn't have been

that way in the first place"; but "Frank Jones" 'Has mentally-ill, even

though the person said, "He can't help feeling that ,JaY. In his child-

hood, he lias probably al"tva~rs neglected and had to give in a lot to

a younger child."

Essentially similar instances of these kinds of inconsistencies

could be multiplied Ill.any times over, since they were the rule rather
.1

than the exception in populaJ;' discussion. Instead of extending these
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quotations, which do no more than illustrate the leading types of

self-contradictions reported in Table 44, a better idea of the sources

of these illogicalities can be gleaned from examining an interview

as it developed, rather than viewing pieces of it out of context.

Since this is a rather lengthy procedure, only one interview ldll be

presented in detail, and an atypical one has been deliberately selected

to point up the paradoxes that emerged. This is an intervie't'l1 with a

woman whose sophistication, interest and experience were well above

average. She Has a college graduate, married to a professional man

in comfortable circumstances, mother of several children, and she

indicated elseHhere in the interview a concern for and voluntary work

with child guidance programs. Her obvious familiarity with the subject

matter, immediate recognition of non-psychotic mental illnesses, and

emphasis on psychodynamics were all at variance 'tnth the general level

of popular discussion, and, against this background, her failure to

be consistent with her O't~ logic cannot be dismissed.

This woman began by describing mental illness generally in

apparently non-psychotic terms:

I think they just aren't able to cope }nth the realities
of life in a normal way. I don't think of them as in
sane. (C) They j llst don't have a normal reaction to
everyday living; they are inadequate in facing simple
problems.

Her discussion of the "non-insane" mentally-ill continued consistently

along these lines:

It is an emotional adjustment they don't make. Jealousy
and envy and lack of appreciation of what they have them
selves. (p) They are irritable and lack n spirit of
cooperation, and they are very critical. (C) Of friends,
especially if the friend has any great talent or social
position or is liked better than they. They are des

"'tructive in their criticism.

•

•

•
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Finally, she said of "nervous breakdowns":

I don't think there is any such a thing as a nervous
breakdown. (0) They are emotional upheavals, lack
of control of their emotions, caused by something
physical or a crisis in the family or social life
or financial crisis. I don't call it a nervous
breakdown, just a lack of emotional control.

But, she concluded, whatever you called it, it was mental illness, be-

cause it vJas:

A lack of a normal reaction to a ve~J normal problem.
( C) A normal response is optimistic, buoyant and
having a feeling of confidence in handling a given
situation. He just has no fear of the outcome.

At this point, then, she was classified as adhering to a. consisten't

and spontaneous inclusion of non-psychiatric syndromes in mental ill

ness, and her general definition of mental illness appeared to be that

it was a deviant emotional response to or a distorted, perspective on

reality.

With this usage it might be expected that this was one of the

exceptional persons ~ho regarded all of the examples as mentally-ill,

but, quite the contrary, in her viel-1, only the violent paranoid Has

mentally-ill. Speaking of "Frank Jones," she said:

I think that in his youth his emotions had very
little guidance. He had definite insecurity.
(C) He lacked success, maybe in his school,
his athletics or his adjustment to his. family.
He just has had no success in his life. (0)
I think it lvas due to his early training. ( C)
In his early training, either the standards Here
too high and he could never attain vlhat was ex
pected of him or he never felt that he was wanted
or necessary, either in his family or in a gang.

And, consistently with Hhat had gone before, she concluded that he was

mentally-ill because "He doesn't have what He call a normal reaction

to everyday living conditions."



...68-

"Betty Smith, II hmlever waB nct Jr.entally-ill, although some-

thing W2.S wrong:

(S) Yes, I lvould say that she had an emotional dis
turbance. (p) It is due to insecurity, I think.
(C) She has never made the right kind of social ad
justment. (C) She may have been a victim of too
much criticism, or she mar have felt as a child that
she vlaS never wanted. (C) Broken home, and parents
quarrelling and lack of love may have caused her not
to feel secure with anyone. With quarreling, she may
have felt ashamed and not wanted any of her friends
to come into her home, and that has become a mental
habit.

This was not mental illness because "It is her habits and emotional

conditioning to life that has been wrong."

Of "George BrOtm," she said:

(S) Yes, I think there is something wrong with
him, but I don't thin-I<: it is mental. (p) Lack
of success as a child and lack of security. (C)
Every-person VJants to be vlanted and express him
self as an individual, and he wants those ideas
accepted, and, when he doesn't have any of those
thinGs, he thinks the whole 'World is against him.
(C) -Due to his parents not accepting their posi
tion in life and being vocally critical about it
to the child. Maybe they were always saying,
"Look what the Jones have and lle don't have it,"
or telling him some other boy 'tolas on the football
team and lihy wasn't he on it, or why did someone
else get better grades, and as a result of this,
he has never felt secure in life.•

"Brmmll was not mentally-ill because "He is only dissatisfied; he can

function as a normal person in society; he doesn't break the laws or

anything."

"Bill Williams ll also had something wrong:

He is just unable to diE:cipline himself. (p)
I think every child is born \vj.th \1111 power,
but it is dormant until it is exercised, and
he just never exercised his trill enough to
discipline himself. (C) In his guidance by
.his parents, he e1asn't helped to form the right
habits of discipline. (C) Drinking is a habit
he has formed. It might be wrong associates, or
he has seen it in his home and just accepted it.

•

•

•
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Alcoholism l-1aS not mental illness because "I think it is just a weak-

ness in his will power."

With "Mary-White's" compulsiveness nothing HaS wrong:

I think she has a fear complex. She ma:( have had
overly cautious parents that watched her. constantly.
(C) She is never sure of herself and has a feeling
of insecurity due to not enough responsibility in
her childhood and early adolescence. The elevator
is due to fear, too. (C) She may have been frightened,
maybe her mother or father held her tightly and said,
'I'll take care of you, I or there may have been a
jarring that frightened her. She has been overly pro
tected.

And IlBobby Grey's" delinquency prompted these comments:

I think he has formed bad habits due to training by
his pa.rents. ( C) H~ wants satisfaction, and he has
found he can get it by cheating, lying and stealing.
Naybe his parents want him to get "A" grades in school,
and he isn't, so he lies. This gives him a feeling of
importance even if it is contrary to Hhat he knows is
right. In school maybe he couldn It attain the success
that satisfied him, and, as long as he wasn't recognized
as the best, he vJent to the other extrerre and assumed
an attitude of i.l1difference and, almost, pugnacity.
(p) 11aybe he told a lie, and they didn't help him
lLl1derstand it rJas l'ITong, and it made him feel important,
and he told another one. 11aybe he stole something, and
his parents told him he shouldn't have done it, but
didn't make him take it back.

She concluded that "Bobby" tlas not mentally-ill, since she thought

"his behavior absolutely normal f or a child who hasn't had the proper

guidance. "

And, to round out this presentation, in answer to a subsequent

question which inquired into the causes of less severe emotional ill-

nesses generally, she said,

Childhood patterns of life: not being adjusted and feel
ing insecure because he isn't loved and wanted, and he
is criticized, and so he is never comfortable as a
child, emo"Gionally•

.1
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It is certainly apparent, in this woman's intervie'tt1, that causal

premises and redefinitions of mental illness were introduced as after-

thoughts to rationalize less rationally derived feelings that the person

under consideration was not mentally-ill. And it was at this point that

the self-contradictions began: "l'-'Iary 'Vhite" l-1aS not mentally-ill because

her disordered emotional response i.Jas attributable to her "conditioning

to life," even though exactly this same kind of "conditioning to life"

was the only cause of mental illness ~ "George Brown IS" emotional de-

viancy did not qualify as mental illness because it was not carried to

the point of violence or ·.crime, even though preceding discussion of

mental illness generally had not required such extrenie symptoms; "Bill

Williams I II I'weakness inwill-powerll was distinct from mental illness,

although mental illness included "a lack of emotional control";

"Bobby Grey' a" reactions were a reasonable response to the parential

circumstances in 1'1hich he found himself and not mental illness, even

though mental illness was, itself, the expected response to certain

parental practices.

As this illustration and the essentially similar character of

the many other instances of illogical, contradictory reasoning suggest,

the kinds of premises people introduced into their definitions of mental

illness were not so much the source of their logical difficulties as

they Here both the result of 1-J'idespread attempts to avoid the conclusion,,:

that flOi-led logically from their o~m dafinitjons and t.he culturally-

•

•

available means by 1"1hich that avoidance could be achieved. It is true,

as indicated, that people got into logical difficulties ~ith each of

the main concepti.ons of mental illness they used, inasmuch as they
• 1

appeared to require more than one such conception to deal with even a •
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limited range of instances, MCi they did not at all times find the

premises inherent in them acceptable versions of the nature of reality.

But, even when the premises on 'tvhich it rests are actually contrary to

the facts of human behavior, there is nothing inherent in any conception

of mental illness to prevent its consistent application, if only as a

logical exercise. The inconsistency 'to1ith which these conceptions were,

in fact, applied is, therefore, in its own way, evidence that these

were not the systematic starting-points from which people's reasoning

began, but were convenient handles, supplied by the cultural heritage,

for which people reached out whenever they needed support.

That both the underly:ing premises and their inconsistent and self

contradictory use served to avoid labeling behavior mental illness can

be demonstrated from the data more systematically than has thus far been

attempted. To put it most simply, the people vlhose descriptive defini-

tions of mental illness were, in principle, most logically amenable to

the recognition of non-psychotic syndromes were, in fact, the people who

were most lllcely to introduce causal premises and most likely to violate

these premises logically. And, 1...7') turn, logical contradictions generally

resulted in a failure to recognize non-psychotic behavior as mental ill-

ness. If recognition of at least "George Brovm" and the tHO psychotic

examples as mentally-ill is taken as an index of extending recognition

of mental illness to non-psychotic sJrndromes, then, as we have seen,

people l~ose general usage consistently included non-psychotic syndromes

and people who defined mental illness as emotional or functional deviancy

were also most likely to recognize non-psychotic s~1dromes in practice.

Hithin each definitional-usage group, hm-:ever, people 'tolho contradicted
.1

themselves lolere less likely to recognize such syndromes than were peop}4='
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who adhered to the logical requirements of their usage:

Proportion Recognizing
Non-Psychotic Syndromes

Mental illness descriptively defined
as ENOTIONAL-FUNCTIONAL DEVIANCY
and

•
General usage consistently included
non-psychotic syndromes

No logical contradictions ••••
Logic contradictory • • • • • • •

General usage did not consistently
include non-psychotic syndromes

No logical contradictions • • • •
Logic contradictory • • • • • • •

Mental illness descriptively defined
as COGNITIVE-CONTROL or GENERAL
DEVIANCY

General usage consistently included
non-psychotic syndromes

No logical contradictions • • • •
Logic contradictory • • • • • • •

30
24

19
15

10
7 •

General usage did not consistently
include non-psychotic syndromes

No logical contradictions • •
Logic contradictory • • • • •

• •. . 4
3

And, it may be added that within the groups whose definition of ment~

illness was in terms of deviant emotional response, people l"ho intro-

duced causal premises vlere less likely to classify such syndromes as

IlBr01'm I s" Il:S montal ill.'r).css, ovoo whon they diu not oontradiot tho :Logic of

their premises. Thus, the counterpart of the first figure above is 37

per cent for people who defined mental illness solely as emotional de-

viency, but 25 per cent for people who added causal criteria to this

definition. In sum, causal premises \-1e1'e most frequently introduced by

people lolh.9Se usage otherwise required their viewing such persons as

"Brown" as mentally-ill, and their introduction did decrease the likeli:r j,)r' •
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of reoognizing these mental illnesses. Correlatively, these causal

premises were also most frequently abandoned and contradicted by this

same group and, from the fact that this lcind of contradiction shifting

also lessened ~he likelihood of recognizing non-ps~~hotic mental ill

nesses, it appears that they were abandoned in favor of others whenever

they did not serve to deny mental illness.

This kind of conclusion is, in one sense, almost appa.rent from the

very nature of the thought system i tsel! • For the interesting thing

about all the popular attempts to define mental illness in terms of

non-descriptive criteria is that they shifted attention from the ~ore

immediate, concrete behavior to the more indirect and more hypothetical

causes lying behind it and, by so doing, raised issues that 'Here inde-

terminate. That is, the considerations raised by each of the major popu-

lar conceptions of mental illness 'torere such that the essential factors

necessary to decide whether or not any concrete instance of behavior

was mental illness were ;ne!trDr inherent in the behavior itself nor in-

controvertibly demonstrable from it. As a result, they could not, of

themselves, require a conclusion that certain behavior patterns Here

mental illness and others not, but rather equally justified whichever

conclusion people reached. Take, for example, the pattern of anxiety

and tension c onsistently exhibited in the behavior of IIGeorge Brolffi. II

One could postulate damage to some nerve center as the cause of his

behavior and call him mentally-ill or deny the presence of organic

involvements and not reGard him as mentally-ill. With emphasis on the

tension symptoms, one could call his behavior evidence of physical fatigue

or illness or, alternatively, trace the physical rnaDifestations to a
.1

prior mental source in emotional fatigue or strain and call it mental
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illness. One could postUlate realistic circumstances to which anyone

would respond with some degree of anxietjr and consider "BrOt.ffi t s" be

havior reasonable under the· circumstances or, denying any correspondence

between "Brown's" reactions and reality, conclude that he was mentally-·

ill. Or, one could assume that be chose to be this kind of a person or

failed to exercise the self-control necessary to be different or, con-

versely, that his behavior was outside the area of his intentions and

efforts and not subject to his control, from either of lrlhich assumptions

it equally loJell followed that he was or uas not mentally...Ul.•

The qualities of this kind of reasoning are not too far removed

from the kind of folk wisdom epitomized in proverbs, loJhere there generally

exist at least tHO contradj.ctory sayings on any subject, so that any in-

stance to which the first is not applicable is surely covered by the

second. Such pairs as lIAbsence makes the heart grow fonder"and "Out

of sight, out of mind; ". "He who hesitates is lost" and "Look before you

leap"; "Not everything that glitters is gold" and "Fine feathers make

fine birds"; or "Birds of a feather flock together" and "Opposites

attractll ; all contradict one another. Since only the appropriate one

of any pair 18 evor selected and applied to a single concrete instance,

however, the contradictory nature of these principles need not be ex-

plicitly recognized or reconciled. And, similarly vuth the dincussion

of mental illness, at anyone point in their discussions, people

appeared to be judging concrete instances by referring them to one or

another of these premises about human behavior, but, in the course of

the discussion, these premises Nere used in the same ad hoc manner,

adopted for an insta rce to Hhich they seemed applicable and abandoned
.'

when they did not. The outcome was that, while people appeared to be

•

•

•
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adhering to logioal considerations, they actually shifted ground repeat-

edly, with abundant but unconf'ronted self-contradiction.

The result of this kind of thinking about mental illness is that

the term had no fixed referent in popular discourse. It l.Jas shown,

initially, that only 35 per cent of the public maintained an internally

consistent conception of the syndromes to be included withLl1 the category

throughout a relatively'brief discussion of mental illness in the abstract.

(Table 10.) Of this group, moreover, close to a quarter explicitly con-

tradicted their previous usage or redefined terms as they discussed the

six examples.2l (Table 45.) And, of the 27 per cent who ,remained,

2l.rhis figure takes 110 account of which examples were classified
as mentally-ill and whio~ n?~, a matter which usually 'involved implicit
inconsistencies. It take~ a~count only of the inconsistent use of
terminology in the COUl'se of classifying the examples.•

close to four-fifths became involved in the contradictory logic which has

just been discussed, as they restated the defining criteria of mental

iliness. At the close of their discussions of the s:ix examples, then,

six per cent of the public had adhered ~rith complete consistency to any

conception of mental illness--tl-JO per cent to a usage that limited the

term to psychosis and four per cent to one that consistently included

non-psychotic manifestations. (Table 46.)

The effect, if not the intent, of the vacillating way in l-Ihich

people defined and used the term, mental illness, was that only the

image associated with popular stereotypes of psychosis remained a fixed

and unchanging element in it. All of the inconsistencies in usage as

well as the criteria used to define mental illness or to distingu~5'~', i t~

of

psychotic forms from non-psychotic mental illness worked, as l-Je have
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seen, in the direction of the equation of mental illness with psychosis

and the subsequent recognition as mental illness of only the violent

syndrome typified by "Frank Jones." The illogical lengths to which so

many people went to avoid calling a person mentally-ill (and it should

not be forgotten that the same avoidance was frequently achieved without

formal violations of logic, since only 37 per cent of the most logical

and most favorably.disposed usage group consistently included the non

psychotic behavior of "George Brown" as mental illness) could only

have resulted from the equation, in practice, of mental illness with

extreme forms of psychoses and either an a'\-Tareness that the person in

question was not psychotic or a reluctance to oall him psychotic, even

if he appeared to be.

The difficulties in popular thinking that resulted from this

elision of mental illness into psychosis have, thus far, been treated

primarily as logical problems, but it is obvious that they implied psy-

chological difficulties with the concept of mental illness, as well--

emotional needs in whose service logical thinking was popularly sacri-

ficeG. To account fully for the popular tendency to revert to an image

of extreme psychosis in thinking about mental illness, it is necessary

to remember that these psychotic manifestations were, histor:i.cally the

first and, until rather recently, the only forms of mental illness recog-

nized and that around them developed an emotional aura of threat, horror,

fear and avoidance. The historical priority of psychoses and the emo-

tional climate surrounding them may, perhaps, themselves, be vim'led as

results of the kinds of culturally-pervasive assumptions about human

behavior already examined. These, as we have seen, placed a heavy premi-
.'

urn on rationality and control as the distinctive characteristics of

•

•

•
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normal human behavior, in relation to l.mich any loss of rationality and

of cognitive control--a potentiality of every psyehe--assumed overwhelm

ingly threatening emotional proportions. Psychoses, as disorders of

rationality and control, violated these basic norms of human behavior

in ways that could not fail to be immediately perceptible; and, as

actualizations of the ever-present threat, they had the same emotional

significance--to be stigmatized, rejected and avoided.

It is exactly these emotional connotations attached to psychosis

or mental illness that made it difficult for people to accept fully and

adhere to all of the implications of the newer usage of the term, mental

illness, when it is used to denote a vr.ide range of psychiatric disorders,

most of which do not have q11ite the Bame quality of threat as psychosis.

At the time of this reSe3.11 c:1, the great majority of the public h3.d en

countered this denotation, and their general discussions of the term,

mental illness, reflected this intellectual awareness to greater or

lesser degrees. At the same time, the connotations or emotiqnal impli

cations which were evoked by the term were not consonant with this usage.

Their first, most immediate emotional response to mental illness tended

to be in terms of the threatening image of psychosis, so it was diffi

cult to accept that the many other less threatening emotional disorders

were in any way related to it and assimilable under the same heading.

Consistency between formal and emotional usage required either the

abandonment of the additional content assigned to the categoliy C?f

mental illness or the development of a modified emotional response

appropriate to the entire category. Since the latter was not entirely

within people's control, they could only, in effect, pursue the former

course. .'
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It was the resolution of this kind of conflict between knowledge

and feeling that was illustrated by the interview cited at length, in

which, it may be recalled, a well-educated, informed woman tldsted her

original usage of mental illness, at some cost in self-contradiction,

away from that of a rather. neut!'al term referring to' a broad range of

emotional disorders to one which in practice denoted only the violent

irrationality of a "Frank Jones." Yet, the concept of psychosis was

one which was ominous, mysterious, and frightening to her, loJhile her

original definition of mental illness did not contain the same threaten-

ing qualities. For instance, she said, later in the interview, that

psychoses could never be anticipated and prevented because "the symptoms

aren't recognized as ones which point conclusively to a mental disorder,"

and that she \'lOuld never be completely comfortable in the Cumpany of a

former p~ychotic, since "I would have a feeling of insecurity. I'd

feel I couldntt ever depend on her for perfectly normal behavior."

Still, reinforcing the extent to which she had departed from her original

stress on non-psychotic disorders, she selected as the point at which a

person \-lith a mental illness or a nervous condition should consult a

psychiatrist the time loJhen "you think the person would do bodily han.l

either to themselves or someone else."

There is here, in its way, the usual paradoxical circularity of

emotional problems, .for the very fearfulness of mental illness makes it,

simultaneously, something to be kept as remote from self as possible,

and, the fewer and more extreme the behaviors classified as mental

illness the more alien they will seem from the behavior of most peopJ~o

But, the more alien, the more fearful; and the more fearful, the greater
,I

the need to define them as alien to self, so that both fear and avoidr-'d/::",

•

•

•
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themselves operated to perpetuate the fea~-provoking, to-be-avoided

image of mental illness rather than to encourage adherence to a substi-

tute, more emotionally-acceptable conception. It is for this reason

that it may be said that the more closely people's conceptions of psy-

chosis approximated the horror-pro~oking image, the greater was their

inability to accept consistent enlargement of the category of mental

illness to include less threatening behaviors, just because the immedi-

ate effect of this extension is not to decrease the emotional impact of

psychosis but to extend it by association to behaviors which cannot be

kept at so far a distance from those of the people concerned,

Almost as a corollary of What has been said so far, in their

discussions of the six lifelike example::l, people tended especially to

move toward a conception of mental illi1E:sS as applicable only to 3xtreme

forms of psychosis and, so, in no way related to their own behavior

whenever the examples assumed personal significance. As they heard the

description of each hypothetical person people sometimes volunteered

remarks indicating that they perceived in this description someone they

knew--themselves, family, friends, acquaintances. Rough1;r tv1O-fifths

of the public (42 per cent) JT\Cl.de cor:unents of this kind, ,-lith 24 per

cent referring one or more of the examples to themselves, nine per cent

seeing members of their ilnmediate families--parents, siblings, spouse

or offspring, four per cent recognizing more distant relatives and 20

per cent perceiving friends or acquaintances. This tendency to identify

the hypothetical people with persons they knew emerged in different con-

texts and had no single meaning. Some people llTere expressing surprise,

amusement or insight into the research devices, as with the man who
.-

said, "You know, all you have to do is change their names and I kn(\T.~
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every one of them." Others mentioned the similarity betl-reen the example

and someone they Imew as a logical term in the syllogism by which they

reached their conclusion about the example; that is, they reasoned that

a particular example "Jas just like X, and X ended up in a mental hos

pital; therefore, the example was also mentally-ill. For instance,

people might say., "/Jf.e 1s mentally-ill becaus!V he t s acting just like

my brother-in-law did before they took him away." Still others appeared

to be arguing from experience in mentioning the resemblance they per

ceived, but with a more defensive quality l'1hich suggested that the basic

reason why the example could not be considered mentally-ill 'VTas that it

would require a conclusion ttat oneself or someone else close was also

mentally-ill, and this suggestion had to be resisted. For exarr.ple"

a "roman said, "vJell" I do that {Checlc doory all the time and there 1s

certainly nothing wrong with me."

While only the fact and not the implications of recognizing some

one in the examples Has directly preserved, it can be noted that, Hhen

experience was called upon to support the conclusion that an example

was mentally-ill, it '-Tas acquaintances, friends and more distant rela

tives 1.Jho i-l'ere cited, while recognition of self and immediate family

mewbers tended to lead to the conclusion that the example was not men

tally-ill. The very likelihood of perceiving an:rone in an example

ranged from six. per cent of the public who perceived someone the:,r knew

in the most extreme example of paranoid behavior to 24 per cent Hhc

recognized someone in "Nary White, II whose behavior 1'1aS least often

regarded as mental illness. And, in much the same way, the person pe~

ceived in an example was identified as oneself or a member .of one's

•

•

•
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immediate family bY" only 25 per cent of those who lmew someone like

"Frank Jones," but by 89 per cent of those who lmew a "Mary White."

For anyone example, the same thing held true: people who associated

the example with themselves or their families were least likely to

see mental illness, while people l-lho recognized more distant familiars

were even more likely to call the example mentally-ill than those who

made no reference to similarities between the examples and their associ-

ates. The details may be seen in Table 47, but, b"!J vlay of summary,

when the six examples are combined, the proportion who classified

as mentally-ill examples in which they perceived themselves and others

were:

Proportion Classif~~g

~ample as Mentally-ill

•
EKamples 'lrJhich Were

Identified With:

Self • • • • • . . . . . . . • . •
Immediate family ••••••••
Other relatives •••••• • • •
Friends, acquaintances • • • •
No one • • • • • • • • • • • •

8%
17
33
36
30

•

These data, of course, strongly suggest the need to preserve an image

of mental illness which left self and loved ones intact and unthreatened,

and this need, itself, necessarily implies that mental illness did pose

for people the kind of emotional threat that has been rather summArily

discussed here.

Throughout this section, the intent has been to examine popular

conceptions of mental illness from the standpoint of their intellectual

content, logic and consistenc3r, not because these elements were the

exclusive or even the primary factors in popular thinking about mental

illness, but simply because they constituted a convenient starting-point •
.1
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The emotional significance of mental illness has, as a result, been

dealt lnth thus far only in the oursory fashion neoessary to give some

perspective to the largely intellectual emphasis. In the next major

section, Part III, and, especially, in Chapter 8, these emphases are

reversed and attention is focussed on the complex of beliefs, attitudes

and feelines which constituted the emotional meaning of mental illness,

loiith only such reference to the more conceptual problems as are needed

to interconnect these interdependent aspects of popular thoughtways.

Before N'e turn to Part III and the emotional half of the coin, there is,

however, one final aspeot of the conceptual analysis that requires some

attention. For, as the data just cited in demonstration of popular fear

and avoidance of the topic of mental illness also suggest, 1-1hen issues

of threat and defensiveness \iere not uppermost, sheer experience or

first-hand acquaintance with persons knoloin to have been mentally-ill

led to clearer or more consistent conceptions of mental illness. After

two brief notes which conclude this chapter, we shall, therefore turn in

the final chapter of this section to the role of experiential factors

such as these in conceptions of mental illness, especially as differences

in e;cperience were reflected in variations in thinking about mental ill

ness among different segments of the American public.

The Seriousness of Mental Illness

A good deal of ambivalence entered into people's judgments of the

seriousness of mental illness. On the one hand, the fear, shame and

avoidance centering around mental illness suggests that it shOuld be re

garded as a very serious kind of disorder, and, indeed, just over four

fifths (8? per cent) said, "Important," when asked: "Would you say that

•

•

•
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mental ahd nervous iilnesses are an important health problem in the United

States today, or aren't they so important?". In support of the impor-

tance of mental health problems, however, people generally stressed their

presumed high or increasing prevalence and the factors in modern life--

like war, insecurity, strain and its rapid pace--believed to account for

the growth in number of these difficulties, rather than the intrinsic

nature of the disorder itself.22

22These results are derived from the pretest rather than the main
study. See footnote 15, Chapter 3, page 37.

So, it should not be surprising that when people were asked to

name the disease they considered most serious in terms of the worst ill-

ness a person could have, only one per cent volunteered mental or nervous

illness, while 58 per cent mentioned cancer; 14 per cent, heart disease;

13 per cent, infantile paralJ~is; six per cent, tuberculosis; and eight

per cent, a variety of other physical illnesses. In contrast to the

actuarial considerations associated with regarding mental illness as an

important health problem, over half the adult population (52 per cent)

cited the incurability of the disease they had in mind--the fact that

the disease was uneradicable and its ultimate outcome was death. And

secondary considerations were that the illness was painful and caused

extreme suffering or that the illness left residual physical conse

quences.23

23The questions asked were: "Vfuat would you say is the most
serious disease today? (I mean, what illness would be the worst"'O'ne
for a person to have?)", and "Why is (name of illness) the most serious
one?"

This emphasis on death, pain and crippling as the elements which

make illness serious fitted very well with a tendency to belittle the
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seriousness of mental illness, which seldom is a direct and immediate

cause of death and which generally produces "only" mental anguish and

emotional crippling. Thus, the seriousness of mental illness was more

likely to turn on its effects on the non-afflicted than on its conse

quences for the sufferer. For instance, among the six fictitious char

acters, only three were regarded as seriously mentally-ill by a majority

of the people who thought them mentally-ill at all, and these were the

three whose behavior entailed rather immediate danger for others--

"Frank Jones," with his violence against strangers, "Bill Williams,"

'With his alcoholic irresponsibility, and "Bobby Grey" with his stealing

and delinquency (See Table 15). In fact, two-thirds of those who classi

fied "Frank Jones" as seriously mentally-ill said explicitly that it was

a serious mental illness because he constituted a menace to public safety.

Similarly, three-fifths of thQse who classified "Bobby Grey" as seriously

mentally-ill pointed to the emergence of criminal, anti-social trends

as justification of their judgment. And, the largest single category

of explanation of the seriousness of "Bill 1~Jilliams I sIt mental illness

was in terms of the consequences of his behavior for his family's well

being. (.see Table 29).

Overall, the degree of societal threat that the behavior appeared

to represent was the factor most used by people in arriving at an esti

mate of its seriousness: 55 per cent of the American public (who made

up about two-thirds of those who discussed the bases which determined

the seriousness of mental illness) cited the consequences or absence

of consequences for others as a determining consideration, with 52 per

cent calling some instance of mental illness serious because it posed

this kind·' of social threat and 10 per cent calling some instance not

•

•
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serious because of the abs~tic~ of aucn a tHreat. Next most frequent as

a factor determining the 6eriousne~s of mental illness was the presumed

difficulty or ease with which it could. be corrected, with 17 per cent

citing such factors as incurability; irreversible brain damage or diffi

culty of treatment as pro~f of seriousness and 39 per cent dismissing

its seriousness because or their belief that the illness could be rather

easily cured by anyone of a variety of methods. All t'old, about three

fifths of those who discussed the question of seriousness (46 per cent

of the public) cited these treatment considerations. A third factor in

the seriousness of mental illness was the presumed degree of urgency

for action with respect to it, which often proved upon further inspection

to be a simple restatement that the behavior was dangerous for others

and should therefore be immediately brought under control or that it

was not dangerous and nothing need be done about it. Thus 23 per cent

cited the need for action as proof of the seriousness of the illness

they were discussing, but only eight per cent referred to this sense

of urgency entirely apart from the question of the social dangers of the

b.ehavior; similarly, 10 per cent c:i.ted the lack of urgent need for cor-

rection as proof of its lack of seriousness, either directly or by

stressing the ,videspread, commonplace character of the behavior, A

fourth factor in the seriousness of a mental illness was, quite ex-

plicitly, the degree to ~hich the illness approximated psychosis: 13

per cent called some instance a serious mental illness because it was

or could become psychosis or because of the presence of psychotic-like

symptoms, particularly, a break with reality; and seven per cent denied

the seriousness of one or another instance just because it was not psy-
.1

chosis or because extreme degrees of irrationality and inability to deal
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With reality were not present. The fifth and final factor in the serious-

ness of mental illness was the degree to which personal suffering, either

physical or emotional, was entailed: 17 per cent called a mental illness

serious when it was impairing the individual's health or spoiling his

life. Significantly enough, the question of personal suffering, unhappi-

ness or lack of fullfillment was raised only indirectly, when the mental

illness was regarded as not serious, where it was linked to the absence

of social danger in some such oomment as, "He's not hurting anyone but

himself ."

The considerations whioh enterec into people's explanations of

what made mental illness serious or not serious may, then, be summarized,

•

from the detail in Tables 29-30, as:

Degree of societal threat • • • • • • • • • • •
Difficulty or ease of treatment •• • • • •
Urgency of need for action •• • • • • • • • •
Degree of approximation to psychosis • •
Degree of personal suffering • • • • • • • • •
No classifiable reasons given • • • • • • •

55%
46

.30
18
17
20

187%

•
Aside from the last one, all of these factors combined harmoniously

into the position that mental illness appeared serious to the American

public to the degree that it approached their image of psychosis. In fact,

when the two atypical cases--ItBill Williams" and "Bobby Grey"--are left

out of account, the examples remaining constituted a unidemensional scale

of mental illness, so that the degree to which an example was considered

mental illness was, itself, an indication of the public's view of the

severity of that disorder. 24 And, for the four examples which do represent

24see Chapter 4, p. 5.

,I

this kind of continuum, the seriousness with which the public regarded it •
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was an almost exact counterpart of their views of its severity, so that

violent psychosis v~s most serious and personality disorders, least

serious:

Proportion (of Those
Proportion Saying Saying Mental Illness)

Example Is Saying It Is A Serious
Mentally.Ill fuental Illness

"Frank Jones" (Paranoid) 75 71
"Betty Smith" (Simple

Schizophrenic) • · · • 34 47
"George Brown" (Anxiety

Neurotic) • • · • • · • 18 34
"Mary 'White" (Compulsive-

Phobic) • • • · · · • 7 19

"Bill Williams" (Alco-
holic) • · • · · · • 29 73

"Bobby Grey" (Conduct
Disturbance) • · · • • 14 62

, It can be said that the two examples of disturbed conduct do not fit in-

to the same continuum of mental illness precisely because their serious-

ness was disproportionate to their severity. Or, more speculatively,

they shared in the uncontrolled conduct toward others which led the pub-

lic to take a serious view of violent psychosis, "rithout having the more

cognitive irrationality needed to qualify them as an illness of the same

severity as psychosis.

Both the tendency to regard only psychosis as serious and the

partial exception from this rule of behavior l~ich had anti-social

quaIities are further confirmed by some additional data. With each of

the hypothetical individuals for whOm the comparison is possible, the

people who thought the example was a psychotic were more likely to re-

gard the person as seriously ill than were people who thought the very

same behavior represented a non-psychotic mental illness. At the same
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time, however, views of the seriousness of the example's mental illness

were most affected b.v the diagnosis given it in the instance of a 50ci-

ally benign neurotic disorder like "George Brown's," where people who

thought he was psychotic were almost twice as likely as people who did

not to take him seriously. Diagnosis made the least difference in the

alcoholism of "Bill Williams, d where the difference, though consistent

with the others, was not large enough to be statistically significant~25

25The examples of "Bobby Grey" and "Mary T,"Vhite" must be omitted
because there were so few people who regarded them as psychotic. (See
Table 15). The large group who did not indicate how they would classi
fy the mental illness is, for'the sake of simplicity, also omitted from
each example.

Prorortion Saying It f5
A Ser~ous Mantal Illness

•

People Who Said People Who said
It Was It Was Not
Psychosis pp.vuhoais

"Frank Jones" (Paranoid) • • • • • •
"Betty Smith" (Simple Schizophrenic)
"Bill Williams" (Alcoholio) ••••
"George Brown" (Anxiety Neurotic)

18
71
19
67

62
55
12
31 •

Because of the relatively small number of people who made differ-

ential diagnoses of the examples, the reasons Why behavior presumed to

be psychosis was regarded more seriously than behavior presumed to be

non-psychotic mental illness can be examined directly only in the instance

of ItFrank Jones." For him, at least, it is clear that psychosis was re-

garded seriously primarily because of threat it posed, although the

presence of violence in his behavior was sufficient reason to call it

serious, even when he was considered non-psychotic; that is, 77 per cent

of those who called his illness psychosis and serious cited his danger

ousness tor others, while 52 per cent of those who said he was non-

psychotically but seriously mentally-ill did. Aside from the threat of
• 1 •
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violence, however, people who viewed his presumed non-psychotic illness

as serious were concerned With the possibility that his illness would

develop into psychosis, especially, if nothing were done about it, with

45 per cent citing the likelihood of the illness becoming psychosis

and 34 per cent, the concommitant urgency of doing something immediately

as reason to take his behavior seriously. In contrast, 11 per cent of

those who said it was psychosis cited this fact, itself, in proof of

seriousness, and 18 per cent mentioned the urgency of controlling his

behavior. In other words, 'there'is here, again, the atypical serious

ness of all behavior which has undesirable consequences for others, what

ever the presumed severity of the illness; but, as Just suggested in the

preceding section, psychosis typified this threat, which, though couched

in terms of direct physical danger, actually went far beyond it into a

fear of the uncontrolled and uncontrollable. Insofar as non-psychotic

illnesses did not include deleterious social consequences, there was"

nothing intrinsically serious about them; their seriousness derived only

from the potentiality that they would develop into the seriousness of

psychosis, a development which, as we have seen, was a widely-held ex

pectation.

On the other hand, to the extent that "Frank Jones'" mental ill

ness was not taken seriously, the major consideration was its amenability

to treatment, irrespective of whether it w~s viewed as psychosis or some

other mental illness. Thus, 84 and 82 per cent, respectively, cited

possibilities of cure as their reason for viewing his illness as other

than serious, so that psychosis emerged as more serious, in part, at

least, because there was less overall optimism about its amenability to

treatment. That is, references to the curability of the illness were
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made, most frequently, by people who dismissed its seriousness, but

were also added as qualifications to the views of those who thought

it was serious. Within each of these groups, however, those who thought

they were dealing with a non-psychotic mental illness were more likely

to be hopeful about treatment:

Proportion Referring to Relative
Ease of Treating "Frank Jones"

•

Serious: Psychosis ••••••••
Not psychosis • • • • • •

Not Serious: Psychosis ••••••
Not psychosis • • • •

6
18

33
37

It is noteworthy, moreover, that people who took a serious view

of mental illness had in mind somewhat different forms of treatment than

those who thought it not so serious. That is, people who were thinking

in terms of professional treatment and, particularly, psychiatric treat-

ment took a more serious vi~r of the illness, consistently for each ex-

ample, than people who believed it could be handled by self-discipline or
•

lay advice. (See Table 48.) As a result, serious mental illness was

most likely to require the services of a psychiatrist, while, with less

serious mental illness, both self-help and the guidance of friends

assumed more importance. If behavior is thouRht of as a continuum from

normal to abnormaL then both the lesser emphasis on psychiatry and the

increased emphasis on self-help in connection with mental illness that

was not regarded as serious served to place it somewhere between serious

mental illness and behavior that was not regarded as mental illness, as

may be seen by comparing Table 48 with Table 43. Wnile this patterning

conforms to expectation, the increased emphasis on rational counseling

from family or friends in connection with forms of mental illness not
.1 •
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elassed as serious served to increase rather than decrease the contrast

between it and non-mentally-ill behavior.

All of these results fit very well" however" with the major theme:

mental illness appeared serious to the American public to the degree that

it approached their images of psychosis and psychosis" itself" loomed as

serious because it represented a threatening extreme of irrationality.

With non-mentally-ill behavior, irrationality was seldom the nub of the

difficulty, and neither psychiatric treatment nor friends' persuasion

toward reasonableness was particularly appropriate. With serious mental

illness--or psychosis--irrationality and lack of control did appear to

be dominant" but in forms so extreme that the patient 'Was incapable of

being reasonable and so not amenable to rational persuasion" but better

left to professionals in the techniques of dealing with irrationality.

Between the two" however" stood the non-psychotic mental illnesses which

were not serious--just as they were often not mental illnesses--because

they represented unreasonable behavior on the part of persons who were

presumed to be capable of rational behavior if they chose to. It was

•

here, of oourse" that lay efforts to guide and persuade were particularly

relevant and" it may be added, that professional psychotherapy also

assumed this rationalistic cast.

Obviously, as the data themselves everJ"lhere indicate, this is

an idealized statement from which there was a good deal of empirical

variation. Even for serious mental illness, psychiatry was not the

majority solution, and lay approaches were frequently recommended.

There is, also" some evidence in the case of "Frank Jones ll that, al-

though psychiatric treatment was thought of in connection with more
.f

s~rious rather than less serious mental illness" it was most typically
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viewed as partioularly appropriate for preventing mental illness from

develop1ngto the stage of psychosis. Thus, psychiatry was dispro

portionately reoommended for the treatment of non-psychotic mental ill-

ness, at least in the case of "Frank Jones":

•

Not Serious: Not Psychosis ••• •
Psychosis ••••••

Serious: Not Psychosis • •
Psychosis •••

. . .. . .

Proportion of Those Reoommending
Treatment of "Frank Jones"'Men

tal Illness ~bo Mentioned
Psychiatry

53
43

40
25

These data, which are confirmed in the other examples to the extent that

the exceedingly unreliable data resulting from them can be regarded as

additional confirmation, suggest at once a cleavage between psychotherapy

and other forms of psychiatric treatment, with psychotherapy viewed as

particularly relevant to individuals capable of being reasoned with and

particularly urgent when their non-psychotic illness might otherwise

develop into psychosis, while other forms of therapy, not dependent on

reasonableness, were needed for psychotics. This distinction between

forms of psychiatric treatment will be discussed further in Part III,

and is cited here only because it again illustrates the seriousness of

psychosis and the role played in its seriousness by the absence of

rationality.

The Fate of Technical Concepts

In their discussion of the six individuals whose behavior was

offered for interpretation, people sometimes employed a variety of con-

cepts which had originated in technical discourse, as well as others of
.'

more homely origin. The exact te~ms used were preserved, both as a

•

•
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rough index of relative public familiarity with these terms and as an

opportunity to compare the way such concepts were popularly employed

with their original meaning and usage. This question assumes some

importance, on the one hand, because communication between the psy-

chiatric field and the public requires a shared vocabulary and, on the

other, because it is sometimes assumed that the introduction into popu-

lar discussion of technical terms free of undesirable emotional conno-

tations will have the effect of modifying or removing the previous conno-

tations of subjectmatters for which n8ut;ral terms of reference are popu-

larized.

As was suggested at the beginning of this discussion of the mean-

popular vocabulary, at least not to the extent that people used them

ing of mental illness, technical terms had not made much inroad into

of most-used terms entered into people's discussions and indicated that,
-. spontaneously. Table 21 summarized the frequency with wn.ich a variety

•

of the more technical tems, only lIalcoholismll and the concept of

"inferiority complexll Vlere familiar terms of discourse for any appreci-

able number of people, while IIhabits,1I "nervousness" and the use of

popular typologies were all more frequent than any of the semi-technical

·words.

The fact that the more technical vocabulary did not come spon-

taneously to most people, as they discussed emotional and personality

problems, does not, of course, in itself, imply that people would not

have recognized and unequivocally understood such words if they had been

introduced into the discussion, but other studies--notably the one cited

in Chapter 5--indicate that public recognition and understanding of the
.1
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vocabulary of the mental health field were similarly low. ';Ihereas,

26waShington Public Opinion Laboratory, op. cit.; especially
Vocabulary Summary Tables 36-39, pp. 51-54.

in our study, three, two and one per cent, respectively, spontaneously

used the words, "neurosis," "schizophreniall or "psychosis," (or their

adjectival forms) in their discussions, the dashington State study

reports 36, 10 and 10 per Qent who said, when they heard these words,

that they were "very sure" of their meaning. And, in taking a guess

at their meaning, at least so far as deciding whether they were refer

ences to diagnoses, causes, symptoms or treatment, 45, 34 and 32 per

cent, respectively, correctly identified them as references to kinds

of mental illness. There was, moreover, not too much understanding of

the forms of mental illness denoted by these terms: for instance, only

48 per cent said ''Fsl.se'' to the statement that "In general, neurosis

is a severe mental disorder requiring hospitalization "; only 16 per cent

disagreed with the statement that "Psychosis is a mild form of mental

illness"; and only 35 per cent disagreed with the comment that

"Schizophrenic persons seldom daydream." To round out this picture,

37, 51 and 11 per cent, respectively, agreed with each of these state-

ments, while the remaining people simply said they didn't know.

Much the same kind of uncertainty can be shown for the far

smaller groups of people who chose to use these diagnostic terms in

our research, even though it might be expected that people who were

familiar enough with the terms to volunteer them would have had a

better understanding of their meaning than people who were not so

conversant with them. Of these three, the small number of people who

lIsen th~ term "schizophrenia, II were most accurate in their references:

•

•

•
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91 per een1i c~ them used. the term to refer only to "Frank Jones,"

"Betty Smith" or both, and regarded the examples thus classified as

mentally-ill; four per cent applied it to examples other than these

two, but considered a~yone they called schizophrenic mentally-ill;

and five per cent applied it to the two more appropriate examples but

did not consider that this term meant they were mentally-ill. With

psychosis, exactly two-thirds (67 per cent) employed it as a term re

ferring exclusively to mental illness and applicable only to syndromes

of the "Frank Jones" or "Betty Smith" type, of the six presented;

another 17 per cent limited the term's reference to mental illness, but

extended it to syndromes like "Mary White's," "Bill Williams'," and

"George Brown's"; 16 per cent used the term to refer to something other

than mental illness. The word "neurosis" was used to refer solely to

mental illness by 58 per cent of those \'ho used it, but 43 per cent

referred the term to "Frank Jones" or "Betty Smith," while only 15

per cent kept it exclusively for reference to syndromes other than these.

Finally, the one popular term of diagnosis, "nervousness"--which was

used by 26 per cent of the American public '?lith reference to one or

more of the examples in contrast to the small proportions using the

more technical terms--was employed even more ambiguously: it was used

by only one-third to refer unequivocally to mental illness, with 11

per cent extending it to the psychotic-like reactions of "Frank Jones"

and "Betty Smith" and 22 per cent limiting it to the other syndromes.

In sum, the way these words were llsed by the people who spontaneously

mentioned them was:

.f
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Schizo- Psychosis Neurosis . Nervous- •phrenia ness

Exclusively mental illness
only21 • 15% 22%"Appropriate" syndrome · · 91% 67%

"Inappropriate" syndrome . · · · · 4 11 43 11

Not exclusively mental illness
"Appropriate" syndrome only · · • · 5 4 30 52
"Inappropriatell syndrome • · • • • 12 12 ..&.

100% 100% 100% 100%

21"Frank Jones" and "Betty Smith" are regarded as the appropriate refer
ence for schizophrenia and psychosis and the inappropriate reference for neurosis
and nervousness.

Obviously, to the extent that they figured in popular usage,

these technical terms and the popular euphemism of "nervousness" had

been assimilated to the views of mental illness which preceded their

introduction. That is, (1) the further the term is, in its technical

meaning, from the popular stereotype of psychosis, the less likely the

term was to be regarded as referring to mental illness; and (2) insofar

as the one technical term, Iineurosis" was referred" to mental illness at

all, it r.as used, three-fourths of the time, to refer to psychotic types

of behavior. Nervousness, unlike the more technical terms, apparently

entered popular discourse to supply an alternative to mental illness to .

which what might be technically thought of as non-psychotic syndromes

could be assigned without categorizing them as mental illness. Once

again, then, it is apparent that the popular tendency was to cut off

the continuum of behavior that might be regarded as mental illness in

a much narrower TIay than was technically done, so that the category

popularly regarded as non-psychotic was, technically, almost limited

to psychoses, while the technically-defined non-psychotic syndromes

were alJiiost entirely removed from the mental illness sphere. 1Ji'hile

•

•
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these points have been made before in other contexts, it is important

to note that the initiation of the public into the meanings of techni-

cal terminology had, largely, produced a systematic redefinition in

which the meanings of these terms rather than conceptions of mental

illness were altered. 28

'28 ,
Much the same sort of conclusion may be reached in connection

with popular use of the diagnostic term, "alcoholism," which has been
omitted here because it was relevant to "Bill Williams "' behavior and
discussed fully there. While popularization of the term, "alcoholism, n
had carried along with it some tendency to call the behavior mental
illness, it had done little to alter popular ideas of the nature of
excessive drinking or their attitudes toward it.

Aside from these more purely diagnostic terms, there were also

a number of terms, technical and otherwise, used to refer primarily

to symptoms visible in the behavior of one or another example. Sinc.e

most of these words were applicable only to a single example, the partic-

ular terms used were probably a function of the kinds of examples chosen

for presentation to the public and will be dealt with here even more

cursorily than diagnostic terms~ (The details will be found in Tables

20 and 49.)

First of all, there were a series of terms used primarily to

refer to "Frank Jones'" paranoid behavior, although none of them was

used with very great frequency. Thus, his symptoms were variously

referred to as hallucination, delusion, persecution complex or guilt

complex. Since t.his was the one example generally regarded as mentally-

ill, all of these terms were usually--though not exclusively--employed

in a context of mental illness. They were, moreover, terms which tended

to imply mental illness to their users: 95 per cent of those who applied

any of these terms to "Frank Jones'" behavior said he was mentally-ill
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as compared with 75 per .cent of the entire public. Somewhat similar to

these terms was the use of the word, obsession, to describe either

"Frank Jones'" paranoid tendencies or "Mary VJhi te' s" compulsive-phobic

difficulties. This term, too, was used slightly more often in the con

text of mental illness than in other contexts, and people who used it

were more likely to call the example to which they applied it mentally

ill, than people who did not.

The words i:tferiority complex and introversion were primarily

intended as characterizations of "Betty Smith's" ·withdrawal. Of the

technical terms taken over by' the popular vocabulary, none was so fre

quently used and so assimilated to popular thinking as the idea of

inferiority complex. Of the fUthof the American public who used

the term, 60 per cent referred it to "Betty Smith'!; 43 per cent, to

"Frank Jones"; nine per cent, to "George Brown"; and still smaller pro

portions, to the other examples. Although the term was, thus, primarily

applied to the two examples most likely to be perceived as mentally-ill,

it was used, almost generically to refer to both mental illness and

personalities that were not mentally-ill, with more frequent app)ic'lticr..

to the latter than the former. Its use had, however, no bearing on the

perception of mental illness, and people who viewed any example as

suffering from an inferiority complex were neither more nor less likely

than people who did not use the term to conclude that the example

represented mental illness. Introversion, on the other hand, did re

late to the perception of mental illness: ,0 per cent of those who

said "Betty" was introverted also called her mentally-ill, While, over

all, 34 per cent had.

The terms, claustrophobia, compulsion, quirk, superstition, fear

•

•

•
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complex, and, to a lesser extent, fixation, mania and obsession, were

used primarily to refer to the compulsive or phobic features of "Mary

White's" behavior. All of these terms, except obsession and mania,

were, consequently, used primarily to refer to behavior that was not

considered mental illness. Of these terms, people who thought some

behavior was an instance of a superstition in action were less likely

to perceive mental illness than people who didn't use the term, while

people who saw a quirk, mania or obsession were more likely to, and

use of the other terms had no fixed significance. Thus, to take "Mary

White" as an example, four per cent of those who were discussil.g a

superstition said she was mentally-ill, while 11 per cent of those who

called it a quirk and 25 per cent of those who called it a mania or

obsession did. The comparable figure is, of course, seven per cent

among the entire population.

Alooholism and habit were the two words which referred !,rim"l.riJ:r

to I'Bil1 Williams." Both of 'these have been discussed in connection with

him, and, as indicated there, description of behavior as a habit--for

other examples, as for "Bill Williamsll--was associated with not per-

ceiving mental illness in that example. Use of alcoholism to describe

him increased the likelihood of perceiving mental illness in "Bill

Williams'" behavior, although both alcoholism and habit were more often

used in a context of non-mental illness than mental illness. Klepto-

mania, the only one of these terms that applied primarily to the child,

"Bobby Grey," also was more frequently used by people who did not regard

him as mentally-ill than by people who did. Among its users, however,

44 per cent said he was mentally-ill as compared with an overall 14
.1

per cent.
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All of these terms can be summarized into three major groups.

There were, first, words like habit and superstition, which had

originated in popular rather than technical discourse. This popular

vernacular was generally more frequently used when examples which

were not usually perceived as mental illness were discussed and were

more frequently used by the people who did not consider the example

mentally-ill than bv those who did.29 Second, were a group of popu-

29It should be noted that quirk is an apparent exception to the
last part of this statement, perhaps because of its implications of
deviancy.

larized terms of technical origin, of which inferiority complex and

nervousness are the only clear examples. These terms, like the strictly

popular ones, generally arose in the context of discussing examples

that were not usually regarded as mentally-ill, but were used indiffer-

ently in the sense that people who called the example mentally-ill were

just as likely to use such terms in describing the individual as people

who did not. Finally, there were a group of technical terms which were

not fully assimilated into popular discourse and, aside from alcoholism,

were rarely used--such terms as schizophrenia, hallucination, persecution

complex, introversion, claustrophobia, kleptomania, obsession, etc.

lNhen these terms applied to "Frank Jones, It they were used primarily

to refer to mental illness, but when they ·were used to refer particu-

larly to lIMary Y:hite" they seldom implied mental illness, so that limi-

tation of use of any of these terms to refer exclusively to mental ill-

ness varied from 95 per cent of the users of schizophrenia to 13 per

cent of the users of claustrophobia. ~ll of these more technical words

had one thing in cornmon, however: whenever they were used, they con-
• 1

noted mental illness more frequently than chance expectation, given

•

•

•
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the general level of perception of mental illness in the examples to

which they were applied•

. The conclusion from these data must necessarily be mixed.

Certainly, there was relatively little familiarity with most of the

technical concepts; rather frequently, as shown in Table 20, terms

were applied to examples to which they could not technically refer;

and often, the terms had been transferred to popular vocabulary with-

out their concommitant status of terms referring to aspects of mental

illness. In all these ways, technical conceptions were subordinated

or assimilated to popular conceptions of mental illness without much

influence on them. Yet, to the extent that technical terminology

entered popular discourse, there was also some tendency to use them

correctly and to associate them to some extent with mental illness •

Although the da.ta themselves cannot demonstrate it conclusively,

it seems likely that terminological changes succeeded most easily when

only the more immediate denotations of the terms were involved, while

their implications and connotations encountered more resistance. Thus,

everyone who used the word, claustrophobia, knew it had to do with fear

of clos ed spaces and applied it solely to "Mary 1Nhite' s" fear of ele-

vators. Even though that fear need not represent claustrophobia, they

knew what the word meant and applied it plausibly. But, 81 per cent

of them did not feel that a claustrophobic person should be called

mentally-ill, and, while this is a significant decrease from the 93

per cent of the public who did not classify "Mary White" as me:lt.:> 1i.y-

ill, it is not a very large one. It appears, therefore, that extreme

conceptions of mental illness and, especially, the attitudes 9urround-
.1

ing the topic and perpetuating such conceptions of it did, in large
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measure, result in incorporation of the technical terms, even by the

few people who did, without very much acceptance of their implications.

In a brief comment on this point, Dr. Davidson has traced what he con-

siders to be the futility of attempting to modify attitudes in the

mental health or any other field through alterations of vocabulary, in

terms of the persist-ent attempt to find a socially polite way of re

ferring to facilities for elimination.30 as he points out, socially-

30
Henry A. Davidson, M.D. "Psychiatry and Euphemistic Delusion,"

The American Journal of Psychiatry, Vol. 110, No.4, (Oct., 1953),
pps. 310-312. -

correct usage has gone from "back house" to "privy" to "water-closet"

to "toilet" to "lavatory" to "bathroom" to "powder-room," but, he con-
•

eludes, "Each new word rapidly acquired that precise shade of meaning

that the phrase-makers were trying to avoid." One need not, perhaps,

deny the slight positive achievements that changes in words have ac-

complished to accept, With Dr. Davidson, the conclusion that attitudes

are more basic than terminology and constitute the logical starting

point or that, if attitudes were modified, terminological difficulties

would largely disappear.

.1

•

•

•
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SOME SOCIAL FJ'lCTORS ilT COlJCEPTIONS
"

OF MEHTAL E,LNESS

Introduction

Up to this point, discussion has proceeded as if the iLmerican public

were an andifferentiated whole or, at least, a whole differentiated only by

cifferences of opjnion over the conceptual content, lOGical definition anc

identification of concrete instances of' mental illness. Hhile this device

simplified presentation, it must be remembered that the typical 2.p}irOaches

to mental illness so far portra;yed uere more and less charac:teristic of

various segments or social sub-divisions of the nation, just as these

approaches Here, tl'emselves, influencecl by the varieties of social and

personal experiences epitomized by differential group membership.

The many such differentiatDlg factors which might be singled out

for attention can be grouped, roughly,- into three classes. People he.d,

first of all and most directly, differing degrees of exposure to and con-

tact 1'rith either mental illness or infonnation about mental illness. This

kind of first- and second-hand familiarity Hith mental illness, together

If.Lth associated differences in degree of interest in the subject or of con-

cern with it'as a social problem, can be expected to influence thinking

about mental illness in a most immediate way. Secondly, hOi.rever, there'

are a number of broader factors, which help to place people in society and,

so, to determine in part the kinds of interests they trill develop and the

kinds of experiences they ivill have. Here, the two correlative facts of

occunation and of formal education c~n be expected to have most to do ~r.ith

the amount and kind of concern with, interest in and knowleclge about mental

illness people acquire, a.lthoueh a host of other f~.ctors--like religious
D
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instruction, military service, the donlinant ideas of the time of people's
" -

intellectually-formative years, etc.--may have similarly determining effects.

Finally, there are a number of other social characteristics of indiviouals

which have little direct influence on shaping their conceptions of mental

illness, but which are, themselves, associated with factors that are determin-

ing. vJhile the relationship of such,largely-fortuitous circumst~nces to

people's conceptions of mental illness must be looked upon as descriptive

rather than explanatory, these relationships are often of great practical

value, just because they tend to involve highly external, easily discernible

facts about people and are, therefore, easy to use as a basis for selection.

Thus, while it may not explain anything to know how conceptions of mental

illness differ between the North and South or between city and farm or be-

tween parents and non-parents or between Negroes and whites, etc., these

descriptive differences do serve to locate in a convenient way the groups

with whom, for example, mental health education programs might be most and

least concerned.

It is, obviously, impossible within the confines of this report to •

deal exhaustively with all of the social factors which may be related to

the way people thought about mental illness. The intent is, instead to

analyze rather thoroughly the role of infor~2tion about mental illness and

of factors influencing the acquisition of information in shaping conceptions

of mental illness and to indicate, briefly, largely descriptively, and in

terms of only a few of the major social axes, those segments of the American

public whose thinking about mental illness most and least approached the

point-of-view of present-day psychiatry. It will become apparent, as dis-

cussion proceeds, that many interesting and significant relationships have

been only hinted at or even glossed over, rather than developed in full.

•

•

•
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Almost all of these, if pursued further, would, it is believed, only serve
,.

to indicate again and in a greater variety of ways the general point of

this chapter: namely, the extensive interpenetration into thinki.L"lg about

mental illness of all of people's major orientations to life and the many

pervasive and special experiences that have helped to shape these outlooks.

While it is inevitable that the rather arbitrary selection and eraphasis

adopted will not correspond exactly to any single reader's interests and

curiosities, following all of these leads in all of their ramifications

would be an endless task, especially vrlth the multitude of data evailable

in this research. It is hoped that the material presented is both suf-

ficient to substantiate the r.~jor points and sparse enough nctto obscure

them in a mass of detail. At the same time, some effort is made to suggest,

especially to other researchers, the many possibilities of the data available

from this study for exploring other, more specific or more special problems
.

in the social determinants of popular thinking than are explicitly dealt

..lith here.

Education and Information

Roughly nine-tenths of the .~erican public indicated that they had

received information about problems of mental health and mental illness in

.. one way or another. The major information sources, to which about four-

fifths reported access, ,vere the mass media--nelvspapers, magazines, radio

and movies.l (See Table ,50.) About two-thirds of ·the public had obtained

•
IThe infrequency lvith which television was mentioned as a source of

information about mental illness is, most probably, simply a reflection of
the fact that these interviews were conducted before the major expansion
of television •

at least some of their information about mental illness by informal Bord of

mouth, primarily by discussing such questions ..lith their families or friends,
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secondarily through discussion of the subject lv.lth their family dootors, and

less often, tbrougb knowing s.nd ta11dng with persons vlho had been menta11y

ill or persons lv.Lth special professional qualifications in the field of

mental ill~esso2 A final source of information about mental illness, mentioned

2The use of contacts with mentally-ill ~ersons as a source of infor
mation about mental illness is, of course, not the same as lmo't'ring a mentally
ill person. Only 11 per cent of those l\!ho knel\! someone uho l..;ras or bad been
mentally-ill d.ted this contact as a source of information. The effect of
contacts l1ith mental illness on conceptions of mental ilLTless, quite apart
from Hhether or not people considered them informative, is discussed more
fully in a later section.
--------_._----- -------------_._--
by two-fifths of the public was a type here called "class" media, ranging from

attendance at lectures and discussions and the rec.ding of boo;':s--novels and

non-fiction--about mental illness and related subjects to formal educational

courses in psychology, mental hygiene, child development and the like and~

actual professional training in psychiatry or allied fields--medicine, nursing,

•

psychology, etc.

This simple listing of the avenues down which people reported that in- •

formation about mental health and mental illness had traveled to them does

not, of course, adequately describe the state of public infonnation. In the

first place, it represents claimed eA~osure to information and tells us

nothing about whether or not the infonnation contained was attended to and

absorbed into people's thinking. In addition, there is little or no indication

of the kind and quality of information the persons citing a particular source

Here eA-posed to. That is to say, the topic of "mental health problems ll is

broad, and neither the particular facet of the problems that a person had

in mind nor the technical competency of its treatment .is suggested by naming

the source alone. 3 vJhile it seems likely that the lI ol ass " media. communicated

3Initial versions of the intervi~J schedule included questions aimed
at deterrnining the exact sources from which people had obtained information,
so that the kind and quality of information people relied on could be more
accurately assessed. Attempts to obtain more definite listings of sources-
by means of sucll questions as "Vhich magazines were those?", "Which books
were those?", "Hhich movies did you see?", "Which radio programs did you
hear?II--were so uniformly unsuccessful in securing precise and reliable in
formation that this goal 'Has abandoned.

•
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more accurate information, by aricf large, than the nass rredia, the range

covered by anyone source of information is so great that even this assump-
"

tion is uncertain. Take, for example, a person who said he had obtained

information about mental illness from the nel-1spapers: he might have been

referring to a story about a wanted criminal's previous hospitalization

I
for mental illnaes, to an expose of conditions in state mental hospitals,

to psychologically-tinged or medical c:.dvice colunms, to articles on child

guidance, and so on. Simj.larly, radio coverage has ranged from serious

attempts to discuss the l1&ture of emot:'.onal problems, to ne't'7S broadcasts

about current conditions, to melodramas featuring psychiatrists as villains.

But, on the IIclass ll side, the books read or lectures attended, could equally

Hell range from popular wor!cs of Hself-helpll ps:rchology to the most technical,

from an emp:tlasis on the institutional side of psychiatry like Snakepit to an

emphasis on psychotherapy like \"·Tasteland. And, even more obviously, 'tr70rd-

of-mouth information about mental illness might refer to anything from

gossip about a friend's breakdown or comments on the day's ne1:I1'S to serious

discussions of psychiatric theory and practice.

Despite these ambiguities, the simple device of counting the number

of different sources from whi~h people said they had obtained information

about mental illness does afford a rough measure both of the degree to

v7hich people had been interested in and attending to information about

mental illness and of the amount of information they had.4 It may" at first,

4Repeated studies have demonstrated that exposure to available infor
mation does not generally take place Ln the absence of interest in the sub
jectmatter, and, where it does, the information usually is not retained or
has little effect on attitudes. See, for example, Herbert H. Hyman and
Paul B. Sheatsley, "Some Reasons \'Jhy Information Campaigns Fail," Public

inion Quarterly, Vol. 11, No. 3 (Fall, 1947), repr:inted in Daniel Katz,
et all eds., Public Opinion and Propaganda, New York: The Dryden Press,
1954"; and Shirley A. Star and Helen HacGUl Hughes, "Report on an Educational
Campaign: The Cincinnati Plan for the United Nations," The American Journal
of Sociology, Vol. 55, No. h (January, 1950).
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appear that an information exposure score of this kind adds together highly

unequal things as if they were equivalent, so that--to take t.~e most extreme •

instance--the reading of even one nevlspaper story receives exactly as much

weight in 'the total score as does professional training of several years'

duration 0 There is, hmvever, a kind of natural hierarchy among these sources

that helps to ~ompensate for this shortco~ing. Thus, the person with pro-

fessional t:C2.iJ1ing is likely to attend as ~'lell to Hhat the mass mecli2. are

sajring about his specialty, to keep up liith books about it and to discuss

it, the no'::' effect being that he acquires a higher total exposure score

th~n others a As a result of this tendencYJ people who named anyone of the

"class" media as a source of information almost alvmys narned other types of

sources as well--96 per cent mentioned mass media, 80 per cent mentioned in-

formal, interpersonal channels--and had substantially higher informational

exposure scores, on the average, than people whose sources did not include

the class media: 5.5 as compared lilth 2.7. Consequently, the simple numeri-

cal count of sources used reflects not merely the number of sources but,

generally, their type as well. Thus, class media was mentioned by eight

per cent of those who named only one or two sources, but by 93 per cent of

those naming six or more.

The significance of information is, simply, that the greater the

amount of exposure a person reported the more likely it Has that his con-

ceptions of mental illness approached professional views. Thus, the pro-

portion whose general discussions of mental illness had consistently in-

eluded non-psychotic types of syndromes in mental illness increased from
¢.

17 per cent of those with no sources of information about mental illness

to 47 per cent of those who had used more than eight sources:

•

•
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Number of Information Sources Used

None •• • ••••••
One • • • • • • • • • •
.~o ••••••••••
Three • • • • • • . • •
Four • • • • •
Five ..•. . . . . •
Six . . . . . . . .
Seven • • • • • • •
Eight • • • •
Nine or more •••••

Proportion vfuose General Usage of
Mental Illness Consistently

Included Non-Psychotic
Syndromes

17
20
24
26
30
36
37
34
40
47

••

Since the cogency of this general conception of the meaning of mental

illness and its accompanying tendency to define mental illness as a devi-

ant emotional response to the recognition of mental illness in concrete

instances has already been emphasized, it is not surprising that the group

1'11ith most exposure to information was also substantially more ljJ{ely than

people with lesser degrees of information to classify each of the six illus-

trative persons as mentally-ill. And, it may be noted, the number of in-

formation sources employed made the largest relative difference in classi:"

fying the instance of alcoholism, the one syndrome of the six which had

been receiving a good deal of attention in popular media. (Table 51.)

•

Information about specific social problems cannot be divorced from

persistent social differences among the Amerioan people, for it is generally

the higher socio-economic groups, particularly people with college education,

1'11ho indicate the most concern with broad social issues and 1'11ho tend to be

best informed about them. Mental illness was no exception to this rule,

and it was, by and large, the more highly educated groups in the population

who i'l1ere most c1isposed to give conscious attention to it. As shown in

Table 50, college graduates reported an average of 5.7 sources of information
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about mental illness, as compared 1i.lth an average of 3.6 Bources for the

adult population as a whole or of 2.2 sources for people who~e education

did not extend to graduation from grarrmar school. In broader terms, 60

per cent of those who wel~ college graduates had obtained information

from at least six sources, and this proportion declined steadily to only

seven per cent of the least educated group in the population; conversely)

only one per cent of the college graduates had no sources of infonn~tion,

and only 11 per cent were limited to two sources or feHer; in the 1m-rest

educational stratum, 23 per cent had no sources of information and 63

per cent relied on two or less.

This variation in attention given to mental illness was not merely

a difference in amount, but in kind and quality as loJell, That is, loJhile

people of highest educational background l'\Tere most likely to have used

each of the possible information channels, they were particularly likely

to mention disproportionately the class media--professional training,

formal education, lectures and books. Thus, over three-fourths of the

college graduates and two-thirds of those with some college education,

short of completion, named at least one of these sources, while slightly

over two-fifths of the people of high school background, but only a

quarter of those with grammar school education did. The use of mass media

showed a less marked decline with decreasing educational background, al

though attendance at movies dealing with mental illness problems and the

reading of related magazine articles and even relevant newspaper stories

declined more sharply than did radio. Although people of lower educational

status were similarly less inclined to talk about the subject as 1-Jell, to

the extent that they did give mental illness any attention they loJere more

dependent on word-of-mouth for their information than were people of more

•

•

•
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education. "Talking with family and friends" was the single most frequently

mentioned source of information about mental illness for people who had

not graduated from grammar school; it fell to second place, following news

papers, for grammar school graduates:. and it ranked below both nffiispapers

and magazines in the high school and college groups. Among people who had

at least one source of information, the proportion dependent entirely on

these informal channels of interpersonal COIll'nunication, through llhich they

presumably heard at second-hand what others had obtained more directly from

the mass or class media, rose from two per cent of the college graduates to

21 per cent of those with less than grammar school education.

Given this marlced relationship between access to information about

mental illness and general educational background, there were, as might be

expected, consistent and large differences in ap:9roaches to mental illness

among people of differi.l'lg educational levels. As shown in Table 52, only

one-third of the people who had not completed grammar school began their

discussions of mental illness with references to non-psychotic syndromes,

while almost t'Ttm-thirds of the college graduates did. In everything they

said generally about mental illness before discussing the six concrete

examples of human behavior, 31 per cent of the lowest educational group

described only psychotic syndromes, while 11 per cent of the college

graduates' descriptions were similarly limited. College graduates were

not merely more likely to describe non-psychotic syndromes in connection

with mental illness, but were also more likely to adhere consistently to

their inclusion irdthin mental illness. Thus, half the college graduates

who referred to them at all l-1ere consistent in their inclusion within

mental illness of non-psychotic forms, while less than a third of the

lowest educational group who referred to them were consistent ahout
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including non-psychotic illnesses •. As a result of both the greater &ware-

ness of non-ps~'chotic mental illnesses and the greater coneigtency ldth
to

which this usage was applied at the higher educational levels, the pro-

portion whose usage consistently included non-psychotic forms of mental

illness dtadlined steadily from LL per cent of the college graduates to

only 20 per cent of the group with least formal education.

In keeping with these differences in general conceptions of the

inclusiveness of mental illness, the proportions who recognized anyone

of the concrete examples as mentally-ill also tended to decline steadily

with education. Among college gr8.duates, for example, only five per cent

concluded that none of the six loJaB mentally-ill, 1-1hile 2L per cent of the

people who never finished grade school thought none l'1aS mentally-ill.

Similarly, the average college graduate called 2.6 of the six hypothetical

individuals mentally-ill; for the average person who attended college but

did not graduate, the figure was 2.3; for high school graduates, 1.8; for

pe~ple with some high school but not the full four years, 1.6; for grammar

school graduates, 1.5; and for people vnth less than eight years of formal

schooling, 1.5. Education made the greatest relative difference for in-

stances like "Bill Williams III alcoholism and "Bobby Grey'stl delinquency,

where college graduates were almost three times as likely to see mental

illness as the lowest educational attainment group. The instance of

alcoholism, in fact, presents the most dramatic differences, vnth over

half the college graduates but less than a fifth of the grade school

groups calling that behavior pattern mental illness. It may be noted

that people with college bacl~groumls Here ali'l1ays most likely to call each

of the examples mentally-ill, but that, below the college level, educational

differences usually narrowed, so that, with "George BrOim' s" chronic anxiety

•

•

•
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and ''MAry 'White's" compulsiveness, there were no differences bett-reen the

perceptions of people with high school and grade school education•
"

These differences in vielv;point between the more and lees education-

ally-advantaged segments of the Ar,lerican population were, of course, in

part a function of corresponding differences in access to information

specifically relating to mental health and mental illness. As_Table 53

makes clear, the atypical college graduate who reported relatively few

sources of information about mental illness was generally not as likely

to subscribe to the co~ceptions of mental illness associated with his

social group as was a person of less formal education but more specific

exposure to mental health information. For instance, hifh school gradu-

ates with high exposure were consistently more likely th~n college gradu-

atee with low exposure to perceive each of the six concrete examples as

mentally-ill, so that 17 per cent of the former as compared l1ith 12 per

cent of the latter were consistent in extending recognition of mental

illness at least through the neurosis typified by "George Brown." Simi-

larly, in general conceptions of mental illness, the more informed high

school group either equalled or exceeded the less informed college group

in spontaneously and consistently referring to non-psychotic synclromes in

discussing mental illness and in classifying "nervous breakdovffis" as mental

illness.

At every educational level, from the lowest to the highest, people

who had attended to more sources of L~formation about~mental illness were

generally more likely than their formal educational equals with fewer

sources of information to approach these conceptions of mental illness,

the differences being quite consistent and, frequently, large. Neverthe-

less, within the portion of the public who reported most informational
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opportunities, differences between educational strata remained substantial

and, frequently, lndened, the suggestion being that people w;ith college

education had derived either more or different information from the sources

they used than other groups did from their sources.

It is possible to take into account, in a rough-and-ready fashion,

some indication of either the saliency of the particular information people

had seen to their conceptions about and perceptions of mental illness, or

the effectiveness with which the information communicated by the source

lrIaS absorbed into people's thinking, or, more probably, an amalgam of both.

That is to say, however many sources of information people reported, these

may be regarded as having dealt with aspects of mental health and mental

illness other than the definitional elements being considered or as having

failed to communicate their ideas successfully, unless contact with these

sources eventuated in a general oonception of mental illness which con

sistently included more than psychosis under that heading.

l~en this general usage is adopted as the criterion of information

relevance and success as distinct from sheer information exposure, it

becomes apparent that both aspects of infonnation contributed to shaping

oonceptions of mental illness. Speaking generally, among people of the

same educational background and the same amount of infonnation exposure 1

those whose general usage included the non-psychotic were more likely to

perceive mental illness in the six examples than people whose usage vJaS

not consistently non-psychotic; among people with the same amount of

formal schooling and the ~ame general conception of mental illness, those

with more exposure to information were more likely to perceive mental ill

ness than thosevnth less exposure; and, finally, among people with the

same usage and the same amount of exposure to information, those vIith

•

•

•
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college education were more likely to call the examples mentally-ill than

those with less formal education. Although Table 54 is rather complex,

and, at times, based upon small numbers of cases, nevertheless, in 89 out

of the 96 possible comparisons, people whose usage was consistently non-

psychotic were more likely to perceive mental illness than were people of

similar education and information exposure but different general conceptions

of mental illness. Similarly, in 54 out of 64 possible"comparisons,

••

•

people vnth most exposure to information were more likely than people with

similar education and general conceptions of mental i11ness but lesser

degrees of contact with information sources to perceive mental illness;

in 46 of the 64 comparisons the full pattern prevailed so that people with

high information scores exceeded those ,oJith middle scores, uho in turn ex-

ceeded those vn.th 1011 scores. In some contrast to this consistency with

t'I1'hich differences of perception were associated lnth the amount and kind

of information about mental illness people had attended to, among people

of con~arab1e information exposure and general usage those with college

education had a higher percentage perceiving mental illness than any of

the other educational strata in only 35 of the 48 comparisons possible;

those with less than high school education were l~vest in only 29.5

5These educational relationships are complicated by the fact that
the concrete forms of mental illness represented by the six examples can-"
not be treated entirely as an entity. An examination of the details for
ea.ch example suggests that there are variations 1vhich have to do with the
nature of the particular example rather than mental illness generally.
Thus, the fact that people of high school but no college education were,
in four of six possible comparisons, least likely of the educational
groups of similar informational status to perceive mental illness in
"George Brovm" and "l1ary ~fuitel!--both of '<Thom sugeested ''white-co11arl!
typesof roughly the same social status as these respondents--suggests
that this group may have been superimposing some defensiveness about
themselves on the more general tendencies being discussed. As indicated
in the introductory section of this chapter, this is merely one of the
interesting byways which cannot be treated fully•
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It is, thus, apparent that some of the implications of education

have been isolated here, for the variations in perceptions within the

group wit? college backgrounds 1-lere abvays greater than variations be

tween people of different educational background, but similar infor

mational experience. For example, the percentage who called an instance

like "Betty Smith" mentally-ill varied, Hithin the college group, all

the way from 69 per cent of those with high exposure and consistent non

psychotic usage to 22 per cent of thoBe with low exposure and without

this usage • Within the most exposed and consistent group, hmvever,

people of college bacl<:ground were about tHice as likely to call her

mentally-ill as Here people of less than high school education--69 per

cent versus 34 per cent, and educational differences Here generally less

extreme than this at other informational levels. Although educational

differences were, thus, less marked when their significance for the

amount, quality or effectiveness of information about mental illness is

taken into separate aocount, they vIere, especially in the best informed

group, substantial enough to malee it equally clear that higher education

represented a good many more social and psychological differences than

have been caught in the relatively crude information measures so far

introduced.

Interest and Experience

Apart from these formal matters of the amolmt and kind of infor

mation possessed by people of differing education, there are a variety

of more subtle factors Hhich may, perhaps, be summed up as the intellec.

tual climate in which people live. This is, of course, a broad and diffuse

concept covering such things as the formal courses of study people had

•

•
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pursued, the topics of conver~ation they found interesting, group agree

ments on values and on 101ays of interpreting human experience,.a.nd so on.

Put most g~nera11Jr, it is concerned with people I s dominant orientations

to life and is, thus, in part, an expression of their place in the sooia1

order, reflecting the prevailing ideas of the time, place and circumstances

of people's intellectually formative years. In less forbidding language,

it is simply that, given the fact of a college education, there is still

eve~ reason to expect that the approaches to mental illness of n person

trained in psychology will differ from those of a chemical engineer, al

though both of them may also have acquired, by virtue of their general

college experience, some connnon viewpo:ints not shared Hith the non-college

educated population. At the same tinee, a person 'tV'ho learned his psychology

in, say, 1900, when bioloGical approaches were more influential, may well

differ substantially in his conceptions of mental illness from one trained

in recent years under the influence of dynamic psychologies. It 'VIas not

possible, vdthin the confines of this research, to treat this question of

intellectual environment exhanstively, but some of its broader dimensions

may be sketched out by means of such variables as occupation, age and

familiarity with psychiatry.

Thus, to start with the most obvious considerations, 't-l'hen people

of college education are divided into those whose current professional

activities and training were defined by them as related to psychiatry and

mental illness and those in other professions, non-professional occupations,

and non-working status, it vIas the former group 't"1ho 'tiere most informed

about the mental health field and most likely to operate t.n.th broad and

consistent conceptions of mental illness. Among the small group who

reported that their professional work fell within the mental health field
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broadly conceived, for example, 96 per cent reported hiGh information
,.

exposure, Hith the averar:e person mating use of 7.6 infon118.tion sources.

1:Jith other persons of college background, only 46 per cent Here higtly

exposed to inform.ation, .·lith an average of 5.1 sources. Similarly, 61+

per cent of those "related profes~Jionals" adhered to a general concertion

of mental illness Hllich consistently incluGec1 non-])sycbotic forms of

mental illnesc; 40 per cent of tlLe oUer college-ec'ucatec1 people clid.6

6~-Jhile the figures for Iire18.ted~ofessionalsllmay~·~;~-~~st, seem
unexpectedly 1m., ami, aJplOst to contradict their supposeel expertness, it
is largel;:.r the result of the sub .~ecti'.Te T-J8.Y in \'Thich this gl'ouIJ Fas de
finee. Lauyers, for e~8m~)le, conld vJell feel and report that ~)arts of
their professional training and experience vJere directly related to prob
lems of mental illnessj 'jret, other research :ias indicated nat, as a group,
lm;yers Here not \Tell informec' about tJ"l8Se li11 oble;,1s. A stuc.1;';" of Goctors,
Imvyers, teachers anel clerg;Fmen in U:e city of :Conisville, c oD(1ncted by
Elmo Roper, concluded:

IlLa1'r,yers are the most conservative and, from the Jilental l:Yc:ien
ist ' s poLlt of vie", tbe least enlightened group. La"tVyers
are more likely to resort to repressive measures in dealing
Hith juvenile delinquency anc1 mental illness ••• , they show
considerably less faith in psycl'iatry than the other profes
sional groups, and they are not much better in~ormec1 on J.ocal
facilities for care of mental patients than the popul~tion as
a ~vhole ••••Neither their education nor their present contacts
seela to be function:Lng adequately to keep tl'lcr.1 up-' 0-date on
current trends. 1I

(C:ulian L. 1-Jooduarc1, IIChanginc Ideas en l'icmtal Health and I~s Trelltraent,"
Arrerican Sociological Review, Vol. 16, No. 4 LAu~~st, 195!7, PP. 453-4.)
It seems lil<ely that, had IIrelated professions" been objoctively defined,
rC'.ther than relY:Lng on self-definitions, differences Hould have been even
more marked th~n those reported.

-----------------_._-_._---------_ ..._._----
Even :·rhen this corilpe.rison is restricted to people of presum2bl~" equal and

high exposure to if\~ormation about mental ilJ.f\ess, the Pl~o()ortions H:ah

thif: consistent General definition of mental illness l·!ere 67 ~)er cent

ar.:ong "relatee; professionalst: and h3 per cent among others uith college

be.cl~grouncls. Correspondingly, the lirelated profes3ionals l; also carried

•

•
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forHare their general conceptions of mental ilJness to more frequent recog-

nition of mental illness in the six examples. For them, an ~verage of 3.5

of the six were mentally-ill; for others of the same general educational

background, 2.4 were. Clearly, then, people >-Jho Here even marginally

Hithin the field of psychiatry had differences in aDproach nhich Hent

beyond their general educational background and the amount of information

to which they attended.

In a broad 1-JaY, these differences may be thought of as reflecting

the extent to which people had become acquainted with and influenced by

contemporary psychiatric theory. For the last ten years, at least, psy-

chiatry or, more particularly, psychoanalysis has been a subject of con-

siderable interest and acceptance in intellectual circles, while it has

not become as familiar or acceptable in other environments. Thus, three

quarters of the American public a&;1itted to having known someone -loJho had

been institutiol1alized_for mental illness and people of every educational

level 1rlere about as likely to have tbis first-hand acquaintance Hith insti

tutional psychiat~.7 (Table 55.) In contrast to this rather general

7The very fact that admitted acquaintance with institutionalized ~
mental patients increased slightly from the lower to the higher education- /
al groups sug':ests that not everyone vlho knew such a person Has vrl.lling to
state this fact to the intervieueI' , since repeated studies have indicated ~
that rates of commitment to mental hospitals increase Ln the opposite
direction. Clark, for example, found that people in high i'rlcome and pres-", ,_ -:::.).
tige occupations were less likely to be hospitalized with ps;~hosis than ? ~
people from Im"ler occupational groups. (Robert E. Clark, "Psychosis, ...- ~
Income ane Occupational Prestige," American Journal of ~ooiology, Vol. C {~_ \ ~~
54 (1949). Using a concept of social class highl~r correlated Hith edu- -\. '-<. '~":.
cation, occupation, income and social prestige, Hollingshead and Redlich ~ " t iI)
h2ve found that treated cases of psychosis came disproportionately from ~~~,~
~he low"est social class. (August B. Hollingshead and Frederick C. Redlich, i.?~ J
L.D., "Social Class and Psychiatric Disorders" in Interrelations betl'Jeen _.~j

the Social Environ:nent and Psychiatric Disorders: Proceedings of the ,. ')
19$2 fmnual Conference" of the Ivlilbank Memorial Furld, Ne1-7 York: The -_.,- ~>
hilbank Hemorial Fund, 19$J:) The possible siGnificance for attitudes ..,~,\
tOV1ard mental illness of the contrast between people's reports and actual / ..;~

'-_.~-'

incidence is discussed further in Chapter 8. ~

,-
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acquaintance with inst~tutionalized p~tients, however, less than a quarter

of the American public knew anyone who had ever corsulted a psychiatrist

in a non-institutional setting or visited a puhlic clinic.8 And, acquaint-
8 .--.-----.----.-..----.-- ..-----

Only three per cent of the public reported that they knel'1 or had
known persons who received treatment at mental hygiene or gutdance clinics,
vThile 21 per cent knew or had kn01m persons Hho received treatment from a
psychi~trist, outside a mental hospital. It is, of course, possible that
the latter group included some l.;ho, lnthout being aware of the fact, Here
actually referring to persons who had seen psychiatrists at clinics.

ance with non-institutionalized patients of psychiatrists Has markedly con-

centrated in the upper eduoational groups: over half (51 per cent) of the

colJ.ege gr2duates ImeliJ' such a person, l-rhiJ.e this figure declined to 36

per cent of those with some coJ.lege short of graduation and continued to

decline steadily to only 11 per cent of those who had never comnleted

er~~ar school. These figures sug0est the extent to Hhich ~sychoanalysis

or otl1er forms of psychotherapy, together Hith the theories of personality

development associated with them,~ in fashio~intellectually,in edu

cated circles and are not so salient elsewhere. As Hollingshead and

Redlich have reported, actual use of psychiatric services for treatment

of neuroses and emotional disorders followed much the same pattern, ~nth

such patients coming, most disproportionately, from the college-educated,

but not the extrerr.ely wealthy, socially prominent, segment of society.9

9The Hollingshead-Redlich article was cited in footnote' 7.

It was, at least in part, conformity to this intellectual current

in their social world that accounted for differences in approaches to

mental illness between the educational classes. Thus, at every level

of formal education, people Hho Here personally familiar l-nth anyone who

had received psychiatric assistance ldth a presumably non-psychotic problem

•

•

•
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were more f,enerally kno'tfleQgeable about the field, as well, to an extent

• greater than this one additidhal possible source of infoI'!,'jatipn Hould

alone imply. Among people with college degr~es, for example, close to

three-fourths (73 per cent) of those who knew non-institutionalized pQtients

of psychiatrists reported at least six additional Dources of information,

exclusive of these contacts, as compared with L3 per cent of those Hho

knew only institutionalized patients and L5 per cent of those ,·.rho ImeN

neither type. And in every educational group, the informational ~0V2n-

tage of people with contacts with psychotherapy were comparably 1aree:

•
Educational Attainment

Mean I'Tumber of Information
Sources Other than Contacts
with Psychiatric Patients
Reported by Each Contact

and Educational
Attainment Group

Kne1v Non- Kne't1' Insti~---No-
Institution- t11tionalized Contacts

alized Patient Reported
Patient Only

College graduate or above • . · • 6.1 L.9 L.8
Some college . . . . . . · · 5.7 L.6 L.o
High school graduate 4.8 3.9 3.2
Some high school · • L.S 3.5 2.9
Grarr~~r school eraduate . · · 3.7 2.8 2.2
Less than grade school graduate · 3.1 2.1 1.7

It is, of course, also possible that, to some extent, the occurrence within

one's ovm Bocial circle of difficulties requiring psychiatric help stimulated

interest in the general area and thereby encouraged the acquisition of infor-

mation about it. CertaL~y the fact that similar contacts eJith institution-

alized patients in the absence of familiarity with persons receiving extra-

mural therapy were also associated ~dth higher information exposure supports

this view. At the same time, familiarity with non-institutionalized patients

• was accompanied by more eJ~posure to information than were contaets lUth

institutionalized patients, and differences in information exposure were
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proportionately higher as betueen those kn01'1Ting on:::'y instHutionalized

patients and those knor,ring extra-mural patients than bett..reen those with

no contacts with the mentally-ill and those vi th c~::mtadts ~·Jith institution

alized patients. It is, therefore, apparent th!"t the COiwerse l-Jas also

true; that is, the general climate of opinion--the degree of interest in

and acceptance of psychiatry··-was, itself, in part responsible for these

interconnections bett·reen formal education, higher levels of inl'ormc:.tion,

and greater acquaintance w~_th psychiatric treatment, not to mention actual

differentials in the use of psychiatric treatment, as well.

Accompanying this advantage ilith resnect to amounts.cf information

on the part of people familiar vnth psychiatric patients were also the

differences.that might be expected ~nth respect to conceptions of mental

illness. People whose friends or acquaintances had sought psychiatric

therapy vlere consistently more likely to express the vieHs l-1hich have

previously been shovm to be associated with higher education and greater

information--that is, to think of mental illness in general terms which

left room for more than psychotic reactions and to carryover this general

usage into more frequent perception of mental U.lness in the behavior of

the six examples. And, while the d~ta are quite complex and need not be

presented here in detail, even among people .nth the same educational

background, l-lith exposure to the same numb2r of information sources, and

.dth sufficiently salient and effective inforwation to adhere consistently

to a general usage which included the non-psychotic, those whose sources

of information included first-hand contact ~dth extra-mural patients

were slightly but consistently more ID~ely than those without direct

contact to identify mental illness in the ex~~ples. By way of illustration,

only, here are the comparative proportions who regarded "George Brown"--

•

•

•
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the anxious, irritable man--as mentally-ill:

• High Scho<\l
Less than

College High SchoolGraduate Graduate

Consistent non-psychotic general usage
High information exposure (6-9 sources)

Knew non-institutionalized psychiatric
1~patient · · · · · 43 32 ~ I 30· · · · ·Did not · • · · • · · · · · · · · • · · 40 <$" j 31 ~ 'if 26

Middle or lew i,'1fonnation Exposure
(0-5 sources)

Knew non-institutionalized psychiatric
36 t"lpatient · · · · · ;, · · • · · · · · 23 ~ 3 23·Did not 30 3~ 22 ..:z / 21· · · · · · · · · · · • · •

Other than consistent non-psychotic
general usage

(6-9 sources)High information exposure
Knew non-institutionalized r-sychiatric

~ , 18 J }/ 18patient • • • · • · • · · · • · • • • 25
Did not • • • • · · • · · · • • · • 17 'i J.J 13 / ~~ 16• •

Middle or low information exposure
(0-5 sources)

• Knew non-institutionalized psychiatric
16 !J1patient · • • · • • • 10 I I 13• · • · • • • •

Did not • · · • • • • • • · • · · • .' . 13 I c:o 7 I 0 13

Of greater significance" perhaps, than these rolatively small differ-

entials in conceptions of mental illness, were the differences in basic

approaches to human behavior that lay behind them. For" just as the

intellectual current of interest in psychiatric theory was reflected in

the college graduate's familiarity ~iLth persons who had been treated by

psychiatrists, it was also apparent in a tendency on the part of those

groups who had most fm1liliarity with pSJ~hotherapy to adopt modes of ex-

plaining human behavior that originally derived from psychiatric doctrine.

\fuile there are other differences in the Hays people i,rent about explaininG

•
the behavior of the six hypothetical incividuCi.ls, the lareest and most

striking are in the extent to which early relationships with parents--
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psychodynamic determinants--l-vere 1001~ed upon as shapinr< the example's cur-

t b h . 10ren e aVl.or. People of collece background, for example, yere almost •leAs before, this category of causation is sin~led out as most
nearly--of the causal categories used in this study--approximating the
vie~'Js of mode.."I1 dynamic psycholo::y, although, of course, it must be re
gal'ded as a rough anrro:-'imation in the sense that classification as using
this line of causation need not imply acceptance of all or even most of
the in~lications of technical psychodynamic theories.

-----_._---_._------ -----_._----- -

t~·Jice as likely as those of least formal education to explain in these

terms one or more of the individuals considered: over three-quarters of

the former but 40 per cent of the latter group sometiJn.es turned to psycho

d~~amics in e}~laining h~~an behavior.ll Similarly, 72 per cent of those

llA minor part of this difference is attributable to the fact that
the number of examples discussed causally increased someuhat vith in
creasing educational background, so that the better educated had more oppor
tunities than the less educated to mention any particular cause. 1.Jhen this
tJ~e of crnnparison is restricted to people who ca~sally discussed the same
number of examples, h01-1eVer, differences of alrwst the saine order remain. •
For insta.nce, among people "frIho eA-plained exactly three of the six examples,
65 per cent of the college graduates and 28 per cent of those who never
finished grammar school mentioned psychodynamics for at least one of the
three examples.

most exposed to sources of information about mental health and mental ill-

ness sometimes spoke of the psychodJmamic development of an example, as

compared vnth 46 per cent of those least exposed; or, again, 71 per cent

of those who kneH a person in ps~rchotherapy, but 55 per cent of those 1I1'ho

did not, made use of psycllodynamic interpretations. 1,n-len all tl1.ree of

these factors are considered simultaneously, 04 per cent of the people

Nho may be regarded as "most involved" in the current mo'.rement of intel-

lectual interest in psychiatry--that is, people Hith some college edu-

cation, attention to a large number of information sources and contacts

with persons receiving extra-mural psychiatric treatment--employed psycho-

dynamic explanations, as compared with 40 per cent of those "least involved" •
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--people with les8 than hiGh school education, few sources of ini'ormation

anG no reported contacts with psychiatric patients. (Table 56.) It may

be added that, as liith the differentials in perceptions of mental illness

just presented, all of these factors of orientation and outlook, while

themselves interrelated, nevertheless each made an independent contri-

bution to the tendency to think in terms of psychodynamics. That is,

for e):aFlple, a;~lone people Hith the same a"'1lount of formal education and

information exposure, those 1'111ose acquaintance included recipients of

psychotherapy H"ere more likely to use psychodynamics than those -.:",ho did

not.

The psyctod)~amic approach was not only more wide-spread among

those parts of the American population that roughly corresponded to the

social circles most influenced by psychiatric thinking, but it was also

more often applied by them, systematically, as a general scheme for i"·lter·

preting all human behavior. For instance, among only those people Hho

made use of psychodynamics at all and 1-1ho explained three or more of the

six examples, the proportions uho used the same general psychodynamic

approach to at least half of the examples they discussed were:

College graduate and above • • • • • • 39%
Some college • • • • • • • • • • • • • 36
High school graduate • • • • • 26
Some high school •• •• • • • • • 22
Grammar sohoo~ Graduate ••••••• 14
Less than grarutJar school graduate. • • lL

Or, the more systematic adherence to pSJrchodynamic reasoning on the part

of the people "most involved" lJ1. th psychiatry can be seen, in a more

general way, from the fact that group differences in the proportion of

all examples explai.Tled whose explanation entailed psychodynamic causation

are always more marked than group differences in the pro~ortions using

this causal explanation at all. (Table >6.) So, while college graduates
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were 1.9 times as li~ely as the least educated group to use psychodJ~cs,

they used such explanations 2.4 times as frequently in the ~"{amples they

explained~ the comparable ratios of "users" and "uses" betHeen the most

and least infol~ed are 1.6 and 1.8; between those familiar with extra-

institutional psychiatry and those with no contacts ~nth psychiatry,

1.3 and 1 0 5; and, sunrrnarily, betueen the most and least "involved,"

2.1 and 2.5.

Implicit in the more 1,ric'e-spread and, particularly, the more syste-

matic reliance on ps~rchoC::ynamic e~:planatj.ons by the more pS-,'chiatrically-

oriented sub-grou'0s 1vas the fact that these same erouns tended more than

other groups to employ pSJcr-:od~T.lamic reaso,",.in:::; RS a 1;e!lera1 interpretive

scheme equally applicable to both sick and l~ealth;y Dersona~_j.ty development.

W11en they did not employ it in this generic fashion, they tended to treat

psycl10dynamics as a theory particularly adapted to the expla,'lation of

abnormal personality manifestations, in some contrast to thoRe groups

who were least involved in ps)~hiatl~cally-influencedcurrents of thought,

Hho tended strongly to restrict psychodynamic accounts to instances of
N-

behavior which they regarded as not mentally-ill. To illustrate this

tendency ~nth only one of the variables affecting participation in psychi-

atric modes of thought, the contexts in which the various educational

classes advanced psychodynamic explanatio'ns 't<Jere:

•

•

12These relationships are in part, of course, an artifactual result
of the fact that the more educated groups both used psychod)~anlic explan
ations more frequently and classed more of the examples as mentally-ill.
That is to say, if a person gave a psychodynamic explanation of only one
example, he could hardly have employed that interpretation both in the con
te~~t of nental illness and in some other context. Similarly, for more
frequent use of psychodyn~nic causation, the closer a person approached
to cla~sing half the examples as mentally-ill and half as something else,
the more lil<elJr it Has that, b~r chance alone, psychodynarnics 1-TOuld be used
in both contexts. The association which exists goes beyond that Hl1ich •
would result merely from these mecranical considerations, however, as
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37%
24
"1 I....4

other Tl1an
Mental Ill
ness Only

3 : 4l%=lOO;~

$0
61
66
73
79

26~-; 56
28
21
18
12
10 -J 5

Both f-iental
Illness and

Other

L4%
23
8

33%
22
18
16
15
11

Used Psyehodynarndcs for EJ~p1es

Classed As:
l'1ental

Illness
Only

Highest involvement-. • • • • •
Intermediate involvement •• • • •
Lowest involvement •• • • • •

can be indicated in other Hays. For example, the most involved explained
a larger proportion of the examples they classed as mental illness by psy
chodynamics as compared with the propo~tion of non-mentally-ill examples
to which they a.pplied psychod;ynamics, 1"1hile the reverse was true among the
least involvecl, l-Jhere the proportion of examples cla.ssified as mentally
ill explaihed by psychodynamics was appreciably smaller than the proportion
of non-mentally-ill examples so eJ~lained. Thus, the proportions of all
examples classed in a given way and explained in any fashion l"1hich Here
explained b;:r psychodynamics by groups of different degrees of involvement
Here: D T.····. ~ E..~k ~.-,1J7,#t .•-N1 {...;

f .,' I "'"?r';~A':t.£r (j'...;o.U<J.---d...rr -- (
MJ:J~;:,,··;,(''';i''!.-IC....-f ~~ ~ Examplesl\Classec: as:

Hental Illness All ~07t~he-~-~---

It is apparent that the most involved explained non-mentally-ill examples
by psychodynamics about two and a half times as frequently as the~least

involved, but they expla.ined mentally-ill examples in this way five and
a half times as frequently. The steeper decline in the use of psycho
dynamics in the context of mental illness as cQI~areG vnth the decline
in its use in other contexts, itself confirms the statements made in text •

College graduate and above • • • • •
Some college • • • • • • • • • •
High school gradua.te • • • • • • • •
Some high school •••••••••
Grammar school graduate. • • • • •
Less than grammar school graduate ••

•

••

IV"lUch the same kind of tendency can be shOlm l-nth each of the other variables

defining involvement, or, to t~ke them ell at once, among the users of psy-

chodynamics 33 per cent of the most psychiatrically involved applied this
.J

explanation to examples typif~~g for them both mental illness and other

•
personality categories as compared with six per cent of the least involved;

psychodynamics were applied only to mental illness b~r 30 per cent of the

most involved and 15 per cent of the least involved; conversely, psycho-

dynamics were applicable only to the development of non-mentally-ill
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examples for 37 per cent of the most i~volved users of psychodynamio logic,

but 79 per cent of tJ1e least involved.

vfuat is apparent, then, is that the grou~s most in touch with con

temporaIjr psychiatric thinking vere not o~ly more likel~T to ta~<:e over

some of its major elements of personality inte~Jretation, but were also

more lil<:ely, lVhen they did adopt these theories, to acquire more of their

substance and ~~plications, as well. This L~terpretation is still further

confirmed by grmlp differences in ways of hancling problematic behavior.

It Has, once again, primarily the groups most subject to psychiatric in

fluences--the college educated, the highly informed, the associates of

people receiving psychotherapy--who thought of professional psychiatric

care as the appropriate means of modifying the behavior of people like

those used as exa..\'Ttples. Among people "rho made any kind of recomr"endation

at all, 30 per cent of the college graduates proposed psychiatric treat

ment for at least one example, as compared Hith seven per cent of the low...

est educational group, and differences associated l~th information and

contact were comparably large. (See Table 57.) In sum, those most in

volved with psychiatry Here almost nine times as likely to recom:nend ps:r

chiatric care as were those least involved.

The sophisticates t greater reliance on ps;ychiatry was not to be

understood merely as a greater likelihood of calling behavior mental ill

ness, coupled .Jith a recognition that psychiatry was the medical specialty

that dealt with mental illness. On the contrary, they were far more likel;y

thc.n were the leas-eduoatod, less informed and lees knovrledgeable to recom

mend poychiatry both fer behavior they did not consider mental illness and

for behavior they did so classify. For instance, 55 per cent of the

"highly involved" and 21 per cent of the "least involveeP! reconnJ1.ended

psychiatry for one or more of the examples they regarded as mentally-ill

•

•

•



•

-.

•

-27-

and made some action sugGestions for, while 14 per cent of the fonner and

only one per cent of the latter suggested psychiatry for any non-mentally

ill examples for ~hom they made action suggestions.

These data, of course, unuerline the greater awareness of and re

liance on psychiatry on the part of people who were closer to it and more

informed about it, but more is involved than this simple ta\.1.tology expresses.

For, the entire pattern of act,ion recomrnendat:tons, taken as a v1hole, sug

gests the beginnings, if not the partial accomplishment of, the substitution

of a psychological for a moral approach to human behavior, among this extreme

of the American pop'ilation. In addition to their stress on psychiatry, it

self, the segment of the population most in tune Hith psychiatric thinking

also gave disproportionate emphasis to lay psychological measures, particu

larly as a method of coping ,vith non-mentally-ill behavior: 32 per cent

of the I1most involved ll and 20 per cent of the "least involved" approached

at least one non-mentally-ill example in these terms. Since this category

of lay counsel and rational persuasion or discussion was not notably dif

ferent from people's conceptions of professional psychotherapy, both of

these action suggestions appear to represent a shift in the direction of

the psychological management of problematic behavior, as compared 't-rith the

solutions favored by other sections of the American pl~blic. In contrast to

the psychological emphasis of the most psychiatrically-oriented, the other

extreme of the population disproportionately proposed self-help, with its

immediate implications of assessing moral responsibility and assigning

blame, both for behavior they considered mental illness and, more markedly,

for behavior they rega~ded as problematic in son~ other sense. Illustratively,

23 per cent of the college graduates but 39 per cent of the least educated

who made treatment proposals suggested self-help for instances of mental



-28-

illness; 40 per cent of the former and 70 per cent of the latter made com

parable action suggestions for instances not regarded as mental illness.

To the extent that psychotherapy--whether administered by professionals or

by amateurs--was regarded as an essentially rational process of advice and

exhortation, moral assumptions about the individual's responsibility for

accepting and applyL~g good advice necessarily flowed from his pre~~ed

ability to benefit from it. Nevertheless, in comparison Hith the direct

insistence on the individual's ability and duty to help himself entailed

in the self-help school of thought, the psychotherapeutic emphasis appears

as a change in the direction of subordi~ating considerations of moral re

sponsibility to the irr@ediate need of the indivi~~al for assistance ~rlth

his psychological problems.

The Limits of Educational Influence

All of the data so far adduced point only to the conclusion that

formal education--vnth its social-psychological implications of greater

a'·larene.ss of, sensitivity to, information about and interest in contemporary

intellectual trends and its socio-economic implications of greater opportunity

to pursue these interests--was the major social influence shaping popular

conceptions of mental illness. At the same time, however, the data them

selves also suggest--if only by the less than all-or-none quality of the

relationships--that attendance at college did not inevitably mean that

people, by that ver.J fact, acquired either a.11 interest in or the viewpoints

of contemporary psychiatry. Some attempt has already been made to document

the most patent of the variable influences making college education a fact

whose meaning is not completely constant from one individual to another:

namely, that the course of study in college (as reflected in subsequent

career activities) increased or modified the extent to which college

•

•

•
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education was a psychiatrically-educational experience. Just as obviously,

there are a great many idiosyncratic variations, which resea~ch of this

kind must necessarily gloss over--the particular college attendec; an un-

usually influential teacher; onets college i'1ti."!Iates, prior intellectual

influences and present personality. All of these and, no doubt, many more

unmentioned make college an experience l1hose meaning for and influence on

the individual cannot be completely inferred from or indicated by the fact

that he went to college.

Apart from these more unique aspects, 't-1hich can only be mentioned

here as additional, une::amined factors te~ding to diversify the general

influence of education on conceptions of mental illness, there were also

some more generic factors operating to make the views of a given educational

class a good deal less than uniform. Among these is the fact that psychi-

atry--particularly as a body of psychological theory applied in psycho-

analysis and other forms of psychotherapy--has been, up to nOli, a largely

urban phenor,lenon. In 1953, almost three-fourths of the ps~rchiatriats 'tri.th

any private practice were located in cities of over 100,000 population and

over half in just ten of the largest cities--New York, Chicago, Philadelphia,

Los Angeles, Boston, Hashington, San Francisco, Detroit, Baltimore and

Cleveland. And the situation -vnth respect to qualified psychoanalysts was

even more extreme: four-fifths of them being located in seven large cities,

with close to a fifth in He-vl Yorlc City, alone.l )

13Daniel Blain, r·f. D., nprivate Practice of Psychiatry," Annals of
the American Academy of Political and Social Science, Volume 286 (March, .
1953) •

.,
\lrJhile sheer acquaintance with the patients of psychiatrists was not

quite as closely bound to the distribution of psychiatrists as actual use

of psychiatric services would necessarily be, the fact remains, as suggested
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by Table 6l, that it IoTas the peol?le living in the largest metropolitan

centers and next larg~ cities who Here most likely to be in tpuoh with

persons in psychotherapy. PeopJ.e' s genel"al social class, as indexed by

their formal education, remained the primaF.f deteminant of the extent to

'tVhich their circle of acquaintances included psychiatric patients, but,

If.Lthin each educational class, urban dwellers were consistently more

likely to be :Ln touoh vJith extra-mural psychiatry:

Proportion lmowing a non
institutionalized

psychiatric
patient

•

The role of the urban environment in facilitating contacts with

psychotherapy or VJith its recipients is the more striking because it runs

College-educated: urban (over 50,000) • •
non-urban (under 50,(00)

HiGhschool-educated: urban ••••
non-urban

Grammar school- educated: urban • • • •
non-urban ••••

46
37
27
21
16
11

•
counter to the greater impersonality and anonymity of urban life. In city

life, people's social circles are sui'ficiently narrOi-Tly defined that, des-

pite the fact that commitment rates from large cities are substantially

. higher than those from more rural areas,14city ci'Tellers vJere actually less

l~ieinberg cites urban rates for co~itment of schizophrenics 1.92
times as high as rural rates al1.d refers to a study ,1hich found that, in
urban settings, these rates increased as the size of the city increased.
See S. larson Heinberg, Society and Personality Disorders. New York:
Prentice-Hall, Inc., 1952";Pp. 160-161.

likely than residents of SIi1aller places--tOi-ffiS, villages and farms--to know

an;y-one lfho had been institutionalizsd for mental illness, and even the

urban group most likely to have such contacts ranked below anJr of the non-

urban groups: •
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Proportion knowing an
institutionalized

patient

Non-Urban (under 50,000): College-educated ••••
High school-educated • •
Grllmtlnr school-eduoated.

Urban (over 50,000): College-educated ••••
High school-educated • •
Grar.·~ar school-eduoatod

82
80
79

73
70
65

•

•

It is, here, rather apparent that the more intimate, personal life

of smaller tOvms brought the illness of anyone person to the attention of

many more people than 1-1ould have been aHare of it in an urban setting. So,

if, as seems likely, tl1e same si:,all-tovm familiarity extended to Deople who

sought psychiatric assistance, tl1en it is understandable 1tlhy the rural-

urban differences in fandliarity with out-patient psychiatry were relatively

small. So far as first-hand familiarity goes, the actual prepon0erance of

ps;)rchiatric patients in urban areas was some'trlhat bala.l'lced by the greater

amount of notice given an individual 1s actions in srr.a.ller places. And,

at the same time, other L'r1fluences deriving from social mobility--like

contacts with psychiatry l-lhile attend:L"'lg college, migration from urban to

rural areas or vice versa, contacts with people living in other places,

and military servicJ5_-served to reduce still more the effect of the current

lSvlorld vJar II vet~"ans, in comparison lfl th other men of the same
age and education, were some't-lhat more likely to have known someone treated
by a psychiatrist--30 per cent as compared l-lith 2L per cent, just as they
reported somewhat more sources of information about mental illness--L.2
as against 3.6.

environment.

Nevertheless, the residual urban advantage in contacts with psychiatry,

together vdth the slightly higher average edu.cation and slightly greater ex-

posure to information of urban d't-Tellers, made for an urban viel-lPoint on

human behavior l-1hich inclined someHhat more than non-urban approaches to
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psychodyna~c interpretations ~~d to ps~~holoeical rather than moral cor-

rection. (See Tables 61-64.) "At the same tiJ;'ie, conceptions of mental •
illness did not vary mal~kedly bet't'1een urban anc1 rural d't:ellers, primarilv

because it was the college-educated gronp whoee thinking was most likely

to reflect the influence of contacts with psychiatry, and ttds group was

a small ninori"ty both in cities and ir: less urban areas.

If popular adoption of psychiatric points of view toward human be-

havior, generaJ_ly, or ment8~ illness, particu18r:~~, apr1ears to nave been

primarily a movement of thought centered ai'nong urba.n intellectuals, it

must not be overlooked that intellectua.l developments of this kind have

a time as well as a place. It is quite consistent v.rith modern intellectu-

al history that people whose formal education antedated 1910--that is,

roughly, people who at the time of this research Here in their sixties

or older and those in their fifties who had not continued their education

be3Tond grammar school--vmre neither as fa.·niliar Hith nor as influenced by

psychiatric thinldng. As shown in Table 61, these older age groups Here

a good deal less likely to lcnow anyone who had received non-institutional

psychiatric care, even though, in the sheer course of having lived longer,

they were more likely to have encountered somoone who had required insti-

tutionalization for mental illness. Although these age differences in

familiarity vd.th extra-mural psychiatry presented in Table 61 in part re-

flect the lower average educational attainment of older people, the con-

elusion remains the same Hhen the comparisons between older and younger

people's acquainta.nce 'tilth psychiatric patients are restricted to roughly

equivalent educational groups. Of people with some college education, 44

per cent of those under sL~ty years of age and 25 per cent of those sixty

and over knew someone who had been treated by a psychiatrist outside an

•

•
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institution; among those whose education stopped with high sCDool, 27

per cent of the younger group and 16 per cent of the older group had

this personal familiarity; among those ~mo had only grrumnar school edu-
, ,

cation, 15 per cent of those under fifty and 12 per cent of those fifty

and over had first-hand contacts with psychotherapy.

The fact that older people 1rere less in touch with psychiatr,y than

younger people of similar background had its implications for the way older

and younger people thought about mental illness. For one thing, the older

segment of the population was also less interested in the general area of

mental illness and mental hEalth or, at least, attended to fewer sources

of information about it, mean infon-:lation-source scores being:16

16
It is, of course, also possible that these differences represent

a decrease in the amount of attention people gave to broader social ques
tions li1<:e mental U:ness, as they greL'l older, rather than the persistence
of a life-long pattern of interest and attention.

College-educatedr Under 60 • • •• 5.3
60 and over •• 4.2

High school-educated: Under 60 •• 3.9
60 and over 3.2

Grammar school-educated: Under 60 2.8
60 and over 2.1

Quite consistent with either their lcmer :i,nformational levels or their

lack of first-hand contact ~dth psychotherapy, the older age groups of the'

American population were, at ever;:,· educational level, consistently inclined

tOHard explanations of human behavior H'hich depended on organic processes

or innate personalitJT factors. They were, at the same time, somewhat less

inclined than younger people to explain human behavior either in tems of

conditioning.or, 1~thin the college group at least, in terms of psycho

dynamic development. (Table 59.)

An explanation of these differences must be some1'lhat speculative,

but, if one looks at the history of psychological theories of behavior,
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it is clear that organic and instinct theories were succeeded, in the

'20' s, by llJ'atsonian behaviorism, lJhich has, in turn, been :Largely dis-

p:I:aced more recently by dynamic pSJfchologies. In much the same pattern

of succession, older people were more familiar vath the organic and in-

stinct doctrines that were current in their youth ~~d adhered to them

much more frequently than did younger people, from whose main period 0;

intellectual development these theories were quite remote.17 The con-

170nce aga~, these cow~ents must be qualified by the possibility
that the thinking of the older groups has changed through time and actu
ally reflects their present age rather than the ti111e ,rhen their ie,eas
were first formulated o That is, for instance, it is possible that, as
people grow older, their attention is turned more toward organic and
physical determinants of behavior by their awareness of and concern with
the deteriorative processes operating lvithin themselves. It is not, how
ever, so easy to formulate a plausible eAlPlanation of why people would
corne to place greater emphasis on the i."mateness of pe:s:-sonality as they,
themselves, aged, unless it be assumed that this tendency represents an
increasing fatalism about the modifiability of human behavior. Since
neither the interpretation in terms of the influence of the prevailing
intellectual clirr~te advanced in text nor this interpretation in terms
of the influence of the aging process is definitively established by
the research, the reader must decide for h~lselr which interpretation
seems more likely.

ditioning approach roughly represents the next period of psychological

thinking, although it has only the loosest connections with strict be-

haviorism. As the dominant mode of thinking about human ber.avior of

the last generation or tvlO, it l'las more frequently used by the younger

groups, part of Hhose contemporary intellectual environment it Has.

Nevertheless, the vievlpoint was so dominant and so congenial to the

American temperament that older people had also absorbed this 1-lay of

thinking, though they did so less often than people for whom condition-

ing l-laS the originally-accepted Ttray of looking at behavior. Psycho-

dynamics, hOTt16Ver, represents the newest approach to human behavior and,

as vnth most intellectual revolutions, its influence has been felt pri-

marily in intellectual or, at least, college-educated circles. For more

•
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recently college-educated people, ps;)'Ch00j'1'iamics represented a quite con-
"

ventional, accepted part of the intellectual climate and it vms, conse-

quently, a viewpoint a good deal more frequent among them than among

people who Imd attended college at a different point in intellectual his-

tory. Beyond the college group, psychodynamic theories have not yet been

so i:rlfluential, and they were adopted, to the extent that they w'ere, about

equally by all age groups, presumably because psychodynamic thinking was

equally foreign to the formative intellectual climates of both the younger

and older person with no coJlege background. In this connection, it may

also be noted that, among younger people, the older, organic and instinct

theories of human behavior Here, generally, most current in the least-

educated group, a pattern tvhich suggests again the more rapid turn-over of

ideas in educated circles and the slower rate at which new ideas reached

the less educated to displace older modes of thought.

Accompanying these differences in the interpretations of human

behavior advanced by younger and older people c·rere corresponding differ-

enees in the means favored to modify it. Younger people, particularly at

the bigher educational levels, Here more likely to suggest psychiatry as a

l'1ay of dealing with behavior they called mental illness; older people were

more likely to take a more directly moral approach and recom~end self-help.

(Table 60.) The emphasis on self-reliance in correcting individual behavior

also ran through older people's discussions of examples they considered

problen~tic in some sense other than mental illness.

Interestingly enough, differences in conceptions of mental illness

betlveen younger and older people followed somewlmt the same pattern as the

use of psychodynamic interpretations, or reliance on psychiatry as a cor-

rective measure, with younger college-educated people more likely than
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older ones to express those views of mental illness associated ~dth know1

'edgeability--that is, to adhere spontaneously and oonsistentiy to a usage

of the term mental-illness which eqnated it with more than pSjrchosis and to

perceive mental illness :in the behavior of the six examples. (Table 58.)

At lower educational levels, h01iJeVer, differences bet1'1een age groups i.11

general conceptions of mental illness were negligible or non-existent,

while older people were actually mo:~ likely to perceive mental illness in

the concrete exanp1es than were their younger educational cOtunterparts.18

IBThis last result' is, rnthou~ doubt, an exception to the educa
tion-information-experience deteni~nants of conceptions of mental illness
that cannot be fully explained by the data. It is possible that the longer
lives of older people, alone, gave them a broader familiarity h~th human
personality and its aberrations tban measures of specific :information about
and experience 'tnth mental illness could reflect, so that, at the lower
educational levels, especially, their Hider general experience more than
compensated for their apparent lack of information and contact.
-------------~-------------------
In the large, however, there again appears the suggestion that the ne'tver

conceptions of mental illness--1ike the ne",er approaches to human behavior,

general1y--have had most impact among those 1'1hose college educa.tions roughly

corresponded in time with the technical dominance of the same ideas. They

were, again, less influential among those whose college educations predated

the period of modem psychiatry and still less operative among groups Ivho

';vere never exposed to the intellectual atmosphere of colleges and universi-

ties.

There are, of course, still other factors, operati.l1g independently

of the influence of formal education on participation in the popularization

of psychiatry, ",hic11 tend to make such social class differences :in interest

and outlook less extreme than they might otheI1dse be. One familiar in-

stance, already referred to, was the fact of widespread military service,

which brought men of every educational class into closer contact than they

•
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would most probably have e~~erienced in the course of civilian life lv.ith
"

psychiatrists, with men who broke dOT~ unoer stress, and with the star.dard

psychiatric categories of diagnosis used for discharge from service.

Of a somet..rhat different order, but ha,,'ing the same effect of tending

to reduce differences between educational groups are the facts of sex and

parenthood. Both men and 'Homen Here substantially similar in formal edu-

cation, information about and contacts with mental illness, and their gener-

al conceptions and concrete perceptions of mental illness did not particu-

larly deviate. (Tables 61 and 62.) Nevertheless, perhaps because of the

social definition of sex roles, in which primarJ responsibility for child-

rearing is assigned to vromen, 't'lomen 1'rere, at every educational level, more

likely than men to think of human behavior psychod~TJ1ar.1icall;;rand to think

of its correction in terms of ps:rchiatry. At the same t:iJne, both men and

,,,yomen l..rho belonged to the group of younger parents--that is, parents TtJhose

children T,Yere unc;er eighteen years of age--,'1ere more likely than either

older parents or non-parents to think of personality as a product of early

relations vnth parents. Since only the residual effects of these tendencies

are app~rent in Tables 63 and 64., here are the proportions within the rele-

vant sub-groups who used the logic of psychodynamics D1 discussing causation

in human behavior:

Hen l-Jomen-
College-educated

Parents
Children under eighteen only · • · • 77 81
Some children over eighteen 69 79

Non-parents • . • • . • . . . . • · 74 78
Not college-educated

Parents
Children under eighteen only • · • · 57 64

• Some children over eighteen • • 1+5 51+
Non-parents . . • . • • . . . . · · · · 50 61
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As is evident here, partly as a result of their age, but partly because of
"

their interest in and responsibility for the raising of children, women

generally and young parents, especially, acquired more kno"Jlecge of modern

psychiatric viewpoints on child-rearing than would have been e~~ected

sirr~lJ' from their formal education.

Clearly, a variety of social experiences like occup.?tional irterests,

urban impersonality, the "Zeitgeist," military service, parenthood (and

many others that ,nll occur to each reader as inexplicable omissions) cut

across both to limit and to modify the determining influence of formal

education on the orientations and h~terests of the social sub-divisions

of the funerican population. In PCS1l1g the issue in this :ray, hOHever,

there is a danger that tl~ influence of education, itself--or, more

strictly, the influence of the complex of social and social-psycho].ogical

characteristics which education loosely represents--will be overemphasized.

In one ~vay, the differences in outlook that have been pre.sentee betreen

younger, urban, highly-educated, informed, knO'tvledgeable people in the

mainstream of the spread of psychiatric ideas and their opposites Here

large, indeed. In another sense, hovrever, even the most extreme group

that can be singled out for attention was not exactly saturated ,nth

psychiatric viewpoints on human behavior, and it is this fact 't~hich points

to the broad cultural similarities in the thinking of sub-groups of the

American population, regardless of differences in degree amonG them.

It is, for eX~I~le, not enough to say that the most involved group

of the American population was three times as likely as the least involved

to define mental illness in a way which consistently applied the concept

to more than psychotic forms of illness. Large as this difference is,

it must be added that, at either extreme, this apprOcch to mental illness

•

•

•
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represented a minority vieupoint--48 per cent versus 16 per cent. Or,

similarly, if the defi..l1i tion of highest involvement is mace ~ven more

extreme by adding to the criteria of college education, high inforraation

eA~osure and contcct with non-psychotic psychiatric patients the require-

ment that these experiences must also have eventuated in a general con-

ception of mental illness consistently including non-ps;Tchotic forms of

mental illness, it can also be said that the most extremely psychiatrically-

informed group 'trIas roughly three times as likely as the opposite extreme

to classify the six examples as ment2.l1y-ill:

~"iean Number of E..X&Illples
Classed asj\:entally-:.Ill

•
Highest invoJ.vement: consistent nor-

psychotic usage ••
other usage. • • • •

Intermediate involvement: con~istent non
ps)~hotic usage ••

other usage. • •

Lowest involvement: consistent non
psychotic usage •••

other usage.

2.2
1.6

1.6
1.1

•

Uhat this difference means, hOHever, is that 37"per cent of the first

group and eight per cent of the last one perceived mental illness in the

concrete instances of both "Franlc Jones," llBetty Smith" and "George Brown";

that is, in practice, onl;)T minorities of all sub-groups of the population

extended their perceptions of mental illness to include behavior not sug-

gestive of psychosis. It makes a difference, certainly, that one per cent,

! at one extreme, and 45 per cent, at the other, perceived mental illness
"

in neither the neurotic-like behavior of "George Brovm" and "Mary 'tfuite"

nor the psychotic-like reactions of "Franlc Jones ll and "Betty Smith. tl

And it is likewise significant that recoTi~endations of psyohiatric assistance

for any of these examples decreased steadilJTfrom 42 per cent of the most
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involved with consistent non-psychotic usage ~ four per cent of the least

involved who did not have consistent non-psychotic usage, while sugeestions

for self-help rose from 3h per cent to 68 per cent of these same groups.

In all of the instances cited differences of such large order resulted

only because an upper two per cent of the American population is being

compared with a lowest six per cent. The thinking of the great bulk of

the American people lay so:nevThere bet1-Jeen these t'V10 extremes and, generally,

closer to the lcwer extreme than to the Ilpsychiatric elite." Even so, the

views of the elite group were neither unanimous in asslinilation of the

more psychiatric positions nor departures, except in degree, frO,~l the more

general ways of looking at human behavior.

The basic clue to the underJ..;yi.ng cultural similarities in thinking

that operated as the ultimate limits to variations in conceptual systems

between sub-classes of the population can be found in the kinds of logical

considerations to which people tL~rned in discussing mental illness. Given

the relatively ~nde differences that variations in information and education

~nplied both for s~ptornat1c, descriptive definitions and for concrete per

ceptions of mental illness, it is rather remarkable that the non-descriptive

criteria used to define mental illness--definitions of mental illness, it

rnll be recalled, as either an organic brain disease, a disorder with no

physical basis, a disorder vnth no causal relation to reality, a character

weakness, or an involuntary loss of control--varied rather little from

group to group. (Tables 51-5h.) Although the vast majority of every sub

group of the American population turned to one or ano~1er of these non

descriptive criteria in attempting to define mental illness in a way that

v!Quld explain "Thy a particular example should or should not be included

within the category, there Here t"iQ opposite tendencies l-Thieh, if not

•
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outstanding, are, nevertheJ.ess; suggestive.
"

The general tendency was that better-educated, more infornled people

were, if anything, more likely to call upon one or another of these cultural

postulates about the causes and nature of mental illness, and, as a result,

to become involved in more internal self-contradiction and inco~siste~cy

than people It.lth less education and information. For exarr~le, among

people lvhose formal knoHledge and exposure to infonnation had not eventuated

in a general conception of mental illness that consistently included non

psychotic syndromes, 92 per cent of the college-educated HitIl high information

e:h.'"Posure and contacts v.Tith non-ps"'chotic psychiatric patients turned to

non-descriptive criteria in an effort to refine their definitions of mental

illness to a point where they would fit their concrete classifications of

the examples; at the other extreme, only 18 per cent of the grammar school

educated with low information exposu~e and no psychiatric contacts did so,

while 81 per cent of the intermediate bulk of the population used these

logical criteria. Correspondingly, the proportions who contradicted their

ONn logic were: for the most knOl1Tledgeable, 36 per cent; for the intermedi

ate, 81 per cent; and, for the least knowledgeable, 61 per cent.

If these results seem in paradoxical contradiction to the usual

meaning of informed and knowledgeable, their implications rnaJr be made more

clear by juxtaposing them to the other, a..'I1d less marked, tendency. Fo;!'

the general tendency was reversed am.ong the very best informed and oriented

sUb-groups. Thus, it is apparent, in Table 54, that, among highly informed

people 't-rho consistently assigned non-psychotic syndromes to mental illness,

college-educated people were less--rather than more--likely to use these

causally-related criteria of mental illness and to become involved in the

kinds of oontradiction to which they led. Within those ~hose usage was
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consistently broad enough to contain non-psychotic syndromes, 8) per cent

of the college-educated with high information exposure and p~J~hiatric con-

tacts used· them, while 89 per cent of the least involved and 91 per cent of

the intermediate group did.

In sum, then, everything else being equal, the better-ecucated, the

more informed, those in contact ~rlth psychotherapy, and those Bhose knowledge

led to a descriptive definition of mental illness broad enough to include

non-psychotic reactions were more likely than ~leir opposites to introduce

a variety of logical criteria for defining mental illness ~~d to contradict

the criteria they established, except when all these characteristics re-

inforced each other in the same individuals. The increasing reversal of

the general pattern vrlth increasing closeness to psych~atric developments

is illustrated below, where it is clear that college-educated people, as

a group, were most inclined to introduce considerations which led their dis-

cussions of mental illness into difficult,y. vllien information exposure is

taken into account, however, this tendency no longer exists, and, as

further criteria of awareness of psychiatry are added the pattern is re-

versed, with 'the college-educated of great involvement vuth psychiatry in

creasingly least likely to become enmeshed in their Ol~ arguments.19

19The same pattern can, of course, also be shown for any of the
other variables entering into psychiatric orientation, but the details
have been or.~tted because of their repetitiousness.

•
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College
Educated

High Grammar
School- Sohool-
Educated Educated

It t~as, then, the two extremes of the American population--extremes••

Proportion using non-descrintive criteria
of fIlemtal illness a~ong:

All members of group • • • • • • • • • • • •
People with high infor~ation exposure •••
People tf.Lth high infonnation exposure and

contact with non-institutionalized psy
chiatric patients ••••••••••••

People with high information exposure, con
tacts, and consistent use of mental i1l
n~ss to include more than psychosis •••

Proportion contradicting ovm logic among:

All members of group • • • • • • • • • • • •
People Hith high information exposure •••
People with high information eA~osure and

contact with non-L~stitutio~alizedpsy
chiatric patients • • • • • • • • • • • •

People with high information exposure, con
tacts, and consistent use of mental ill
ness to include more than psychosis •• •

87

86
85

81

78

89
92

91

92

83
87

87

80

8L
92

93

100

74
87

90

92

•

in terms of their interest, information, familiarity and general orientation

with respect to problems of mental illness and psychiatry--who found least

need to introduce causal considerations into their conceptions of mentel

illness and who uere, therefore, most able to avoid inconsistencies in their

definitions • This s imile.rity betveen the ti-J'o extremes implies different

things, hOl-IeVer. As a general rule, the less people said during their

intervieus the less likely also the~r 1!ere either to advance alternative,

mutually inconsistent definitions or to say anything which might contradict

whatever definition they had offered. I.nd so, the more articulate groups--

the better .educated, the better informed, and so on--were, as a general

rule, the people vlho most used and most violated additional causal consider-

ations in defining mental illness, Hhile the other extreme's lesser fluency

was reflected in their less frequent use of non-descri~tive criteria with



illogical consequences. At the same time, the main purpose of these causal
t" •qualifications added to descriptive definitions of mental illness, l~~e the

point at which they were generally introduced, was in order to justify the

exclusion from the category of mental ilL"1ess of a particular eX8Jl1ple "'Those

behavior appeared to qualify as mental illness from the wa;}T the speaker had

previously defined mental illness.20 Since the groups typifying the 10~Ter

20Th , . t d t d f 11 . Ch t ~1S pom was ocumen e more u y 1n . ap er :J, pp. 63-75.

extreme of tmrolvement ':-rith psychiatric problems 'Vrere not so likely to have

started out Hith a conception of mental illness loJ"hich appeared to require

the conclusion that the less violent or non-psychotic exar~les Bere also

mentally-ill--that is, they did not so often include non-psychotic syndromes

Hithin mental illness or define it as a deviant erLotional response, they

were not so often confronted vrith the dilemma of avoiding the logical conse- •

quences of their definitions. So, both because they tended to be less articu-

late and because they did not so frequently define mental illness :i.n a lfay

which made it necessary to add restrictive afterthoughts to it, if no one

but the violent paranoid was to be regarded as mentally-ill, the lower ex-

treme of the population made less use of these non-descriptive criteria and

expressed fewer inconsistencies.

None of this explanation applies to the upper extreme, hot-rever, for

these were the people most articulate on the subject of mental illness and

most disposed touard a broad inclusion of non-psychotic syndromes within

mental illness. The fact that they, too, less often modified their des-

criptive definitions of mental illness end were less often self-contradictory

Has, therefore, not so much an act of omission as it was among the 101fer ex-

treme. Instead, the relative laok of qualifications and contradictions •
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scong the upper extreme suggests that there were within it a disproportionate

"
number of people who had satisfactorily resolved any conflict there might

be betweeri intellectual knowledge of the teclmical denotation of the term,

mental illness, and emotional recoil from its implications. Starting from

a broad definition of the syndrones assignable to mental illness, ttey

more often adhered to it by concluding that the various examples Here

mentally-ill. Their more complete acceptance and application of tteir ovm

definitions was reflected not only in their conclusions about the six ex-

amples but in their lesser use of restrictive causal criteria as well.

There is here, again, indication that popular assimilation of techni-

cal psychiatric vielr~oints on mental illness has been proceeding, even

though incompletely. It is clear that only a small fraction of an extreme

minority of the American population has fully adopted these conceptions of

mental illness to the point llhere they can function with them completely

and in an entirely consistent manner. At the SaI:1e time, hOl'1ever, it must

be recognized that--even though the impact of PS;fchiatric concepts on

popular thinking about mental illness has, in the large, resulted in more

confusion and inconsistency about mental illness among the groups most

1i1<ely to· encounter psychiatric ideas--knoHledge of the technical con-

ceptions of mental illness has not merely contributed to confusion, but

has had more positive effects as well. That is, the fact that the groups

more informed about psychiatry in one Nay or another uere(if the very

extreme minority is left out of account) both the most inconsistent and

contradictory and the most likely to classify and interpret human behavior

in technical fashion means that there has been partial adoption of this

approach to mental illness by people l.Jho have enoountered it, even though

their conflicts and uncertainties--manifested in illogical chopping and
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changing--markedly limited the extent of its influence.

Little has so far been said about uhich of the possible non-des

criptive criteria people of different types made use of, just because the

choice among them is more indicative of the kind of problem people were

trying to resolve than it is of unc1erlying differences in basic orientation.

It Has pointed out earlier that the basic causal considerations rested on

assumptions about the nature of reality, the relation of mind and body and

the question of free will and deternrinism in human benavior, all of which

Here endemic in the thinking of \~estern man and called upon as needed to

resolve difficulties vri.th the concept of mental illness, T;fllich of these

premises was introduced was, therefore, not so much an index of the extent

to which it entered into people's thin~~g as it was an indirect indication

of the kinds of difficulties people encolli,tered.

There was, in fact, relatively little consistent difference from

group to group in the particular assumptions used, both because the kinds

of conflicts to be resolved 1o'Jere pervasive and because each assumption was

adaptable to the support of either side of the conflict to l~1ich it per

tained. Only two tendencies of any note can be singled out. First, the

more psychiatrically-oriented were slightly more likely than people who

were less familiar uith psychiatr:-sr to define mental illness as a non

physical disorder. Second, while there vJas no difference a'llong these groups

in the extent to which mental illness was defi.'Yled by reference to the

question of individual responsibility, there was a difference i.'Yl the way

this question was answered, Hith the better-informed extreme more likely to

define morally culpable behavior as mental illness and the least-inforned

extreme more likely to exclude from mental illness behavior within the

individual's control. By Hay of smrunary, here are the criteria used by

•
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"involvement" groups:2l

"
21 .

aecause of differences among these groups in the use of any non
descriptive criteria, these percentages are, for comparability, based only
on people who used some criterion.

Highest IntermeG1.ate LOtiest
Involvement Involvernent Involvement

l1enta.l illness is

An organic disease. · • · • • • 22% 23% 19%

A non-physical disorder • • • • 40 37 33
Counter-reality, inexplicable

behavior • • • • • • • • · • 68 71 70

A volitional defect • · · • • • 45 42 33

Involuntary action .. · • • · • 27 32 36

Both these differenoes, of course, derived from the fact that people l~th

high invol 'vement were more disposed than those Hith low involvement to

include non-psychotic syndromes in the catego~J of mental illness. As a

consequence, they needed, more often than other groups, both a rationale

for iacluding some examples typifyi.ng non-ps~rohotic syndromes and a

rationale that Hould pennit the exclusion of others. More particularly,

the view of mental illness as a moral defect permitted the inclusion of

behavior like alcoholism in mental illness, while the non-physical require-

ment made it possible to exempt the'anxiety a~d psychosomatic manifestations

of "George BrOlm. II

Such differences, hrn~ever, only underscore the fact that, in order

to include non-psychotic sync1romes 'I'dthin mental illness at all, the most

sophisticated group, like everyone else, lias largely dependent upon a fonnu-

lation which made mental ilJ.ness a moral category and, in so doing, l"laS a

source of further confusion both about mental illness, itself, and about the
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entire issue of free will and determinism in human behavior.'- Since the

most s~1tisticated group tried more than other groups to include the non-

psychotic, the difficulties inherent in ma!d.ng mental illness both a moral

and an illness category lvere more acutely presented in their thinking than

in the views of those 't'lho excluded from mental illness any behavior sus-

ceptib1e of moral evaluation. Here, problems of evaluation, attitudes

t01-1ard responsibility, self-control and loss of control, or" in short, all

of the emotions organized around the subject of mental illness emerge, once

again, as a crucial, une:::amined aspect of popular conceptions of mental

illness. So, after a brief concluding note on social factors that have

not yet.been mentioned, this examination of the more intellectual side of

conceptions of mental mne ss ~oncludes in order to turn, in Part III, to

direct consideration of the emotional connotations of mental :ilL'less.

Some Other Demographic Faptors

v-Jhi1e it is felt that all of the more important social determinants

of conceptions of mental illness have now been discussed, an attempt has

been made, in Tables 61-64, to present, for whatever interest :they may have,

the relationship of the IIJ2.jor elements in co~ceptions of mental illness to

a variety of other social variables of conventional interest. The differ-

ences in conceptions which appear there are, for the most part, indirect
. .

reflections of lmderlying differences in the more determining complex of

. education, interest, infprmation and contact to which detailed attention

has been given and should be regarded primarily as sheer description of

various segments of the population whose separate views may have practical

importance. As a guide to these tables, eache! the variables l~ be

commented on briefly:

•

•
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A. Age differences. It, has already been pointed out that older

Americans are less Hell info::med about mental illness'; less

acquainted with extra-mural psychiatry and less disposed to psy-

chodynamic interpretations and psychiatric solutions of human

behavior. These differences, as discussed earlier, are not simple

reflections of their more restricted formal education, but appear

to represent an independently determining factor.

B. Sex differences: As might be expected.. there Nas little or no

difference bet\~een men and Ho.'T1en in thinking about mental illness.

Except for the tendency of l-JOmen to make somewhat more use of psy-

chod;ynamic interpretations and its accompany-ing more frequent

choice of psychiatry as a corrective solution, there were no essential

differences •

C. Racial differences: Non-white Americans were considerably less

well educated than whites" and most of the differences between the

t't-Jo groups are s:illl:ple results of that fact. As a less-well-educated

group, non-whites ,rere less acquainted 'tnth extra-mural psychiatry,

less likely to define mental illness in non-psychotic terms J and

less likely to use psychodynamic explanations or to propose psychiatric

treatment. Conversely" they more often used organic and innate ex-

planations and more often proposed se:J.f-help solutions. At the same

time, non-vlhites reported about as many sources of infonnation about

mental illness as whites, and Here not notably less likely to per-

ceive mental illness in the concrete examples. Considering the wide

differences in education, these similarities htply that, on these

points, non-whites surpassed vlhites of coTtlparable education.22

,';'~::J·r
>~
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22There iS I here, some suggestion that non-whites in part used their
discussion of the six hypothetical individuals for indirect expression of
their hostility toward some patterns of behavior that appeared more typi
cally vlhite and middle-class. The fact that non-uhites l despite lower levels
of education, contact "dth psychiatry and general non-ps~rchotic usage l were
more lil<:ely than whites to perceive mental illness in "Betty Smith's" quiet,
llTell-behaved 'tnthdrawal" "C-eorge Brovm I a" anxious striving and "Hary tVhite I S"
mixture of conventional adjustment, compulsions and phobias at least sug
gests that non-whites 't<l'ere less approving of or less defensive about these
types than llTere whites. Since this point is I at best, marginal to the main
themes of this research" the considerable amount of further comparative
analysis of the data needed to speak definitively about the role of a group
conflict element in non-Hhites' thinking about mental illness has not been
undertaken. It is mentioned s:ilnply as another illustration of unexplored
probleiris on which the available data can be brought to bear.

D. Religious differences t LargelJT by reason of higher educational

attainment and greater concentration in urban areas" Jews were

notably more likely than Catholics or Protestants to be involved in

the intellectual trend touard ps~rchiatrj~, lnth considerably more

sources of information and. marlcedly more contact ldth psychotherapy •
than the other religious groups. These factors" of course, carried

over to conceptions of mental illness: Je't'ls were most likely to

have a generally non-psychotic image of mental illness and to perceive

mental illness in each of the concrete examples. Quite consistently,

the psychiatric viel-lpoint Has also expressed in Je't'ls' greater emphaf:is

on psychodynamics and psychiatry.

While this fact is partially 'obscured by the sunnnary nature

of the data, Protestants l-lere, on the average, more likely :than

the other religious groups to emphasize the moral qualities of be-

havior or questions of free "rill and responsibility. ~1hen differ-

ences in age and education among the major religious groups are taken

into account, Protestants of each age and educational class were more •
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'likely than comparable Catholics or Jews to conceive of mental
0-

illness as a moral defect, to assign causal significance to the

will of the individual and to assign to the individual moral

responsibility for correcting his own behavior. Since differences

in this respect, though quite consistent, were slight, it may be

said that adherence to the Protestant ethio t-ras an adaitiona!

minor determinant of some aspects of thinking about human behavior,

which, it may be added, 't-ras slightly more influential among regular

churoh attendors than among more nominal Protestants.

E. Ocoupati(~mal differences. Since oocupation ·rmd formal education

are bighly interarelat'ed.., dt~f~noea among ooeupattonal groupS are

almost the counterpart of the educational differences l'Thich have

been discussed at length~

F. E'"eonomic differences t Once again, differences among income

groups are, for all practical purposes, a simple restatement of

educational. differences•. '
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G. Regional 'differences; The population of Eastern and TrTestern

areas .of -the United States appeared to have Illome,-;rhat more informational
.. .

orientation to mental illness than the Middle Hest or South, although
'...~ ;

these differences were slight and refiected both the higher' e:verage

edUcational attainment of the population of the East and ''lest and

the presence in these regions of urban oenters of pS~Tchiatric activity-.

Conceptions of mental illness also follotred about this same pattern,

with v.Jestemers generally most likely to perceive mental illness in

the six examples, to otfer pSYChodynamic explanations of them, and

to make their correotion a matter for psychiatry.

: '~'-'



.'the role of urban areas in faoilitating the spread of psychiatrio

information. By reason of both the oonoentration of the practice

of psyohiatry in urban areas and the higher average educational

If, levels of urban residents J urban dwellers t4ere better informed and
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H. Rure1-tJrban differences t Some mention has already been made of

in oloser touoh with psyohiatry. These orientational advantages

of urban dwellers liere refleoted to some extent in their views of

mental illness and, more oonsistentlyJ in their more frequent reli

anoe on psyohod~amic explanations and ps:rohiatrio correotion of

huxnan behavior.
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CHAPTER 9

TIlE STATUS OF PSYCHIATRY

Introduction
,',

As we ijave just seen in the two preceding chapters, mental illness un

questionably emerged as a highly threatening topic to the majority of the Amer

ican public, notwithstanding the fact that documentation of this conclusion re

lied exclusively on the kind of feelings and attitudes that people were conscious

of and able to .verbalize or on only the most immediate inferences from such self

censored expressions. Even ,~ithin this severe limitation, however, it is clear

that discussion of mental illness stirred up fears, anxieties and revulsions,

which were expressed both directly and in a good deal of avoidance of or ambiv

alence and pessimism about questions of its etiology, treatment and prognosis.

This immediate emotional recoil from mental illness, together with deriv

ative and supporting uncertainties about its course, raises still another ques

tion; vi~, the status of psychiatry and its practitioners in popular opinion.

For whatever people's basic reactions to mental illness, it was equally clear

from their discussions that they were also widely aware of the existence of a

medical field specializing in mental illness and quite willing to delegate to

its practitioners and institutions major responsibility for dealing with these

problems. At first sight, these popular discussions of the treatment of mental

illness already presented might appear by their emphatic reliance on psychiatry

to suggest its rather general public acceptance and endoroement, yet it would be

difficult to reconcile the implied existence of strong positive convictions

about the merits of psychiatry with either the sketchiness of people's knowledge

of what they were recommending or their largely negative conclusions about the

effectiveness of psychiatric (or any other form of) treatment. In the lignt of

the total context within which people made these supe~ficially favorable refer

ences to psychiatry, it appears much more likely that they did not so much repre

sent positive approval of psychiatry as a kind of abdicating selection of psy

chiatry by default., It is as if people, faced with the dilemma of their need to

escape mental illness in conflict with their need to regard themselves as behav-

. ing rationally and humanitarianly, made psychiatry thei~ surrogate--a solution

which permitted ordinary people themselves to draw away from the dreaded subject

of mental illness in good conscience. In such a case, one may wonder if surro

gate 4pes not also become someth~ng of scapegoat--whether, in short, the whole

-1-
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negatively-charged subject of mental illness can be turned over so exclusively

to psychiatry without an immediate transfer of at least some of the negative

affect surrounding mental illness to those who are specialists in it.

If the emotional implications of mental illness and beliefs about its

nature and consequences suggest the possibility of a certain public ambivalence

--if not outright negative orientation--toward psychiatry, much the same sugr.est

ion is icp1icit in the entire system of popular thought about human behavior.

The main tenor of popular thinking, as documented in Part II, involved a view of

the determinants of human behavior influenced little, if at all, by the concepts

and theories of psychiatry. Both in their pragmatic stress on results rather

than causes (which focuses attention on the external and immediate aspects of

behavior) and in their moral stress on voluntarism or personal responsib1ity

(which insists on the possibility and desirability of full rationality and com

plete self-control in human conduct), popular orientations toward human behavior

were quite at variance with the kinds of psychodynamic interpretations character

istic of modern psychiatric theory. And, it may be added, the popular point of

view about human conduct was not merely different from the psychiatric one; it

was--both in value premises and in intellectual conc1usions--pecu1iar1y incompat

ible with most psychiatric approaches.

So, the two main themes of this research--prevai1ing interpretations of

human behavior and the image of mental illness sustained by them--both lead to

the suggestion that psychiatry occupied a most dubious position in popular opin

ion t a suggestion which is examined more closely in this chapter. Since we are

dealing with a system of interrelated ideas--a system which haa logic and con

sistency, however one may rate its validity or desirability, it should come as

no surprise that the suggestion which arises as a logical consequence of previous

ly considered aspects of the pattern of thought is indeed borne out empirically

by the data to be presented: the field of psychiatry is sho,~ to be little known,

little understood, little appreciated t and its 1acl~ of popular acceptance vroves

to derive from the incompatibility of psychiatric approaches to human behavior

with those of the general public.

Familiarity with Psychiatry

Throughout their discussions of mental illness, people frequently intro

duced the specialty of psychiatry as a logical source of help. Without any

special prompting, 53 per cent had referred specifically to psychiatriGt5 as the

•

•

•
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opecialists who dealt with mental illness and another 20 per cent, who apparent

ly were not familiar with the exact term, used such rough equivalents as llmind
.; . "

doctors," or such alternativesksPByChologi~tsor pGychoanaly:;;~s. (See Table

9-1.) Before the topic of information about and attitudes toward psychiatry

was even directly raised in the interview, close to three-quarters of the Amer

ican public had thus indicated at least sufficient acceptance of and familiar

ity with psychiatry to think of it spontaneously when they were asked about

the treatment of mental illneori.

The fact that so many people replied "See a psychiatrist" when asked

what could be done to treat or prevent either emotional disorders or insanityl

does not, of course, necessarily imply genuine acceptance and positive support

of psychiatry or even any familiarity with psychiatry beyond general recognition

of its area of specialization. Since most people approached questions about

treatment as tests of their information rather than inquiries into their opin

ions, the frequent mention of psychiatry was, primarily, a demonstration of the

possession of "correct" information, rather than an expression of conviction.

At the same time, the very fact that so many people did mention psychiatry in

this highly matter-of-fact way is, itself, evidence that, for these people, at

least, the subject of psychiatry was not charged with great negative affect

either.

Actually, psychiatry was a subject too remote and unfamiliar to most

people for very strong feeling to develop about it. Although at least three

quarters of the population knew of the specialty corresponding to psychiatry and

-----::;-- ---. 0__•• •••••__

1
Spontaneous references to the field of psychiatry actually include all

references made in a treatment context during the interview up until the inter
viewer introduced the term, psychiatrist, in Question 29. The points itl the
interview at which psychiatrists or their equivalents were chiefly mentioned
were:

Prevention of nervous conditions or emotional disorders 6%
Treatment of nervous conditions or emotional disorders 51
Prevention of insanity • • • • • • • • • • • •• 13
Treatment of insanity • • • • • • • • • • • • • 23

Handling of crisis on one' s family • • • • • 56
Discussion of concrete examples • • • • • • • • • • • 13
General discussion of nature of mental illness 3

Of those who made any spontaneous reference, however, 83 per cent mentioned psy
chiatrists or their equivalents at least once in the series of four questions
dealing with the treatment and prevention of nervous conditions and insanity.
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2at least half could refer to it by name, they werc, for the most part, talk-

ing of something with which they had had little contact, except through the

mass media. For, niven the fact that most people's contacts with mental il1-
c'

nes~ had been with institutionalized patients rather than with the non-insti-

tutionali~edt it is striking that the field of psychiatry was generally de

fined in terms of the less rather than the more familiar. As was more fully

documented in Chapter 7, people thought of psychiatrists for the treatment of

nervous disorders and, insofar as professional facilities were involved at all,

for the prevcntion of both nervous conditions and insanity. When it came to

the treatment of insanity, however,' they tended to think in terms of mental

hospitals rather than psychiatrists. Whether because of underlying pessimism

about the treatability of the psychotic or because, in the case of hospital

ized patients, the institutioD itself loomed larger in people's attention

than the personnel who staffed it, psychiatrists were thus generally spontan

eously thought of in the context of treating the non-psychotic or the pre-
2apsychotic rather than the psychotic. Of the people who referred to psychi-

atrists, or their equivalents, half cited them only in relation to the treat

ment of non-psychotic and pre-psychotic disorders; a quarter, in the treatment
2 These figures represent minimum estimates of familiarity with psy-

chiatry in at least two senses. First of all, unaided recall is always a more
difficult criterion than recognition, so there were an unknown number of. peo
ple who would have recognized the term, "psychiatrist," who were not able to
produce it or popular equivalents for it themselves. Secondly, however, the
interview was so structured that people completely opposed to psychiatry were
not likely to bring up the subject voluntarily, even though they were quite
familiar with it. There were a few people so hostile to psychiatry that they
answered a question like "Who could help !people with nervous conditionsl
with their problems?" non-responsively in order to express their opposition,
as, for instance, the person who said, "Well, I suppose you expect me to an
swer a psychiatrist, but I think they are no help at all. II Hore typically,
however, people who were familiar with psychiatry but opposed to it simply
omitted any reference to it as a source of help or otherwise, and are, con
sequently, excluded from this estimate. Later in the interview, roughly a
quarter of those who made no spontaneous reference to psychiatrists, by this
or any other name, indicated some knowledge of psychiatric procedure, so that
at least another seven per cent of the population had some familiarity with
psychiatry in addition to the 73 per cent discussed here.

2aIt must also be noted that the source of help was explicitly request
ed only in the questions of the treatment of nervous conditions, and of the
handling of a family crisis. In the other contexts, reference to psychia
trists depended on volunteered comment.

•
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of both psychotic and non-psychotic disorders; eight per cent, in the treat

ment of "insanity" only; and17 per cent, in ambiguous contexts. Thio imaGe

of psychiatry largely transcJ~~~d immediat~ ~xperience: to the extent that

they referred to psychiatrists at all, both the educated and the uneducated,

the psych~atrically informed and uninformed, and the people who knew non

institutionalized patients of psychiatrioto and those who did not were all

about equally likely to regard psychiatrists as appropriate only to non-psy

chotic disorders. (See Table 9-1.)

With the practice of psychiatry GO widely equated with the non-insti

tutional treatment of non-psychotic disorders and this an area of psychiatric

activity with which most people had no personal acquaintance, there is little

wonder that lcnowledge of psychiatric procedures was ol,etchy, to say the least.

(See Table 9-2.) When asked how a psychiatrist3 went about helping the peo

ple who came to him, 30 per cent could say only that they didn't know or had

no idea of what he would do, with about one in four of these people reinforcin3

their denials of any information about psychiatric practice by referrin~ to

their lack of contact with the field. For instance:

I don't know. (P) There ain't none of them kind of doctors
around here that I know of. I've never heard of one.

I just don't know, I've never seen anyone who'd been treated.

I've never been to one, so I just wou1dn'-t know.

He's a mind specialist, so he should be able to help people
with the problems they have. (P) I have no idea how he doeG
thisj he is trained to help them, that's all I know.

In addition to this large group who frankly admitted ignorance, there were

five per cent who gave such vague, evasive answers as to suZgest that lack of

information was being sheltered behind empty generalities and four per cent

who could describe only the conventional practice of medicine, as in these

quotations:

3For the 47 per cent who had not already used the term "psychiatrist,"
themselves, the word was defined to them as "doctors who specialize in treat
ing mental illness and nervous conditions."
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Well, he finds out what'o wrong and then he treats that. (How?)
I don It Imow.

They first study their case and then they preocribe a treatment.
(What?) The treatment is all different things. ,-

He examines your head, heart, pulse and blood. (Then?) He gives
medicine, I rechon, like any other doctor.

He goes to work on you and asks you all kinds of questions, and
he writes this down in a book, and then he starts and examines
your eyes, and asks you to hold out your hand to see if you Ire
shaking, and he tells you what is the matter. (Then?) I don't
know what he does after you tell him everything; maybe he finds
you just need glasses or something like that.

These three groups taken together--the "don't knows," the "vague, evasives"

and the "non-distinctives"--ccmpriaed about two-fifths of the American public.

This segment with least information about psychiatry can be further divided

into a fifth who made no reference to the field of psychiatry by that or any

other name, a tenth who had spontaneously indicated that a medical field speci

aliZing in mental illness existed, and a final tenth who had spontaneously iden

tified the field by the tem, l:psychiatrist." So, it would appear that a fifth

of the American public had no awareness of the field of psychiatry, while for

another fifth knowledge of psychiatry was pretty much limited either to the

fact that a field specializing in mental illness exioted or to the term, "psy

chiatrist," itself.

•

•
For the remaining 61 per cent of the American publiC, psychiatric pro

cedure was pretty much identified with one or another form of psychotherapy.

Two per cent described only physical therapies--primarily shock treatment or

broader references to institutional care, six per cent mentioned these physical

approaches along with psychotherapy, and 53 per cent spoke exclusively of psy

chotherapeutic approaches. In popular parlance, the key element in psycho

therapy was "talk," and the most universally recognized function of the talk

was, essentially, diagnostic: the psychiatrist asked questions or permitted

the patient to talk freely in order to arrive at an understanding of the basis

of his patient's difficulties. Just under half (49 per cent) of the American

public--four-fifths of those who had any conception of psychiatric procedures

at all--referred to this guidea or unguided interview process through which

the causes of the problem were to be determined; and almost everyone who re

ferred at all to the locus of these causes in time made it clear that the talk

must delve far into the patient's past or early life, if the fundamental source •
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of his difficulties was to be discovered. (Two per cent referred only to

causes that might reside in t~e patient IS pr7sent life circumstances; 26 per

cent referred variously to ';hidd~n," "forgotten" or "unconscious" cauaes or

to a search for causes into the patient's past, early or entire life; 21 per

cent did not refer to and were not asked about the time period in which the

causes might be sought.)

For about another fifth of the public, knowledge of psychiatric pro

cedure stopped at this point: they knew that there was talk, and that, usu

ally, the talk sought to arrive at an understanding of the causes of behavior,

but, when asked how treatment proceeded once the causes were known or how the

talk helped to cure the patient, they either did not knew what happened next,

were frankly puzzled as to why this talk should help a patient, or took refuge

in vague generalities, as in these comments:

I don't know, I've never been around them. (P)
ent questions, ask what he thinks. (Then?) It
son; if he wants to be helped, the psychiatrist

1J'
I don't know much about this.

They ask differ
depends on the per
can help. (How?)

•
The only thing I know is they talk to them, but I don't know after
that.

He tries to find out the causes first. (Then?) I don't know what
else they do except talk. They don't give medicine, so I don't
know how they cure anybody.

He asks questions about his past and his childhood. (Then?)
I guess he goes about solving the problem. (How?) It's hard
to tell what he does then, unless you have seen one.

Sp, if a fifth of the American public had apparently no awareness of psychiatry

Qnd 0 fifth knew little more 'obout it tho~ the fact that it existed, there was

another fifth of the public whooo knowledge of psychiatry could, essentially,

be summed up in the one word, "talk."

There remained about two-fifths of the public who hod some more de

tailed information about psychiatric procedure. As they described it, psycho

therapy was primarily a highly rational, logical and didactic procedure, in

which the psychiatrist, armed with an understanding of the causes of the prob

lem behavior, followed one or several of three possible courses. (See Table

9-3.) First, he could explain, interpret or otherwise communicate to the pa

tient the basic causes of his difficulties, and, once the patient came to see

the real causes of his difficulties, his problems were solved: either their

• very recognition rendered the causes inoperative or the patient needed only
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aworeneaa of their couaes to be able to deal effectively with hin problems

himself. This version of psychotherapy i3 illustrated by these two accounts:

First he determines the cause, if he can. (How?) Fon-example,
paychoanalyzing io a way to find out the cause. (Then?) Then,
by ~xplaining the cause, it often helpo the patient. (How?)
Once he knows the cause, he'll react normally where before he was
subject to all kinds of emotional reactions based on a distorted
viewpoint.

They lay you down on the couch and ask questions all through your
life and form an opinion about your reactions--the questions you
ask or the answers you give them. (Then?) Then they tell you
what you can do to help yourself. (What?) That's all they do
is talk. After he telln you what's been bothering you, it's up
to you to do something about it.

In a second version of rational therapy, the procedure was not quite so auto

matic, but required that the psychiatrist reason with the patient to dissuade him

him from his misconceptions or to persuade him to accept a different perspective

on his problems:

They try to talk to him, find out what event or events caused
it. (Then?) The rest is simple; the tough part is finding
out what caused it--they go way back. (Then?) nlen, they
work it out. (How?) It's generally a fear, and they prove
to him it's groundless. '

He talks over the problem. (C) He helps them to see what's
the underlying cause of his trouble. (Then?) He tries to
talk him out of it, get him on the right track. (How?) I
don't know, I guess he tries to educate them, to show them
how small his problem really is.

And, in the final version of rational therapy, the psychiatrist implemented

the patient's understanding by advice and instruction on techniques of con

trolling their emotions or of managing their problems:

By getting then to talk about their probleos. (Then?)
tell them how to treat them and what to do about them.
For instance, if they're afraid all the time, he tells
how to stop being afraid.

They make them talk out, and they lead them on to talk about
their lives. (Then?) He sort of shows them what to do
through advice.

•

•

One or another of these rational procedures, all of which have in com

mon the assumption that the sick person is able to act rationally once he be

comes aware of or has pointed out to him, the rational course of action, were

mentioned by a quarter of the population, or, roughly, two-thirds of those who •
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had any clear-cut conceptions of the psychotherapeutic proceos. For about a

fifth of the population (or half of those with some detailed information about

psychotherapy), these highly~ationalisti~, didactic procedures conotituted

all there was to (or all that was known about) psychotherapy. ,-

1n,8 less frequent, but related and overlapping, version of psycho

therapy, the psychiatriot offered the patient practical,commonsensical solu

tions to the problems he had learned about through the "talk." Here, he might

advise patients to overcome their difficulties by taking a vacation and getting

away from it all, by developing new interests or hobbies which furnished dis

traction, by rearranging their living conditions, or by following sensible

health rules. For instance:

They give him proper reGt and a little bit of Gchooling. (C)
To make him overlook his petty grievances. (How?) If they
were advised to have a hobby or interesting work to occupy
their minds rather than just having him just rest.

He makes you talk about everything that has happened to you.
I guess he finds out from how much you repeat what's worry
ing you. (Then?) He tello you how to get rid of your ob
session. (How?) Maybe a new job, or more work in the garden,
more relaxation.

He advises them to take a vacation and not work as hard; maybe,
even, to change to some other line of work.

This practical approach to emotional difficulties was described by a tenth of

the public (roughly a quarter of those describing psychotherapy) sometimes in

combination with the rational approach, but more frequently as the sole ele

ment in psychotherapy.

A final tenth of the public described the process of psychotherapy in

terms which introduced affective, emotional, uon~rational elements. Primarily,

these people referred to one of two things: first, that the psychiatrist pro

vided emotional support, reassurance or motivation for the patient; and, second,

that the very proceso of talking' about one's difficulties, especially to an

understanding person in whom one had confidence, offered a measure of catharsis

or emotional relief. About half the time, the emotional aspect of psychother

apy.was introduced as subordinate to the rational or commonsense approach,

where, it was felt, the psychiatrist must first win the confidence of his

patient in order for his persuasions or advice to have effect. As illustration:
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I guess he first tries to talk to them and put them at ease,
to get their life history and try to find out what is causing
the worry. (Then?) Then, through gaining confidence in him,
he tries to make them forget their problems. (How?) you'd
believe what he tells you.

Th~y try to find out what's causing the trouble. (How?) By
asking questions and learning about the person's life. (Then?)
Then they would just try to build up the person's self-confi
dence and will power.

They help you to bring out in the open problems you have always
been ashamed to admit. (Help?) It's a relief just to talk about
them.

Since this has been a long and detailed account of popular conceptions

of psychiatry, a quick summary is in order. 4 Of the population as a whole:

20% • • • showed no awareness of psychiatry

11% • • • knew only that a field specializing in mental illness
existed, but never named it and knew no more about it.

D% • • • knew that psychiatry was the name of the field speci
alizing in mental illness, but knew no more about it •

. 2% referred only to physical therapies--primari1y to
shock treatment and/or to institutional care.

21% • • • knew only that psychiatry was somehow a matter of talk•

29% • • • thought of psychotherapy as an entirely rational and/or
commonsensical procedure.

•

•
9% •••

100%

thought of psychotherapy as involving less rational,
emotional elements.

In its way, the fact that some three-fifths of the American public

had little or no conception of the practice of psychiatry stands in marked

contrast to the fact that some three-quarters of the American public had

spontaneously proposed psychiatry when considering the treatment of mental

or emqtiona1 illness. As this disparity implies, many people had suggested

psychiatry in the handling of "nervous conditions," lIinsanity," or behavioral

crises in family members without any clear idea of what they were proposing.

This point was, in fact, foreshadowed by the large extent to which people who

recommended psychiatric treatment for either IInervous conditions ll or :'insan

ity" were unable to add very much substance to the word "treatment. t: (See

Tables and .) Only about half the people who cited psychiatry as a

41n the summary which follows, the six per cent of the public who
mentioned both psychotherapy and physical therapy are distributed according •
to their descriptions of psychotherapy. They are divided as follows: three
per cent, "talk"; two per cent, "rational and/or commonsensical procedure";
and one per cent, lI emotiona1." .
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source of help were able, anywhere in the interview, to say anything specific

about its procedures, although people who. knew even the ,~ord, lIpsychiatry, II

were, as shown below, a good deal more kno,dedgeab1e than either those who

made less e)(act references to the profession or those who never mentioned

psychiatry. at all:

Limit of Knowledge o~. P~V~~iat~ic

Procedure

spontaneously Referred
to Psychiatric Personnel
Used Exact Used Other

Term, Terms
lIpsychiatristll On!y'--'

Did not
Spontaneously

Refer to
psychiatric
Personnel

No (further) information .. . 15% 54%

Psychiatry is physical treat-
ment 2 2

psychiatry is talk 27 17

Psychotherapy i3 rational . • 41 22

Psychotherapy involves emo-
tional elements • • . 15 5

Total . . . . . . 100% 10010

74%

1

12

11

2

10010

•

•

Or, to put it another way, about everyone who had even the vaguest idea of

what psychiatrists do--91 per cent of those with any specific knowledge of

psychiatric procedures and 33 per cent of those with only vague information-

recommended their services, but so did half the people (40 per cent) who knew

nothing about them.

There is involved here a kind of factual acceptance of the existence of

the profession of psychiatry, which was, if anything, bolstered by the very

lack of further information about it. That is, in the ab3ence of definite

knowledge of psychiatry, people tended to view it simply as a branch of medi

cine with a special field of competence and to cite psychiatry for.centu1 ill

ness in much the same way as a person might mention a cardiologist in connec

tion with heart disease. It was not so much a matter of being for or against

psychiatry--or cardio10gy--as it was a demonstration of awareness that medi

cine is so organized that certain sorts of problems are conventionally re

ferred to certain sorts of specialists. In fact, it appears that the very ex

isten~e of the specialty of psychiatry was sometimes arrived at as a kind of

logical deduction from more general knowledge of the practice of medicine or,

as one person put it, IIThey have specialists for everything else, so there

must be a doctor for nerves, too." At any rate, as the data just presented

above make clear, people who talked about specialists in mental or nervous
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illness without using the term, "psychiatrist" usually knew or inferred little

more than their existence.

Aside from the fact that three-fifths of the American 'public had little ~
or no conception of the practice of psychiatry, two things stand out about

these popular discussions of psychiatry. One of these is the relative hesi-

tancy and uncertainty with which even people who had some ideas about psychi-

atry expressed them; the other is, correlatively, the sources from which their

ideas were derived.

As was probably evident in the illustrative quotations cited, comnlents

about psychiatry were replete with phrases like, III don't know of my own ac

cord, but I've heard••• ,11 III'm not sure, but I think ••• ,11 "I've had no e~~per

ience with their work, but I presume ••• ,1l "I haven't the least idea, but ac

cording to what I've seen in the movies ••• ,11 I guess,1I "I imagine ••• ," "I

suppose •••• " Quite apart from the large sub-group who had no information

about psychiatry, almost all of whom explicitly admitted their lack of infor

mation, these phrases indicative of doubt and uncertainty also crept into

the remarks of substantial propations of the minority with rather detailed

information about psychiatry:

Limit of Knowledge About psychiatry

No knowledge • • • • • • • • • • •

Field of specialization exists

psychiatry is name of field • •

Psychiatry is physical therapy

Psychiatry is talk • • • •

Psychotherapy is rational •

Psychotherapy involves emotional
elements •••••••••• • •

Proportion explicitly indicating ~
either lack of or uncertainty ,..,

about the accuracy of own
information about

psychiatric procedure

93

89

05

46

61

30

29

Overall, 63 per cent of the American public made it clear that they were aware

of hiatuses in their knowledge of psychiatry, and 37 per cent of those classi

fied as having some information verbalized such doubts. S Probably nowhere

SAs shown in Table 9-2, expressions of doubt about the completeness and
reliability of their information about psychiatry ranged from a "don't know" as
the entire answer to the question, and simple denials of further information
when an interviewer tried to clarify a relatively vague answer, through frank
acknowledgments that the respondent did not consider the procedures he had des
cribed sufficient to cure a patient but lacked information about the crucial
missing steps, to the less direct but still explicit kinds of hesitancies and
doubts about their information just described.

~
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else in the interview was 50 much uncertainty so freely expressed.

As the remarks themselves make clear, these uncertainties were largely

a reflection of the fact that people were remote from the kiqd of psychiatry

they were discussing and had neither first-hand experience nor the kinds of

alternative sourceo they considered reliable on which to draw. They were,

instead, deriving their descriptions of psychiatry from two main sources.

On the one hand, their ideas were drawn from the mass media and, in particular,

from the kinds of dramatization of psychotherapy presented in a number ofthcn

-current and highly successful movies. In some of the depictions of psychi

atry quoted, it is possible to see, just beneath the surface, almost the ex

act movie the person was thinking of--such portrayals as "Mine Own Execution

er,1I "The Dark Hirror," "Spellbound," and, no doubt, a number of other mass

media dra~otizations of the facts of psychiatry. Certainly, there was, in

people's discussions of psychotherapy, a rather disproportionate emphasis on

the search for the hidden causes of problematic behavior in the patient's

early life--disproportionate both because the process of arriving at a causal

explanation was so frequently the only element in psychotherapy people were

aware of and because the emphasis on the past was quite at variance with the

same people's more usual approach to causal eJ:planation of human behavior,

where behavior tended to be interpreted in terms of much more immediate events

and without recourse to symbolic meanings. Thus~ people who knew only that

.~sychotherapy consisted of a process of talk to determine these hidden, past

causes of behavior explained 26 per cent of the concrete examples of human

behavior they discussed in terms of the psychodynamics of childhood, while

those who described psychotherapy without reference to the process of dis

covering causes in the person's early life used this type of explanation in

25 per cent of the instances they discussed. While it cannot be completely

demonstrated statistically, it seems likely that buth the eophaois on early

p5ychoeenic causation and the leas frequently-mentioned belief that instan

taneous and draoatic recovery followed the psychiatrist's revelation or eluci

dation of the true causee to the patient derived from the movies, which typi

cally did, in fact, present this image of the psychotherapeutic process.

On the other hand, and even more markedly, when people had to IIguess,"

"imagine,1I or IIsuppose" what a psychiatrist would do for an emotionally dis

turbed person, it is not surprising that they ended up by attributing to psy

chiatrists whatever actions they considered appropriate to the correction of
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behavioral problems. In the absence of definite information to the contrary,

many people simply assumed that psychiatrists would approach behavior in the

same way they did and would, therefore, deal with it as they would. While,
,.

admittedly, it is difficult to describe psychotherapy without sounding overly

rationalistic and there are some schools of therapy which place more emphasis

on rational persuasion and practical advice than others, still, the stress on

the rational and the didactic in popular discussions of psychotherapy was too

great to be accounted for either by difficulties of language or by greater

acquaintance with particular forms of psychotherapy. Rather, if the most

frequently-mentioned elements in psychotherapy had the psychiatrist reasoning

with his patient, lItalking him out of" his unhealthy state of mind, and giving

him helpful advice, it was not so much that these happened to be the details

of psychiatry specifically familiar to people as it was a generalized pro

jection onto psychiatrists of the only modes of dealing with human behavior

that occurred to them.

A great variety of evidence, in fact, supports this interpretation.

First, there is the fact that the people who were closest to psychiatric in

fluences were most likely to depart from the highly rational or commonsensi

cal image of psychotherapy. As we have seen before (Chapter 6), it was the

college-educated, those most exposed to information about mental illness and

those with some acquaintance with non-institutional psychiatry--a small group

summarily referred to as those most involved with psychiatric trends of thought

--whose thinking about mental illness and about human behavior generally was

most likely to reflect at least partial assimilation of psychiatric points of

view. And it was, of course, these same classes of the population who indi

cated greatest familiarity with psychiatric technique. Details of these dif

ferences are presented in Tables 9-1 to 9-4, but, from the group with most in

volvement to the group with least involvement, the proportions who spontane

ously referred to the profession of psychiatry as a source of help with mental

illness declined from 97 to 44 per centj the proportions spontaneously fami

liar with the word "pSychiatrist," from 91 to 18 per cent; the proportions

with any substantive knowledge of psychiatric procedures, from 95 to 25 per

cent; and the proportion with more than a vague conception of psychotherapy,

from 70 to 12 per cent. 1wre relevant for the present discussion, however,

descriptions of psychotherapy in purely rational or commonsense terms out

numbered those in which non-rational, emotional factors played a part by about

•

•

•
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4.4
3.DIndication of lack of further information

Evaluation of O,m l:lfo"i..'T,wtioa
I~dicntion of apeculntive, u:1ccrtni:1 quality

of informat ion • • • • • • • • • • • • • •

two to one in the most involved group, but this ratio rose to about five to

one among the least involved. (For the bulk of the population the rational

outnumbered the emotional by slightly more than three to one.) In other

words, there was a shift toward regarding psychotherapy as a'~110lly ration

al process- as actual closeness to and, presumably, genuine familiarity with

psychiatry decreased. And, quite consistently, the people who indicated

that they were uncertain or unsure of their accounts of psychotherapy--the

people who were 1lguessing, II -Ilimaginingll or IIsupposingll_-were the most likely

of all groups to arrive at a rational image of the poychotherapeutic process:

Rntio of rational and/or
commonsensical descriptions
of psychotherapy to those

involving emotional elements

•

This tendency to identify professional psychotherapy with the rational

means by which individuals seek to control themselves or to influence one

another's behavior is also suggested by earlier data. In Part II, it was

apparent that, insofar as people discussed modes of controlling problematic

behavior at all, these methods differed more in whom the agent applying them

was conceived to be than in what the corrective agent did. l{hether the hypo

thetical individual was thought of as able to correct his own behavior, or as

needing the exhortations and persuasions of his family and friends, or as re

quiring the professional assistance of psychiatrists, the basic mode of con

trol relied on rationality, and these three sources of help were viewed as

largely interchangeable stimulants to self-control. In much the sam~ way,

discussion of the treatment of IInervous conditions,1I presented in Chapter 7,

assigned very little by way of special function to psychiatrists. - With the

sole exceptions of the rather vague process of talk by which the -psychiatrist

discovered the hidden causes of behavior and the concommitant spontaneous

type of recovery which depended only on exposing those causes to the lInervousll

patient, there was no step in the psychotherapeutic process, as popularly

conceived, which was not assigned more frequently to other sources of help

•

•

No reference to adequacy of information .-.

Indication that information is regarded as
adequate • • .• • • • • • . • • • • • • • •

3.1

1.6
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than it was to psychiatrists. As pointed out earlier, aside from this ele

ment of psychiatric concern with deep, early causation--an element largely

unassimi1ated into the rest of popular thinking about human behavior. psy-
,.

chiatrists appeared merely to unite some of the functions of family physi-

cian with some of the functions of friends and relatives, without in any

way displacing either. The basic viewpoint appeared to be that what psy

chiatrists do for a person with a problem is not so very different from

what anyone with the time and interest might equally well do.

•
If popular accounts of psychiatric procedure thus appeared to contain

a subtle disparagement of the skills of psychiatrists, it was frequently

expressed in terms which superficially suggested over-estimation of the

power and infallibility of psychiatry. Certainly, one recurrent theme in

all discussions of psychiatry was an emphasis on the certainty, speed and

ease with which emotional difficu1ties--even those as extreme as our hypo

thetical paranoid man or schizophrenic gir1--cou1d be dealt with by psychi

atry. Speaking of the paranoid example, one respondent said, "A psychia

trist could help him easily"; and another person concluded, IIA couple of

visits to a good psychiatrist who could find the cause of his hatreds and

suspicions would clear it up." Of the schizophrenic girl it is said, IlA

psychiatrist could treat her and bring her right out of it," or "A psychi- •

atrist could probably make a normal person of her in a short time." And

the problem child "could be straightened out, in no time at all," and so

on. Sa Despite their suggestion of exalting psychiatrists to the status

of miracle workers, remarks like these stenuned more immediately froUl the

rationalistic cast of popular psychology with its extreme under-estimation

both of the seriousness of emotional disorders and of the difficulty of modi-

fying them. As one respondent replied to the question of how the patient

was helped by the search for causes in the past, "Oh, the rest is simple.

The tough part is finding out what caused it--they have to go way back."

Thu~, even apparently highly positive endorsements of psychiatry contained

the same reduction of psychiatric procedures to everyday, common sense

measures.

5aSimilar comments appear in Chapter 4, pages 37, 51, and 101. The
tendency to regard psychiatric therapy as sure, fast, and simple. apparent
in these remark~was not separately coded, but it can be said that at least
two-thirds of the references to the desirability of psychiatric treatment
for one or another of the six examples occurred in contexts where the respond- •
ent was denying or minimizing the seriousness of the problem under consider-
ation.
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In sum, the American people had relatively little information about

psychiatry. Such ideao of'psychiatricpractice ao were current tended to

assume that the field of psychiatry generally accepted and PFoceeded on the

same beliefs in human rationality and in the ability of the individual to

control his behavior whenever it was not rational that permeated popular

thinking. On the one hand, knowing nothing at all about psychiatry or assum

ing that psychiatry Unaturallyll viewed human behavior in the same ways they

did minimized, for most people, the conflict inherent in the essentially di

vergent conceptions of psychiatric theory and popular thinking and pelimitted

the passive acceptance of psychiatry as a medical specialty without acute

awareness of its philosophical implications.· On the other hand, however,

this tacit solution effectively insulated the thinking of most people from

any challenge from or possible modification by psychiatric theories of human

behavior, and, at the same time, essentially denied to psychiatry any speci

alized knowledge, expertness, or skill.

As this very summary of the state of public knowledge about psychiatry

suggests, a certain ambivalence about psychiatry runo through popular think

ing.· As we examine, in the following sections, people's views of the rele

vance and applicability of psychiatry for themselves and others, it will be

come ever increasingly apparent how the direct, superficial acceptance by the

public of the existence and usefulness of psychiatry is mingled with a less

direct but, perhaps, deeper lack of enthusiasm and respect for the field, if

not with a· fundamental though concealed resistance and rejection of it.

The Place of Psychiatry

As already suggested, psychiatry was popularly deemed applicable pri

marily to nervous conditions and pre-psychotic disorders. Since the great

majority of the public thought of nervous conditions as themselves fore

runners or early stages of psychoses, psychiatry was, thus, essentially re

garded as a form of treatment adapted to the beginning phases of the devel

opment of a psychosis. In fact, in the light of such understanding of the

therapeutic process as the public possessed, psychiatry necessarily appeared

to be limited to those forms or stages of illness when the patient was still

sufficiently possessed of his reason to be amenable to Ilta1kll--that is, to

rational persuasion and commonsense advice •
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Given this basic image of mental illness as a sequence of development,

it did not require very much detailed knowledge of psychiatry for people to

decide the point along the way at which psychiatric treatmen~ should be intro- ~

duced. In contrast to the 30 per cent who explicitly stated that they did

not know ~nything of psychiatric technique, only niue per ceut said they

didn't know, when asked "As you see it, how aerious a problem tlhould a per-

son have before he goes to tlee a psychiatrist?" Instead, the leading answer

to this question grew directly out of the prevailing image of mental illness.

(See Table 9-5.) A plurality of 46 per cent simply endorsed the importance

of early treatment in mental as in other illness, remarking that a person

should go to a psychiatrist without delay--before his problem became serious,

at the very first sign or symptom OT at least as soon as the person realized

that there was something wrong:

They ought to go before it gets serious, the sooner the
better. The sooner he goes and finds out what's wrong,
the sooner he may get well.

He should go right away to get cured.

At the beginning before it even got serious. (C) After
the first two weeks, I'd say.

I think the first real signs of it is the best. (Why?)
I think if you get it in time there's a chance for help,
and if you let it go too long it's past helping.

I don't think it should be very serious. They should go at
the very first indication pf anything being wrong, when the
first symptoms show up. (Why?) This will give them a good
chance to nip it in the bud and not let it get aggravated.

I don't think he should be serious at all; when he first dis
covers it, he should go. (Why?) If he waited too long, help
may not be able to do him no good.

The very first time they suspect they might need it. My ex
perience has been that every day you wait makes it a lot harder
to do anything with.

This declaration in favor of prompt and early treatment was, of course, a

rather programmistic position. It often appeared to be suggesting that the

onset of mental illness was signalized by as definite, unmistakable symptoms

as an acute contagious dinease, and its actual significance entirely depended

on what the people who espoused it assumed to be the 11 first signs" of mental

illness and on how adept they were at perceiving them. It was, in consequence,

a kind of formal and schematic acknowledgment of the importance of psychiat

ric treatment which required neither awareness and understanding of emotional

~

~
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disorders nor knowledge of psychiatry for its endorsement. Significantly,

if the people whose lack of information about psychiatry led them to say

"don,'t know" to the question of when to see psychiatrists are excluded,

the "without delay" position was more often espoused by persons with no

knowledge' of psychiatry than it was by people who had some information-

55 per cent as against 40 per cent.

No other way of defining the appropriate time for psychiatric treat

ment was mentioned with anything like the frequency of this general support

of early treatment. In fact, all of the three alternative positions together

had a frequency somewhat lower (43 per cent) than the dominant emphasis.

First among these more minority viewpoints, however, was Olle which was es

sentially the opposite point of view to "treatment without delay." This

position,here dubbed "treatment in due course," was taken by 18 per cent of

the American public. It consisted more or less explicitly of a belief that

people generally should go through a logically ordered series of steps in

trying to cope with their difficulties--first, they may try to work out their

own problems, then they may turn to their families or friends for help, next

they may go to a minister or a family doctor for counsel and, only after all

these less extreme measures have proved ineffective, does psychiatry become

appropriate. So, these people said, the problem ought to be getting pretty

serious before a person goes'to a psychiatrist, at least serious enough so

that his friends or physician have failed to help or his doctor advises or

prescribes it. For the most part, people in this position did not appear

to be implying anything more than this sense of an appropriate sequence to

action and often thought of it as providing a channel that insured prompt,

early treatment, but an occasional person made it clear that psychiatry was

so fundamentally unacceptable that it should be regarded as' the last resort,

not to be tried until every conceivable alternative to it was exhausted:

Any problem that cannot be answered by the person or his
relatives should be taken to him at once before anything
else develops.

When the local family doctor can't do anything for it and
the case is getting serious.

When his doctor feels he has a mental condition and should
see one, he should go at once.

I don't think you should go before your own doctor suggests
it. (Why?) He'd know whether you need one or not.
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Not if you could possibly avoid it. (When?) I guess when
everything else was tried and didn't do any good.

This lIdue process ll position was, in some respects, a more realistic Ol1e than
,-

the alternative of "without delay." It was, for instance, a fairly accurate

depiction, of the processes people appear to go through before reaching a psy

chiatrist. In the present research, which probably overstates the case at

that, only 17 per cent named psychiatric consu1tation'as the first step they

would take in a family crisis, as compared with 39 per cent who said they

would go to psychiatrists as a later step, after trying lay persons or phy

sicians or both. More recent work by Clausen and his associates on the ques

tion of what the families of mental patients actually did suggests that this

hierarchical process is well-nigh universa1.
6

The remaining two positions on the appropriate time to consult psy

chiatrists focussed somewhat more on the nature of the problem, though aBain

in contrasting ways. The first group--13 per cent of the pub1ic--fe1t that a

person should see a psychiatrist at the point where he no longer felt able to

cope with his o\~ difficulties or where various, largely subjective symptolns

of inner stress, emotional conflict, and disturbed feeling emerged. The

second group--12 per cent of the pub1ic--focussed on the external manifes

tations of disturbance in behavior, feeling that a person should be sent to

a psychiatrist when other people noticed oddities in his behavior or when his

actions threatened or disturbed others. These two points of view were typi

cally expressed' as follows:

Personal Strain

I think before the'prob1em gets too serious. (When?) As
soon as it becomes apparent that it is a problem that won't
work itself out, something the person can't handle for him
self.

When his problems become too large, just beyond the person
to solve.

If it keeps them awake nights, makes them feel irritable
emotionally insecure, they should go to a psychiatrist.
If it persists, it could lead to a nervous bre&cdown; it
to something more serious if not cared for.

Before he starts acting queer. (C) Some wait too long; they
can tell themselves when their nerves are on edge and that is
the time to go.

•

•

6John A. Clausen and Marian Radke Yarrow, "Paths to the Henta1 Hos-
pital," Journal ~f Social f.ssues, VoL 11, No.4. (1955), pp 25-32. •
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External Effecto

1'.0 Goon as you notice that this person is not actinB just
right.

"Pretty serious. (C) To the point where other people could
see he was acting funny. (Hhy?) You wouldn't know there
was anything wrong until then.

I think wIlen he starts disturbing others and is affecting
their happiness as well as his own.

When people act abnormal--do odd things seriously harmful
to others, then it's time to do something.

It is apparent that the emp~.asis on personal strain vias receptive to the psy

chiatric treatment of emotional disorders, although this position was some

times complicated by a high positive value placed on self-reliance and SOlne

negative feelings about a person who gives up. and adnlits that he needs help.

It did, however, contrast rather sharply with the emphasis on external behav

ior, where the main concern appeared to be detection and treatment of emergent

psychotic trends.

Despite real differences in these four orientations toward the proper

place of psychiatry, one similarity united all of them. With the e:;~ception

of the quite small group (six per cent) who either entirely opposed any use

of psychiatry or reluctantly conceded its use as a last resort, the basic in

tent lying back of all the varying formulations was that people should be re

ferred to psychiatrists as soon as psychiatric treatment was appropriate to

their disorders. It is significant that this discussion of the proper place

for psychiatry centered almost entirely around the tactics of treatment and

involved little direct expression of any attitudes toward psychiatry, even

though this was the first point in the interview at which people were directly

invited to indicate their feelings. Thus, just over half (55 per cent) of

the population made explicit the considerations which entered into their formu

lations of when people shol1ld be referred to.psychiatrists,·and these dealt

almost e:cclusively with the appropriateness of treatment. Some 40 per cent of

the public (three-fourths of those making any explanation) said merely that

treatment at the point they chose would be more effective than treatment at

some other time or would prevent the development of the di30rder into a form

more serious and more difficult to treat·, if not into an incurable psychosis.

Of the explanations advanced by people who said treatment should be sought
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"without delay,1l 95 per cent reflected this concern with prompt treatment,

but so did 60 per cent of the e:~planations advanced by people who loo~~ed for.

symptoms of inner stress, and 57 per cent of those advanced by people who de

pended on symptoms of external behavior. It was only in the '1 due course'! group

that the need for early treatment assumed a secondary role, and even here 23

per cent of the explanations indicated a concern to insure channels of prompt

referral of appropriate cases~ Alternative and secondary explanations SiUli

larly involved direct concern with treatment and were only obliquely evalu

ative of psychiatry. For example, the "due coursell position rested primarily

on the feeling that until the more usual lcinds of help with problems offered

by family, friends and physicians were tried there ,,,an 110 way of blOwinr;

that paychiatri.c 4l::;nistance ,'1US appropriate (l~5 per cent of the e:"plauutions

of this position), w'hile the ::;econd most frequent explanation of the :lial1er

stress" position (28 per cent of these explanations) was the comparable vie,,,

that until the individual e::hausted his capacity to help himself, outside

asisstance was inappropriate, and, in much the same way, 27 per cent of the

eJ~planations of those ''1ho chose Ilexternal effects" as their referral point

rested on the belief that there was no way of telling any need for treatment

existed until these overt indications appeared.

Once again, then, it was pretty well taken for granted popularly that

the field of mental illness wa~ legitimately preempted by psychiatry. With

this tacit assumption, the answer to Ilwhen to s~e a psychiatrist" became simply

"when the evidence indicates a person has or is 'developing a mental illness."

The ensuing discussion--whether people espoused psychiatric treatment with or

without delays, for emotional conflicts or for socially-disturbing behavior-

had less to do with any specific beliefs and feelings about psychiatry itself

than with more general conceptions of the nature and course of mental illness.

As may be seen in the summary data below, the general outlines whicll emerged

were entirely consistent with prevailing conceptions of mental illness, but

did litt'e to illuminate public thinking about psychiatry. In somewhat cursory

fashion, these data underscore again that emotional problems were not regarded

as particularly serious by the American public, particularly when they first

occur and even when their symptoms are such as to suggeat actual or potential

psychotic difficulties to more sophisticated observers; they were still not

regarded as serious, though somewhat more so, wIlen their consequences begin

to impinge on other people and when the person affected has to confront his

own inability to manage himself; they became increasingly more serious as

•

•

•
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family, friends and physicians prove unable to offer effective assistance,

but were ~ot usually regarded as serious until other peop1e--particu1arly

physicians--conc1uue that every possibility o~.remedy or improvement except

psychiatry has been exhausted. "

~roportion with Indicated View of Problem
among Respondents Believing Psychiatrists

Should Be Consu1ted: 7

Seriousness of Problem at This Point

With With I D All
Wlthout Personal EA terna1 cn ue Never Respond-
~e1ay Strain Effects ourse ..-.£:l~~_.-

Total mentioning seriousness

Per cent "serious," of those
specifying degree • • • •

Symptoms Characteristic at This Point

Not serious
Serious ••

. . . .. . . . . . . 33

33

11
4

15

25

7
2

9

21

8
8

16

53

28
7

35

20

Total mentioning reasons

Total mentioning symptoms

Per cent "external" of those
describing symptoms

Reason for Choosing This Point
Treatmeu. Considerations

Early treatment more effective,
prevents more serious or in
curable disorder • • .• • • •

Psychiatric treatment not in
dicated (needed) before this
point • • • • • • • • • • •

Need for treatment not appar
ent (perceived) before this
point • • • • • • • • •

Feelings about Psychiatry
Favorable •• • • • • • • • •
Unfavorable • • • • • •

•

Inner stress only
External behavior

All other reasons

. . . . .

. . . . . . .

19
16

35

46

72

1

1

2

*
76

26
14

4-0

36

19

9

1

1
1

1

32

15
44

59

74

17

3

1
1

*
30

10
16

26

62

12

23

*n
4

51

91

91

17
21

30

54

40

6

2

1
5

1

55

•

Per cent "treatment ll of
those giving reasons • 97 91 93 76 en

7Respondents whose classification into a position on consulting psychiatrists
was determined by the view being considered are excluded from the category in com
puting these percentages to avoid circularity. Thus, those who said merely that
people should consult psychiatrists "befire it is serious ll are not included in the
IIWithout Delay" group in reporting seriousness, and those who said only Ilno t ull1ess
it is serious" are similarly excluded from the "In Due Course" group. Comparal,ly,
on presenting the symptoms described as characteristic of the referral point se
lected, those whose entire answer was merely a listing of the symptoms calling for
psychiatry are omitted from the groups--"With Personal Strain" and "\o1ith External
Effects"--to which they were assigned.
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The field of psychiatry itself was only most tangentially evaluated

in approaches of this kind, and the widespread non-critical acceptance of

psychiatry obliquely impli0d by them must be qualified in th~ light of all ~

the ambivalences which popularly surrounded the topic of mental illuens. If

the general belief that anyone should get to a psychiatrist as soon as his

need for treatment was established suggests public acceptance of pshcyiatry,

it must be placed in the context of highly constricted definitions and per-
l

ceptions of treatment needs. People who actually had no conception of mental

illness apart from psychosis, people who in practice reconnized only the more

violent forms of psychosis as mental illness, people who thought of psychi

atry as relevant only to psychosis--all these groups encountered little diffi

culty in harmonizing these views with the position that psycl1iatric trentment

should be sought "'t-1ithout delay, at the very first sign or symptom. II As

sho't-1n below, people of each of these basic views of mental illness were ~bout

as likely to espouse the "early treatment1
• c\Qctrine as were people who thou~ht

of mental illness in more inclusive terms:

~
52

54

51

55

49

49
50
49

47

42
46
47

46

53

43

49

Proportion Classed in
"\-lithout Delai' Position

Respondents
with An Opinion
on \-1hen to See
. lh;nc1..i.:l·::ri::;t- • ...•J ...•_ _ ..

All
Respondents

General Usage of Term, Mental Illness
Consistently limited to psychosis
Inconsistently limited to

psychos is • • • • • •. • • • • •
Inconsistently included non-psy

chotic disorders •••• • • •
Consistently included non-psy-

chotic disorders • • • •

Concrete Perception of Mental Illness
No apparent perception • • • • •
Limited to violent psychosis
Limited to psychosis generally
Included neurotic or personality

disorders • • • • • • • . •

Context of Spontaneous References to
Psychiatry

Psychotic only • • . • . . • • •
Pre- or non-psychotic included
Ambiguous family crisis only

51
49
47

54
51
50

It was, thus, quite possible to express views that implied acceptance and

support of psychiatry even while placing stringent restrictions on its use,

~
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and to do so with no overt hostility and, indeed, with no awareness that

one's thinking in any way diverged from what psychiatrists might regard as

full public acceptance.
,.

The Relevance of Psychiat~y

Popular rejection or avoidance of psychiatry was, therefore, primarily

a matter of default, a paosive resistance, rather than organized, positive

opposition to its doctrines and procedures. It consisted, for the most part,

in a simple failure to think of psychiatry as in any way relevant to large

areas of human behavior that would be otherwise defined by psychiatry. Wl1ile

people repeatedly reiterated their matter-of-fact willingness to accept psy

chiatry in the areas to which it was relevant, they negated this acceptance

by almost never defining problematic behavior in ways which would mmce psy

chiatry relevant. On the one hand, psychiatry was always the appropriate

remedy for behavior so disordered as to be defined as mental illness, but,

on the other hand, behavior was, in the popular view, seldom sufficiently

disordered to transcend the popular reluctance to define it as mental illness.

As a result, psychiatry, though certainly appropriate to mental illness, was

rarely relevant to human behavior •

This alternation between positions which seemed to suggest public ac

ceptance of psychiatry and those wl1ich implied rejection or avoidance can be

seen throughout this report, with its occurrence depending on only one fac

tor: When mental illness was postulated or implied in the questioning, peo

ple referred quickly and matter-of-factly to psychiatry; when people were

left free to decide for themselves how human behavior should be evaluated,

they rarely found a place for psychiatry. Summarized in this way, there

is really nothing contradictory or paradoxical in the fact that a majority

of the public volunteered the psychiatric profession as a logical source of

help with "nervous conditions," while only two per cent referred to psychi

atry when discussing a "George Brown,1I whose behavior roughly approximated

the popular image of a Ilnervous condition. II It should, in fact, come as no

surprise that, although a majority of the public introduced psychiatrists

into a situation where a family member began showing signs of mental illness

and there was even higher agreement on the advisability of people generally

seeking psychiatric assistance in such circumstances, relatively few saw any

need for psychiatry either in themselves or in their circle of acquaintances.
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When asked whether they knew any people who I'would be helped if they'd

see a psychiatrist,11 only 20 per cent of the American public indicated that

they perceived any unmet needs for therapy in the people about them. In con

trast, almost three times as many people (70 per cent) had at oue time or
another knpwn someone whose need for psychiatric treatment was sufficiently

great to lead either to institutionalization or to extra-mural treatment.

The disparity between these two figures need not, of course, imply that the

bulk of the American public was systematically imperceptive of psychiatric

needs until the fact of treatment's being instituted made their existence

incontrovertible. Logically, at least, these results might mean that most

people did know others who presented psychiatric problems, but felt that the

necessary treatment was being received. There is, however, abundant evidence

that the former interpretation is correct: most of the public simply felt that

no one they knew should be defined as a psychiatric problem.

In proof of this assertion, it was primarily the relatively small seg

ment of the American public involved with the current of interest in psychi

atry who saw people around them in need of treatment but not receiving it.

The proportion who said they knew people who could benefit from treatment de

clined from just over half the college graduates to less than a fifth of

those with only grammar school education. Or, exactly half the group with

relatively high exposure to information about psychiatry perceived unmet psy

chiatric needs in their own social circles, as compared with 15 per cent of

those with least exposure. Most compellingly, it was the people who already

knew some persons in non-institutional psychiatric treatment who were most

likely to see the need for treatment in still others. In general, then, con

tact with persons under psychiatric care appeared more often to sensitize

people to the needs of non-patients than to suggest that existing needs were

being met. To summarize:

•

•

•
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Proportion Knowing People
Not Now Receiving

Psychiatric Treatment
Hho \'1ould"Benefit from It

Contact with Psychiatric Patients
l(new non-institutionalized patients

Intimate associates (immediate
family, close friends) • • • •

Less intimate associates (other rela
tives, acquaintances) ••••

Knew institutionalized patients only
Intimate associates
Less intimate associates • • • • • •

No contact reported . . . . . .

55

41

27
25

14

Exposure to Information about Psychiatry

High (6-9 sources) . • • • •
Middle (3-5 sources) •
Low (0-2 sources)

50
27
15

•
Formal Education

College-graduation' •
Some college • • • •
High school graduation • •
Some high school • • • •
Grammar school graduation
Some grammar school

. . . .
. . .

53
39
3/~

26
19
ln

Summary of Psychiatric "Involvement"

Highest (college plus high exposure plus
non-institutional contact) • • • • • •

Intermediate (all other) • • • • • • • •
Lowest (grammar school plus low exposure

plus no contact) • • • • • • • • • • •

69
27

•

There is here an almost complete parallel to the conclusions drawn from pop

ular reactions to the six hypothetical individuals dealt with at length in

Part II. Just as people were not, for the most part, inclined to read mental

illness into the behavior of the imaginary characters except when the behavior

was too socially-threatening to be ignored, so they were inclined not to

judge the people they knew in terms \o1hich might make psychiatry a relevant

consideration. Quite consistently, the people who did define mental illness

broadly and, especially those who applied their more inclusive concepts of

mental illness to the concrete examples were a good deal more likely to per

ceive unmet psychiatric problems about them, even when due allowance is made

for differences in bactcground and experience:
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General Usage of Mental Illnes~

Consistent,ly included non-psychotic syndromes . •
Inconsistently included non-psychotic syndromes
Inconsistently limited to psychosis • •• • •
Consistently limited to psychosis • • • • •
No impress ion • • • • • . • . . • • • • • •

Concrete Perception of Mental Illness

Consistently extended through neurotic example. •
Limited to psychotic examples • • • . •
Limited to violently psychotic example
No concrete perception . • • •
Not consistently classifiable • • . • • • • • • •

Summary

General usage consistently included non-psychotic

Arid concrete perceptions consistently ex
tended through neurosis • • • • • • • •

But concrete perception not consistently ex
tended through neurosis • • • • • • • .

General usage not consistently non-psychotic

But concrete perceptions consistently ex
tended through neurosis • • • • • • • •

And concrete perceptions not consistently
tended through neurosis • • • • • • • •

Proportion Knowing People
Not Now Receivin~ Pnycniatric
Treatment Who Would Benefit

_____.....;;F~r:..::o~m It__

"

37
27
18
W

9

44
31
26
17
33

57

32

32

23

•

•
Respondents with HIGHEST "involvement" and with
consistent inclusion of non-psychotic syndromes in:

Both general usage and concrete perceptions •
Either general usage or concrete perceptions.
Neither general usage nor concret~ percep-

t ions . . . . . . . . . . . . . . . . .

Respondents with INTELUfEDIATE "invo1vement" and
with consistent inclusion of non-psychotic syn
dromes in:

Both general usage and concrete perceptions •
Either general usage or concrete perceptions.
Neither general usage nor concrete percep-

t ions . . . . . . . . . . . . . . . .

Respondents with LOWEST "involvement" and with con-
sistent inclusion of non-psychotic syndromes in:

Doth general usage and concrete perceptions •
Either general usage or concrete perceptions.
Neither general usage nor'concrete percep-

tions . . . . . . . . . . . . . . . . . . .

79
74

57

54
31

23

20
11

7

•
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It would, indeed, be startling if this correspondence did not e:~ist,

for the discussion of the meaning of mental illness in Part II and this m"re

immediate question of whether people th~usht any of their friends or acquaint

ances could be helped by psychiatry are fundamentally concerned with the same

subject--the American public's characteristic approach to the behavior of peo

ple around them. Part II established that the typical American approach to

human behavior relied on a scileme of interpretation, explanation and control

quite diff.erent from and little influenced by psychiatric theories. The pres

ent data independently confirm that psychiatry was irrelevant to everyday life

in the thinking of most people. The minority who did find psychiatry appli

cable to the people around them differed from the general tendency not merely

in this specific respect but in their entire approach to human behavior and

the place of mental illness within human behavior as well. S

Significantly enougb, when this more psychiatrically-influeuced minority

went on to explain why it was, as they saw it, that people in need of psychi

atric therapy did not obtain it, their analysis moved in much the same di

rection as this one. That is, the problem of unmet needs for psychiatric

care was, in their view, sometimes, but not usually, a simple matter of lack

of ,essential information; sometimes, but even less often, a matter of objec

tive barriers in the way of seeking treatment; and, most usually, a matter of

refusal to see the relevance of psychiatry, a resistance to defining personal

problems as psychiatric on the part of people whose basic thinking about human

behavior attached highly unacceptable emotional connotations to tIle category

of behavior relegated to psychiatry. (See Table 9-6.)

About two-fifths of the group who saw the need for treatment in people

around them felt that these people lacked certain items of information essen

tial to taking action, primarily that the very people who needed treatment

did not know enough about psychiatry and the nature of emotional problems to

draw the correct conclusions about themselves. While this point of view ap

peared to suggest that people would seek needed psychiatric therapy if only

8These differences have been represented here by differences in con-
ceptions and perceptions of mental illness, but it should be remembered that
these in turn imply (and might equally well have been represented by) sub
stantial differences in general orientations toward the determinants of human
behavior, and in attitudes toward mental illness.
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they were made aware of the significance of their conduct and the profession

al means by which problematic conduct could be modified, only a fifth of the

group who perceived unmet treatment needs said or strongly implied tllat lack

of factual information was the major barrier, as in these comments:

T~ere are a lot of people that should go, but they won't go.
(P) They don't know that those people can help them any.
(C) If people don't understand that there is anything wrong
with them, they won't do anything about getting help.

Because they just don't think that they need one. (P) No
other reason.

They don't know about these doctors or where to find them.

•

The next step up in complexity of the factors seen as operating to

deter people from seeking psychiatric treatment was the view that, even if

people had sufficient information available to them to be able to judge when

they needed psychiatric assistance, they would not be able to act on their

knowledge because of the high cost of psychiatric treatment and, occasionally,

other objective difficulties like the shortage of trained psychiatriots. All

told, a third of the group who saw any problem of unmet therapeutic needs

mentioned the objective, external barriers of lack of money and facilities,

but, as with lack of factual information, these were much less frequently

regarded as the whole story. Only about a seventh felt that the heart of •

the problem resided in the economic sphere, as with these explanations:

They are not able to see
go, they would go to see

Financial reasons. (C)
he had the money--unless
nuts, but I doubt that.

one. If they could and knew why to
a psychiatrist.

I thirn< the average person would, if
he was in fear of being told he was

As the preceding quotation already implies, there was a frequent feel

ing that treatment needs went unserved because of emotional resistance to psy

chiatry, at least on the part of those who needed treatment, if not the en

tire population. For two-thirds of those who thought there were people in

need of treatment who were not receiving it, the situation was one which could

not be met either by supplying factual information abb~t the symptoms and

treatment of emotional disorders or by overcoming economic barriers. Rather,

these people felt that information would be rejected and treatment avoided

because of the attitudes with which emotional problems and their psychiatric

management were regarded. This position was, perhaps, summed up most fully

by a man who said, "They don't realize they need help; they couldn't afford to •
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go, if they did; they wouldn't go, if they could; and, after they did go, they

wouldn't believe what he said."

More generally spea~ing, there were essentially three recurrent then~s

in this analysis of the nature of popular emotional resistance to psychiatry.

First, t~ese people said, individuals who needed treatment had a positive un

willingness to perceive symptoms of emotional disorder in themselves, no mat

ter what information was luade available to them. Second, this reluctance to

define one's self as an emotional or psychiatric problem was accounted for in

terms of the importance to the individual of maintaining and defending his

image of himself. Here, people pointed out that psychiatry was popularly as

sociated with insanity or suspect in other ways, and no one could be expected

to take steps on his own initiative to define himself publicly as insane or

to acquire the stigmas that went with it. Or, they said, people do not always

want to know and reveal the truth about themselves; there are some thing about

themselves that they would just as soon not know, especially if there was any

danger of discovering that something was seriously wrong and, perhaps, re

quired commitment to a mental hospital; others which they would be ashamed

and embarrassed to reveal even to a therapist; and still others which, if

recognized and revealed, might require a giving up of gratifications derived

from the symptomatic behavior. Finally, people felt, the need to defend one's

self-conception against these threats posed by psychiatry might lead to or

simply be expressed as a positive intellectual opposition to psychiatry--to

distrust of or disbelief in the methods and theories of psychiatry: The var

ious themes in this discussion of emotional resistance to psychiatry are ex

emplified in the following remarks:

She says she can't afford it, but most of all she doesn't
think she needs help and no one can tell her different.

They don't want to admit there's something wrong. (C) They
won't face it themselves, let alone talking about it to some-
one else. .

I think there still remains a stigma in the minds of some peo
ple that, if they were to go to a psychiatrist, they are ad
mitting a kind of insanity. (C) They don't like that and
maybe they're afraid of what their friends would think, so
they procrastinate, perhaps thiruting they can work it out
themselves in time.

They have a notion it's demeaning to go to psychiatrists.

Some people are ashamed of the truth and don't have the ability
to be honest. (C) Honest with themselves--they possibly are
hiding from themselves by false pride or an inflated ego.
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They just don't know one, I guess--I don't think there are
too many. But then, too, they think they'll find out some
thing about themselves that they don't want to know. (C)
It may be a fear that he would put them in an institution.

Yes, I believe a lot of divorced women with children. (P)
They are afraid to go and find out they are wrong. They
know they aren't doing right, byt they don't want anyone
to tell them so. (C) They still want to have a fling in
stead of responsibilities and want their freedom after they've
started a problem.

They think psychiatrists are a little goofy--I guess maybe
because of the cartoons in the newspapers and the talk you
hear. (C) When they do see a psychiatrist, they come out
and say "that guy is crazier than I am." (C) They probably
don't trust the guy because they are afraid he is going to
find out something, I guess.

Most people scoff at them. (C) They don't have any faith
in psychiatry and don't believe it would help them.

However penetrating these comments on public attitudes toward psychi

atry may appear, it must be borne in mind that they expressed the views of a

relatively sophisticated minority of the American public; it was, after all,

less than a fifth (10 per cent) of the entire adult population who believed

that there was any emotionally-determined avoidance of needed psychiatric

treatment. Yet, it cannot be expected that the kind of passive resistance

to psychiatry which appears to have characterized the majority of the American

public could ever receive any direct expression. In the naturc of the case,

popular attitudes were, at best, oblique: the typical position was a bland

assumption of absence of need for psychiatry rather than a frontal attack on

the field. Whatever hostility or resistance might be suspected to lie behind

this facade of reasonable indifference, it was generally not verbalized, if,

indeed, it was consciously experienced. \fhile the inference of a general pas

sive opposition to psychiatry on the grounds put forward by the sophisticated

minority seems thoroughly justified by the totality of the data of this study,

all that can be said with certainty, on the basis of direct and immediate evi

dencc, is that there was a notable popular disinclination to relate psychi

atry to the problems of ordinary people.

And, certainly, people were even less inclined to see themselves as

subjects for psychiatry than they were to discover psychiatric problems in

their friends and acquaintances. The question of whether they personally

•

•

•
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would want to see a psychiatist presented itself to most people more as an

opportunity to assert or affirm their normalcy than as an occasion to ex-
"press their views on psychiatry. Thus, the most frequent response (36 per

cent) was a flat and simple denial of need) an apparently completely prag

matic rejection of psychiatry for themselves as not wanted because not need

ed. (See Table 9-7~ Next most frequent (25 per cent) was an identia1 de

nia1, coupled with an assertion of hypothetical willingness to consult a

psychiatrist, if appropriate--now contrary-to-fact--situations should ever

arise. 3a So) three- fifths of the public dealt with the subject of personal

interest in seeing psychiatrists by asserting their own mental hemth: they

were llnorma1," had "no need,1l but would certainly llnot hesitate to see one

if there were ever any need,;1 or 11if their family physician felt it was indi

cated):s and so on. At the same time, there was often a flavor of defensive

hostility in the way these answers were put) almost as if to ask a person

if he wanted to see a psychiatrist was to suggest that he needed to) an im

plication which, in turn, required an immediate denial. For instance:

Why should 17 There's nothing wrong with me.

I don't feel that I need to see one•

I'm all right. I'm not.such a problem that I should see
a psychiatrist.

I just don't think I have any serious problems.

I wouldn't mind seeing one if I needed to, but I don't
have any need to.

No) but if I felt there was something wrong with me, I'd
go right away.

OaAnswers of this type usually contained the same sort of ambiguity
already discussed under the heading of llThe Place of Psychiatry." The hypo
thetical circumstances under which these people s~id they would consult psy
chiatrists was furmu1ated as:

4%
7
1
3

. .Without delay • • • •
With personal strain • • •
With external effects •
In due course • • • • • • • • •
If "needed, II not further speci-

fied . . . . . . . . . . . ....!Q.

•
Total contingently willing. 25%

Some of these contingencies were unquestionably added to express genuine
favorableness toward psychiatry, others served primarily to emphasize the
denial of need and the two cannot be reliably distinguished.
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Once again, then, the dominant popular tendency was to subordinate the ques

tion of psychiatry to the question of the presence or absence of mental ill

ness, with psychiatry indicated, if mental illness were present; irrelevant,

if it were not. ,. •Aside from this basic tendency to minimize the relevance of psychiatry

for themselves as for others, there were 15 per cent who saw psychiatry as

relevant to themselves and expressed some degree of interest in seeing a psy

chiatrist. The group was made up of nine per cent who had some current inter

est in obtaining therapy for a variety of personal problems, most of which

centered around impaired emotional tone--anxiety, tension, depression, frus

tration, etc;9 one per cent who had once desired--and generally obtained-

therapy for similar problems, but who felt they had no present need for fur

ther psychiatric care; three per cent who thought that a general check-up on

their mental health through a oingle visi.t to a psychiatrist l~ould be a wi.se

Proportion of

----~._~_....

9The exact symptoms presented by respondents with some interest in
therapy for themselves were:

Primary psychotic categories
Impaired cognitive control (hallucinations,

delusions, brc~< with reality, etc.) ••
Violence • . • • . . . . . . . • . •

All
Respondents

*
*

Respondents
Ioterested

2!!..TheE.!P.Y

3

*

•
5

1

*

5 61

1 17

2 19
1 12
9 110

* 3 •1 6
7 79
1 12
9 100

*

*
*

. .. .

. . . .. . .

Total per cent ••• •
Most severe category mentioned

Psychotic
Ambiguous
Neurotic •
None •••

Not reported • • • • • • • • • •

Ambiguous cateGories
Deleterious consequences for lives of others •
Objective di~rupti0no of person's own life

(impaired functioning~ inability to
funct ion) •••••.•••••••••••

Deviant or abnormal beh~vior, general and un
specified • • • • • • • • • • • • • •

Primarily neurotic categories
Impaired emotional tone (anxious, tense, irri

table, conflictful, depressed, frustrated,
dissatisfied, etc.) ••••••••••

Impaired health (insomnia, fatigue, psychoso
matic disorders, etc.) •••••••••••

Impaired interpersonal reiations (marital con
flict, parent-child difficulties, etc.)

Total per cent •••• • • • • • • • • •

The classification of symptoms used here is the same as that presented in
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precaution to take, even though they had no need for treatment; and two per

cent who were interested in seeing a psychiatrist as a way of learning more

about the profession and the problems it dealt with. The various kinds of

interest were expressed about as follows:

Well, just because I feel not completely on the beam. (C)
I think I have an anxiety neurosis.

Sometimes I've thought about it, but I don't thinlc I'm bad
off about it yet. I've been thinking of seeing one about my
temper. (C) That's about all I was thinkiue about--I don't
get real violent, but I do lose my temper a lot.

I went to one about my problems with my first wife, and I'd
go again if I needed one again.

Yes, it wouldn't do me any harm. (C) I think I'm a normally
adjusted person, but I'd like to see if he would agree with
me--a general check-up just to satisfy yourself.

Yes, for the experience, just to see the way the man works.
(C) No, nothing else.

•
At the opposite pole, a slightly larger minority--20 per cent--wcre

expressly unfavorable to the idea of consulting psychiatrists themselves,

for reasons going beyond simple lack of need for such services. These oppon

ents of psychiatric treatment were, presumably, at least part of the group

the sophisticated minority was talking about in saying that they knew people

who failed to obtain needed psychiatric care for reasons of emotional resis-

tance or opposition, so it is interesting to note the extent to which the

opponents of psychiatry themselves confirmed the analysis of the basis of
10their hostility advanced by the other group.

The comparisons between these two groups discussed in the text and reported
in Table 9-8 are not at all modified when the small overlapping segment is
removed from consideration.

18
64%

16
2

100%• • •• • •Total '. • • • '.' • • '.. • • • •

lOThese two groups are, of course, for the most part mutually exclusive.
Only two per cent of the total population expressed both a belief that some
of the people they knew emotionally resisted needed psychiatric therapy and
opposition to consulting psychiatrists themselves, so, roughly, about a tenth
of each group was contained in the other, while nine-tenths of each group were
independent of the other:

Did not know other people emotionally opposed to needed
therapy

Not expressly opposed to therapy for self • • • • • •
Expressly opposed to therapy for Delf • • • • • • • •

Knew other people emotionally opposed to needed therapy
Not expressly opposed to therapy for self • • •
ExprcQoly oppoued to th~rapy for oelf • • • • • •

•
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The group talking about other people's opposition to psychiatry had,

it will be recalled, stressed ita defensive nature: to them, it was pri

marily a matter of people warding off either unacceptable fhsights or being

forced to see themselves in an unfavorable light, and only secondarily any

justified or unjustified direct criticism of the validity or efficacy of psy

chiatry, with, in fact, the secondary theme often regarded as an intellectu

alized rationalization of the primary resistance. This was, of course, a

comfortable mode of analysis for people talking about persons they reGarded

as less enlightened than themselves, but it was not, on the face of it, a

formulation calculated to be equally acceptable to the people being dis

cussed. It was to be expected that the opponents of psychiatric therapy

for themselves were a good deal more likely to attribute their opposition

squarely to what they saw as the shortcomings of the field--psychiatry was

unsound at base, or an unnecessary refinement or, if it had some validity,

still open to question and not firmly established as a reputable specialty:

Oh, no: I'd be worse when I came out than when I went in.
(C) They ask you comical questions and make you silly. Some
fellow had to sit down while the psychiatrist walked around
the room and then came up and said IIBoo lI to scare him. I
can't see them doing anything.

I don't see any reason for ever needing one. Your doctor can
do just as much.

I'd be afraid to. (C) Some of them do good work, but there
are a lot of quacks in that just in it for the money and they
can do you a lot of harm.

Much more remarkable, however, is the fact that the opponents based their

objections to psychiatric therapy on the defensive lines centering around

protecting a particular image of themselves just as often as they attacked

psychiatry--they preferred to think of themselves as rational, self-reliant

people capable of handling their own problems, so adnlitting a need for ther

apy carried with it internal as well as external stigmatization, or therapy

appeared in other ways to be an assault on their personal integrity. (See

Table 9-0.):

I just feel I could cure myself better than anyone else
could. (C) A person knows their own problems and then
it's up tq him to help himself.

They're fo! crazy people and I'm not that bad yet. I know
what I'm doing, so what would I do with a psychiatrist:

•

•

•
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I wouldn't want to go to one of them at all. (C) I don't
know, I just wouldn't want to, that's all. (C) You feel
Gort of ashamed, tli~t i'S all i can say•

,"
Although there were, then, substantial differences in the explanations ad-

vanced by the two groups, the fact that roughly half the opponents of per

sonal psychiatric care themselves expressed the kind of self-protecting

motives for their stand as were imputed to them by the majority of the pro

ponents of psychiatry serves to sU3gest the validity of the latter's inter

pretation.

As might be inferred from these data, personal interest in or opposi

tion to psychiatry--which can, after all, be regarded as the counterpart on

the personal level of perception or lack of perception of the relevance of

psychiatry for others--was related to general orientations to,,,ard psychi.atry

in much the same fashion as the other indicator of relevance. As before,

people with a background of interest in and contact with psychiatry were

much more likely to indicate interest of whatever kind in seeing a psychi

atrist personally than were people with no prior experience with psychiatry.

As shown in Table 9-7, the di~ference was very marked, with 30 per cent of

those dubbed most involved in psychiatric intellectual currents but only

four per cent of those least involved expressing any kind of interest in a

personal psychiatric consultation. Just as before, also, these differences

are markedly increased if further criteria of psychiatric involvement or

knowledgeability arc added: For example, among the group defined as being

most involved, 42 per cent of those who both consistently used the term

"menta1 i11ness ll to include non-psychotic syndromes and consistently applied

this usage to the concrete examples said they would like to see a psychi~

atrist, as over against 27 per cent of those with less consistent usage.

Correspondingly, none of the former sub-group, but 17 per cent of-the latter

were to some degree opposed to psychiatric consultation for themselves. At

the other extreme of least involvement with psychiatry, the respective per

centages of interest were 20 per cent VB. 3 per cent, and of opposition,

20 per cent vs. 32 per cent.

Both sets of data--perceptions of unmet needs for psychiatric care in

one's own social circle &ld attitudes toward consulting a psychiatrist one

se1f--thus consistently indicate that acceptance of psychiatry as relevant
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to the everyday life of people like themselves was concentrated in that seg-

ment of the population whose experience and interes~s had led to orientations ~

toward the nature, sources and control of human behavior mos"t consonant with

the theoretical positions of psychiatry. For the bulk of the population, how

ever, the profession of psychiatry occupied a good deal more anomo10us status,

not easily categorized as either favorable or unfavorable. The final section

of this chapter attempts a more precise characterization of the thinking of

the majority.

In Sum: Attitudes toward Psychiatry

From a consideration of all of the information contained in the inter

views, attitudes toward psychiatry can be summarized about as follows:

3% • • • were completely opposed to psychiatry,

7% • were strongly opposed to psycQiatry

19% • • • were opposed to psychiatry, but to lesser or to
indeterminate degrees

69% were not expressly critical of psychiatru, but

39% • • • appeared unaware of, indifferent to, or ~
implicitly rejecting of psychiatry, while ,..,

30% appeared implicitly accepting of psychiatry

2% • • • were avowedly approving of or even enthusiastic ,about
psychiatry

The small group classified as ··comp1ete1y opposed" to psychiatry re

jected psychiatry out-of-hand, both for themselves and for others, and

attacked the validity of the basic theories and practices of psychiatry.11

Typical of this extreme attitude were the following comments of two respond

ents, the first of whom made no reference to psychiatry until he was ques

tioned about it; the other, a woman who volunteered her hostility early in

the interview: 12

11The detail of people's comments about psychiatry is presented in
Table 9-9. Table 9-10 indicates the relationship of each aspect of the dis
cussion of psychiatry to these summary classifications.

12
~ce psychiatry was discussed at a number of different points in the

interview, all relevant remarks in a single interview are quoted. To make
the sequence intelligible both the question being answered and its number in ~
the sequence of the interview are quoted in parentheses, along with the usual ~
indications of interviewer probes and requests for clarification.
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(Q. 29. At; you 'lee it, hc\'1 :.;crieuo a prvbloo ohould a peroon
have before he ¥oco .to aee a paychiatriat?) I don't knew. (P)
I don't think I d have to go to anybody to tell De I was crazy,
hold my hand and talk to me for twenty dollars an hour. A per
0011 doen that, they really are crazy. If they didn't have any
m9re sense than to go, they ought to be put in a nut houoe.
(Q. 30. As far as you know, how does a psychiatrist go about
helping the people who come to him?) I think it's hypnotism
to a certain extent. (C) They've got to help themselves;
their own help is better than that. (P) I read something
about it: they hold your hand, talk to you, let you do the
talking, till you've so many things piled up on your mind
that you should forget, that your mind is loaded up with
everything that ever happened to you in your life. (Q. 33.
Do you think you would want to see a psychiatrist?) No: I've
got no use for them.

(Q. 9. The Story of ttGeorge Browntt--\-lhat do you think makes
him act this way?) Psychiatrists say something in your child
hood causes that, but I don't believe it. (P) I don't know
what makes him lilce that. (Q. 29. As you see it, how serious

.a problem should a person have before he goes to see a psychi
attist?) I wouldn't know, but I don't think I'd go to one at
all. (\l11y?) I don't have much confidence in them. (Q. 33.
Do you think you would want to see a psychiatrist7) I don't
believe in them. (Why?) I think they just stir up more trouble.

The group classified as "strongly opposed" was almost equally criti

cal of the theory and practice of psychiatry, but stopped short of total re

pudiation: either they were unalterably opposed to psychiatric care for

themselves, but conceded other people might benefit from it; or they reluc

tantly viewed psychiatry as an unpalatable remedy which might have to be

tried as a last resort. For instance:

(Q. 8. The Story of "Betty Smith."--\-1hy do you say that she
doet; not have a mental illness?) She'o just ma1adjuated, and
her parents could do more to h£lp her than a psychiatrist.
(Q. 16. Who co~ld help them lpeople who have these less se
vere condition!! with their problems?) Someone close to them,
a friend. (Anyone else?) Probably some could be helped by
psychiatry. I don't have too much faith in psychiatry myself.
(Why?) I don't think psychiatrists can help much because they
are more interested in the cause rather than the cure. I've
seen it happen. Psychiatrists will try to find out why alco
holics drink. It's more important to eliminate the disease.
Who cares what caused it'l (Q. 10. What do you suppose you
would do if you were worried about someone in your family who
was not acting like himself?) Try to find the cause of it
myself and then try to clear it up. (How?) I'd try to find
an interest for them, find something new--take up a hobby, games,
sports, reading, anything. (Suppose that didn't work, what
would you do next?) If that didn't work, I'd try to have a
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relative or a friend for whom they had respect talk to them.
As a very last £esort, I'd try psychiatry. (Q. 21. What
could be done /beforehand to keep a person from losing his
mind/I) At the very first sign of illness, try to direct
their thoughts in new channels and make them happy. It n~st
be. something that makes them unhappy that causes ~t. (What
else could be done?) Psychiatric care after other attempts
to help have failed. (Q. 29. As you see it, how serious a
problem should a pernon have before he goes to see a psychi
atrist?) Well, when it's really affecting his peace of mind,
when he and his relatives can't seem to help. I don't have
much faith in psychiatry. It's one branch of medicine that's
far behind. They don't have competent teachers of psychiatry.
Most psychiatrists are general practitioners who are not reaLly
capable; they've taken a course or two and set themselves up
as psychiatrists. (Q. 30. As far as you know, how does a
psychiatrist go about helping the people who come to him?)
They first try to put you at ease, gain your confidence.
Then they try, through going back to your childhood, to find
your disease. Then they try to eliminate the cause and, throu2h
that, the disease. In most cases, it doesn't work. Most cases
are self-inflicted; it's an escape, who cares about the cause.
It's more important to find a new way of_life for these people.
(Q. 31. Why didn't tBe treatment help La close friend who was
seeing a psychiatris!/?) I think the psychiatrist wasn't
capable and the psychiatrist goes about it in the wrong way.
I know an alcoholic who was told by the psychiatrist that he
wasn't an alcoholic and could drink as much as he wanted. That
was all he wanted to hear. He ended up in a mental hospital.
He's out of the hospital now, but is still an alcoholic. There
is use for psychiatry, but as it's practiced today it does more
harm than good. (Q. 33. Do you think you would want to see a
psychiatrist?) Only as a last resort. They aren't capable,
and, secondly, they charge too much money.

•

•
The larger group with less well-defined opposition or resistance to

psychiatry consisted of people who spoke of psychiatry favorably or neutrally

in a number of contexts, but also indicated some reluctance about it. Their

position did not so much involve basic opposition to the very premises of psy

~hiatry as doubts and hesitancies, on the one hand, and resistance to its im

plications for their conceptions of self-sufficient individuality, on the oth

er. Quite typically they were people who thought of psychiatry as having dubi

ous respectability, or people who evaluated self reliance highly and saw re

sort to psychiatry as a sign of personal weaknens, or people who associated

psychiatry with insanity and treated the possibility of their wanting psychi

atric assistance as tantamount to questioning their sanity. Probably their

opposition to psychiatry was often not much greater than the kind of resistance

psychiatrists report is present in practically every patient,but they did •
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verbalize it in the interview and are, accordingly, classified separately.
Here, for example, are three quite typical positions:

(Q. 29. As you see it,how seri~us a problem should ~.person
have before he goes to see a psychiatrist?) They shouldn't
wait, if they feel there is anything wrong. (Why?) To pre
vent further developments. (Q. 30. As far as you know, how
does a psychiatrist go about helping the people who come to
him?) I don't know. (P) They ask about their childhood to
find out habits of living and to discover jealousy or such.
(Then?) I don't know what he does then. (Q. 31. Why didn't
the treatment help fin acquaintance who saw a psychiatrist7?)
I don't think there-was anything wrong to begin with. (C)
She went because her husband wanted her to, and the doctor said
she was saner than her husband. (Q. 33. Do you think you would
want to see a psychiatrist?) No, I'd go to a higher power. (Why?)
A psychiatrist can't help, the person must help himself.

(Q. 16. Who could help them lpeop1e who have these less severe
nervous conditions7 with their problems?) A doctor--either a
doctor or a psychIatriat. (What could they do that would help?)
They'd find out what was bothering him and talk to him. (Q. 18.
What do you suppose you would do if you were worried about some
one in your family who was not acting like himself?) Go to a
doctor, take him to our own doctor first. (Then?) Do what the
doctor said, maybe see a psychiatrist. (Q. 29. As you see it,
how serious a problem shou1d"a person have before he goes to see
a psychiatrist?) He should go right away to get cured. (Q. 30.
As far as you know, how does a psychiatrist go about helping the
people who come to him?) He talks to them to find out what's ail
ing them. (Then?) Then he tries to cure them. (How?) I don't
know how. (Q. 33. Do you think you would want to see a psychi
atrist?) No, I'm not crazy yet--that's for crazy people, not
people like me.

(Q. 16. Who could help them {people who have these less severe
nervous conditions7 with their problems?) See a doctor--a medi
cal doctor can heTp, but not a psychiatrist. (C) Most of them
are no good, a good one might help. (Q. 13. What do you suppose
you would do if you were worried about someone in your family who
was not acting like himself?) Have a good medical doctor give him
a good checking and then follow his advice. (Then?) See a psychi
atrist that a physician would recommend. (C) I know so little
about psychiatrists--some may be good, but I don't know how you'd
find out. (Q. 29. As you see it, how serious a problem should a
person have before he goes to see a psychiatrist?) As soon as it
is out of the hands of a family physician. (C) The feeling of
seeing a psychiatrist makes a person think he is mentally going
cuckoo and may send him crazy sooner. (Q. 30. As far as you
know, how does a psychiatrist go about helping the people who
come to him?) I never had any experience. (P) I saw a picture
where a man talked with a psychiatrist. The psychiatrist brought
out that the patient thought his parents loved his brother more
as a child. He carried this grudge to manhood, when he decided
to kill the hated brother. The psychiatrist made the patient see
his error. (Q. 33 •. Do you think you would want to see a psychi
atrist?) No, I have no immediate problem and couldn't afford to
pay one if I needed him•

At the other extreme were the two per cent who explicitly expressed

approval of or even enthusiasm for the work of psychiatry, as with the woman

who said:
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(Q. 16. Who could help t~emlpeop1e who have these less
severe nervous conditionsl with their problems?) Psychi
atrists are wonderful, but how could a person like me af
ford to go to one? (What could they do that would help'l)
They could teach you to take care of yourself and show you
how to think healthy. He'd also find out something way
back in the past that is bothering you, and he'd teach
you to relax. I think they could help you with your home
problems, too--give you someone you could talk to and let
your hair down. (Q. 18. What do you suppose you would do
if you were worried about someone in your family who was not
acting like himself?) First, I'd take them to a doctor.
Then, if they were all right physically, I'd see a psychia
trist if I could afford it. (C) I couldn't afford a psychi
atrist, so I'd talk it over with my doctor and see if he
could suggest something else. (Q. 29. As you see it, how
serious a problem should a person have before he goes to see
a psychiatrist?) As soon as you had any sign of nervousness
and your doctor found out there wasn't anything physical.
(C) Well, in my case, it's an awful tightness in the throat
and dizzy spells and worrying all the time--I mean when Eny
one gets to be like that lhe should go to a psychiatris!/.
He could help them to get over it. (Q. 32. Why do you sup
pose they lpeo.£le who you thinl, would be helped if they'd see
a psychiatris!1 don't see one?) I haven't got the money, I
certainly would love to see one. I have a friend and she
needs the same help, but she can't afford it either. (P)
There isn't any other reason.

Over two-thirds of the American population, however, expressed neither

the varying degrees of hostility of the first three groups nor the unequivo

cal positiveness of this last one. Instead, they generally said very little

about psychiatry, and what little they did say was couched in primarily fac

tual terms. Although there is relatively little information to go on,13 it

is possible to divide this majority group into two, 30 per cent relatively

favorably oriented toward psychiatry, and 39 per cent less favorably dis

posed. That is to say, the questions which directly or indirectly elicited

respondes"about psychiatry were of essentially two kinds. There were, first,

questions which tapped primarily formal, impersonal know1edge--such questions

as those dealing with what sources of help should be utilized in treating

13The failure to ask any directly evaluative questions about psychi
atry may be looked upon as one of the major omissions of this study. At
the time it was planned, however, it seemed impossible that people could
answer so many questions about psychiatry--and particularly the question
about consulting psychiatrists themse1ves--without expressing their feel
ings. In one sense, the very absence of unambiguous comment, whether posi
tive or negative, reinforces the impression of the remote character of psy
chiatry, which has been ~ recurrent theme of this chapter.

•

•

•
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or preventiog nervouo conditions and psychoses (Questions 16A(2), 17A, 19A,

21A) or in coping with a hypothetical family crisis (Questiono IDA and B),

and those concerned with the proper point at which to cons~lt psychiatrists

and how a psychiatrist would proceed at this point (Question3 29 and 30).

All of these questions are alike in calling for abstract theoretical dis

cussion of procedures in hypothetical or imaginary terms. While some an

swers to these questions--lil:e saying that a person with a nervous condition

should see a psychiatrist at the very first sign of illness--might appear

superficially favorable to psychiatry, the fact was that answers of this

sort depended more on formal knowledge than on genuine feeling. That is,

people who, in answer to the direct question on how a psychiatrist proceeds,

proved to have some specific information about psychiatric therapy, tended

to volunteer psychiatry as an appropriate source of aid in the treatment

and prevention of mental illness irrespective of their own feelings about

psychiatry:

Per cent Volunteering
Psychiatric Persons

as Source of Aid
in Treatment

or Prevention

Had some information about psychiatric procedures
No hostility expressed • •
Some hostility expressed • • • • • • • • • •

Had no information
No hostility expressed
Some hostility expressed

91
DO

54
39

•

In the absence of e~~plicit criticism or endorsement of psychiatry, these.

volunteered answers in terQS of psychiatry were actually most ambiguous so

far as attitudes toward psychiatry were concerned. They indicated, at best,

that the individuals making them bad some knowledge of conventional defini

tions of psychiatry's functions and area of competence, but they did not

offer much guidance to their evaluations of psychiatry.

There were, on the other hand, three questions where answers seemingly

favorable to psychiatry strongly implied favorable evaluations as well as

demonstrations of knowledge. These were the questions of whether a person

known by the respondent to have been treated by a psychiatrist was helped

by the treatment (Question 3lB), whether the respondent knew anyone, not in
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treatment, who would benefit from psychiatric care (Question 32), and whether

the respondent had any current interest in seeing a psychiatrist himself for

whatever reason (Question 33A). As might be e::pected, the:J'e peraonal aali

ence questions were also related to knowledBe about psychiatry, since it re

quireD Gome familiarity with a topic to see any personal relevance in it.

Nevertheless, these questions distinguished fur more sharply between the

avowedly hostile and the explicitly friendly than did the earlier type of

information question:

Explicitly Non- Explicitly
Hostile Evaluative Approving

Proportion spontaneously referring to
psychiatric persons in at least
one information question . . . . 62 77 92

•

Proportion answering favorably to
psychiatry in at least one sali
ence question • • • • • • • • • 29 44 78

On the face of it, positive answers to the three personalized ques

tions all have in CODmlOn a recognition and acceptance of the legitimacy and

applicability of psychiatry close-at-hand, in everyday life, as contrasted

with the more imperoonal awareness demonstrated by the earlier questionn.

At the same time, they were, in fact, better predictors of attitudes toward

psychiatry than were the measures of abstract acceptance of psychiatry.
/

Consequently, in the absence of any more definitive comments about psychi-

atry, people who gave an answer implying personalized.acceptance of psychi

atry to anyone of the latter three questions are classified as "implicitly

accepting" psychiatry. People who consistently gave answers denying that

psychiatry had anything to do with their lives to all three questions--that

is, they knew no one who had been helped by psychiatry, knew no oue who

could be helped by psychiatry, and had no interest in seeing a psychiatrist

themselves--are classified as "implicitly rejecting" psychiatry, at least

so far as any personal significance is concerned, regardless of whether or

not they had made academic mention of psychiatry in the abstract to the
14earlier questions. Since both of these positions are characterized pri-

marily by an absence of free and full comment on psychiatry, it is difficult

l4While this classifying procedure makes sense conceptually and is,
in any case, the best that can be done with the rather thin data at h&nd, it
is reassuring to note (in Table 9-10) that the answers of those classified
as "implicitly accepting" to every question bearing directly or indirectly
on attitudes toward psychiatry resemble most closely those of people classi
fied as explicitly approving or enthusiastic. The group claGsified as "im
plicitly rejecting" moat closely approached the groups characterized by op
pODition to psychiatry, especially the group of lesser or indeterminant de
grees of opposition.

•

•
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to illustrate satisfactorily either the 39 per cent who implicitly rejected

psychiatry to somewhere outside the purview of their lives or the 30 per

cent who implicitly accepted it. The following complete eXtracto from one

intervie~ for each position may indicate somewhat the academic and unreal

quality psychiatry assumed \-1hen the implicitly rejectinG discussed it, as

over against the more realistic approach of the implicitly accepting:

lmplicit Rejection (Q. 16. Who could hel~_them Lpeople who
have these less serious nervous condition~1 with their prob
lems?) Doctors. (C) Doctors who specialize in mental ill
ness. They study nervous systems, and they have special
medicines for those conditions--A specialist in mental ill
ness. (What do you think they could do that would help?)
They specialize in twting care of those kind of mental pa
tients. (P) I don't know except for medicine. (Q. 10.
What do you suppose you would do if you were worried about
someone in your family who was not acting like himself?)
I'd take him to a doctor--a specialist for nerves--as soon
as I noticed him. (Q. 29. As you see it, how serious a
problem should a person have before he goes to see a psychi
atrist?) The sooner the better, as soon as they see signs
that something is wrong, take them right away. (Signs?)
When they start talldng to themselves or they do something
queer. (Q. 30. As far as you know, how does a psychiatrist
go about helping the people who come to him?) He finds the
cause of the sickness, starts asking questions to find the
cause--if it's a real sickness or a family inheritance or
what the cause is. (After he finds this out, what does he
do?) If he has the right way and medicine, he'd start right
away to use the medicine. (Anything else?) I don lot know
what else. (Q. 31. Have you ever known anyone who was seeing
a psychiatrist, ~ithout being in a mental hospital, or anyone
who was going to a guidance or mental hygiene clinic?) No.
(Q. 32. Do you know any people who you think would be helped'
if they'd see a psychiatrist?) No. (Q. 33. Do you think
you would want to see a psychiatrist?) No. Of course, if
I ever feel something wrong in me, I'd sure go right away.

Implicit Acceptance (Q. 16. '1ho could help_them .ipeople
who have these less severe nervous conditionsl with their
problems?) A psychiatrist. 0~hat do you think a psychiatrist
could do that would help?) He could build up a relationship
between himself and the patient and discover the reason for
their nervous condition. Then he'd prescribe treatment such
as rest or a sedative and give him the correct mental attitude.
(Q. 18. What do you suppose you would do if you were worried
about someone in your family who was not acting like himself?)
I would take them straight to a psychiatrist. (Q. 29. As you
see it, how serious a problem should a person have before he
goes to see a psychiatrist?) I don't think it should be very
serious. They should go at the first indication Of anything
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being wrong. (Why?) This will give them a good chance to
nip it in the bud and not let it get aggravated. (Q. 30.
As far as you know, how does a psychiatrist go about help
ing the p~op1e who come to him?) I practically covered
that when I answered an earlier question, so I'll just
sum it up: He'd get their confidence and establish a rap
port and thereby determine the cause. Then he'd prescribe
proper treatment such as rest, s~dativeG or therapy. (Q.
31B. Do you think_this person lan acquaintance who is see
ing a psychiatris!! is really being helped?) No. (Why
not?) Well, rea11Yt she hasn't been going long enough yet
to tell whether it will help. (Q. 32. Do you know any
other people who you think would be helped if they'd see
a psychiatrist?) Yes. (Why do you suppose they don't see
one?) Because Ehey donlt think they need it, and they
probably canlt afford it either. Psychiatrists are ver~

expensive. (Q. 33. Do you think you would want to see
a psychiatrist?) No. (Why not?) Because I have no major
problems and, while I may not be bright, I certainly feel
that 1 1m completely stable mentally.

Implications and Conclusions

The situation of psychiatry in American popular opinion was, then,

primarily one of rejection, if not one of outright hostility. At least

two-thirds of the adult public drew away from psychiatry, sometimes with

avowed disapproval but, more .often, by default--through a disjunction of

their theoretical knowledge and the concrete world in which real life was

lived--probably without any awareness that the sum of their disparate atti

tudes was, in fact, a negation of psychiatry in practice.

With this conclusion, we have, in a way, come full circle, for here

once again, is the paradox from which we began: Just as broadly inclusive

definitions of mental illness were frequently acquired from the information

al media, but proved singularly incongruent with and, in practice, inappli

cable to, human behavior as people experienced it, so psychiatry--the ulti

mate source of this inappropriate usage--was also known in a formal, the

oretical way, but usually turned out to be equally irrelevant to daily life.

Psychiatry, lil,e its works, remained outside the main stream of popular

thinking, distantly perceived, formally saluted upon ritual occasions, but

essentially a stray bit of esoterica standing apart from and alien to the

fundamental system of ideas about human behavior.

What it comes down to is that attitudes toward psychiatry cannot

actually be separated from attitudes toward mental illness. Rather, thG~

•

•
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were merely another aspect of the same basic dilemma that has been the

central concern of this volume; viz., the encounter between two basically

incompatible modes of thought about human behavior and the compromises by
"

which reconciliation is attempted or recognition avoided.

So many data can be ranged to demonstrate the validity of this con

clusion that the problem becomes one of selection and synthests •. To put

it most summarily, however, every viewpoint implying acceptance of a psychi

atric approach to human behavior correlates positively with attitudes toward

psychiatry and every index of subscription to more traditional views of human

conduct corre1ateo negatively. These relationships are all substantial and

hold true, no matter what differences in background are taken into account.

Even more impressively, these relationships, summarized in Table 9-12, are

not as tautologically self-evident as this statement might imply, but instead

involve factors which, at first glance, might well appear to be quite irrele

vant to people's attitudes toward psychiatry.

So, the group most likely to be hostile to ~~d least likely to be

accepting of psychiatry were those people whose ideas and feelings were

organized around an image of uenta1 illness as an overwhelming threat •

These were the people who tended to define mental illness as cognitive or

control deviancy, and, accordingly to limit mental illness t~ psychosis and,

usually, to those forms of psychosis which exhibit extremes of irrationality,

violence and loss of self-control. They were people who thought of mental

illness as an irreparable rent in the individual's system of controls if not

an incurab1e'disease, people who regarded the ,mentally ill as dangerous to

them and who feared contact even with persons who had presumably recovered

from at least the acute phases of their illness. By the same token, they

were people who valued rational self-control so highly that its loss was

the ultimate, unacceptable indignity and who regarded almost all human be

havior--except their fearful counterimage of mental i11ness--as falling

within the realm of the easily se1f-contro1ab1e. In short, then, it was a

group of people for whom the measure of their overt hostility to or passive

avoidance of psychiatry was simply the weight of their need to ward off from

themselves the threats implicit for them in the very term of mental illness.

Conversely, the group most likely to accept psychiatry at a personal

level were those people whose ideas and feelings about human behavior de

rived in large part from the theoretical systems of dynamic poycho10gy
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rather than exclusively from the rational-moral considerations underlying

the previous position. They were, then, the people who identified nlental

illness with devi&lcy of emotional response and who, therefOre t included

a broad ~ange of disorders within the category of mental illness. They

were people who thought of mental illness as deviant response patterns

whose, origins were traceable to much the same--and, primarily, psycllo

dynamic--factors as more nornlal emotional patterns. With this more de

terminist approach to human behrtvior, they were, as a result, people who

were less insistent on the significance of rational self-control whether

as an effective means of modifying human behavior or as the all-important

human trait wllose supremacy must not be challenged by confrontation with

mental illness. But, if they were less optimistic about the ease with

which behavior, in general, could be modified by rational self-control or

by the rational appeals of others--lay or professional, they were, by the

same token, more optimistic than the traditionalists about the curability

of, psychosis, first, because they did not view mental illness as so e:ctreme

a departure from the noml as rationalists were forced to by the logic of

their m~ position, and; second, because their interpretive scheme for

human behavior did not so easily conclude that people unamenable to rational

appeals were ipso facto inaccessible to influence and modification. All in

all, then, they were people in whom fears of mental i~lness, the mentally

ill, and the formerly mentally-ill were all minimized by starting from 3

different set of basic premises about human behavior. In sum, it was a

group of people for whom acceptance of psychiatry was simply another symbol

of their acceptance of a view of human behavior which recognized the role

of irrational and non-rational elements in all human behavior and which,

in so doing, moderated equally the threat to self-conceptions that the more

flagrant manifestations of irrationality--exhibited in some forms of mental

illness--otherwise posed and the consequent recoil both from mental illness

and from its professional custodians.

While the two polar positions just sketched help to clarify the com

plex conceptual differences underlying attitudes toward the profession of

psychiatry, they must be thought of as primarily heuristic devices. That

is, in the pure and extreme forms just stated, neither orientation existed

to any appreciable extent in the American population. Rather, almost every

one's thinking contained elements drawn from both systems of thought,

•
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although--as the majority's rejection of psychiatry implies- the histori

cally-earlier position was ~till the more dominant one. To represent the

actual position of most ?eople's thinking, somewhere along ~ continuum be

tween these two extremes, it is possible, however, to fall back upon rough

indices of the extent of agreement with each position.

Briefly, the degree to which people adhered to the approach to human

behavior characteristic of modern psychological thinking is indexed by as

signing one point for each of the following views: 15

PREMISES ABOUT Hm~\N BEHAVIOR

--Explanations of human behavior stress psychodynamics

--Little or no stress is given to rational self-control
as a means of modifying problematic behavior.

DEFINITIONAL CONCLUSIONS ABOUT MENTAL ILLNESS

--Mental illness is consistently defined as including
non-psychotic disorders

--~lental illness is descriptively characterized as emo
tional-functional deviancy

--The concrete examples typifying both psychosis ("Frank
Jones" and "Betty Smith") and anxiety neurosis ("George .
Brown") are perceived as mentally-ill.

CONSISTENT IMAGE OF THREATS OF MENTAL ILLNESS

--Psychotics are regarded as generally not dangerous

--Psychosis is regarded as generally curable

--Recovered former patients would be treated lil;e
anyone else.

Conversely, the moral-rational approach was indexed by assigning one point

to each position diametrically opposed to the foregoing, leaving "middle"

positions on each item out of account for either score. Thus, the rational

ori~ntation score is a count of the number of the following views that a

person expressed:

PREMISES ABOUT HUMAN BEHAVIOR

--No reference is made to psychod)~amic factors in
human behavior

--Great stress is given rational self-control

l5The exact detail of the scoring procedure appears in Table 9-13 •
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DEFINITIONAL CONCLUSIONS ABOUT MENT~ ILLNESS

--Mental illness is defined as psychosis

--Mental illness is characterized by cognitive- '"
control deviancy

--Mental illness is typified only by the concrete
example manifesting violence ("Frank Jones") or
by something more extreme than any of the examples.

CONSISTENT IMAGE OF THE THREATS OF NENTAL ILLNESS

--Psychotics are thought to be dangerous

--Psychosis is regarded as incurable

--Ex-patients arouse fear and avoidance.

•

Given these definitions, it is now possible to say, more precisely,

that the greater people's degree of psychological orientation the greater

was their acceptance of the use of psychiatrists, and, contrariwise, the

greater people's adherence to the rational orientation, the less they

accepted psychiatry. Indeed, at the extremes, the relationship was aB per

fect as the earlier discussion implied: among the very few persons who gave

expression to everyone of the views employed to characterize tIle psychologi-

cal approach, all accepted psychiatry; among the even fewer persons who ex- •.
16pressed all the views typifying the rational approach,.~was favorable.

For all degrees between, favorableness tc.ard the profession of psychiatry

consistently declined:

16Only ten persons in the samp1e--about three-tenths of one per
cent--received perfect scores on the index of psychological orientationj
just half as many received full scores on the index of rational orienta
tion. Percentages would not ordinarily be presented for so few cases
and are included here only for illustrative purposes.

•



Proportion Accepting
Poychiatry

(among Recpoadc:1t::;
with Each Net :-:core)•

- .1"-

Net Degree of
Psychological
Orici.ltatin17

·:-0 • • • • • 100
+7 • • • • • 7D
+6 • • • • • 58
+5 . • • • • 53
+4 • • • • • 53
+3 • • • • • 42
+2 ••• • • 39

+1 • • • • • 33
o • • • • • 33

-1 • • • • • 29
-2 • • • • • 24
-3 • • • • • 25
-4 • • • • • 20
-5 • • • 16
-6 • • • • • 15

·-7 • • • • • 15
-3 • • • • • a

,.

•

•

17The score shown here is the difference between the psychological and
rational orientation scores for each respondent. Plus scores indicate that the
individual expressed more elements of the psychological orientation than of the
rational orientation; minus scores. the reverse.

Dramatic though this result may appear. there remains a question of

whether it does any more than summarize in another fashion the recurrent and

consistent division in the thinking of the American population: everyone of

the views employed to index the modern psychological approach and. indeed.

the favorableness toward psychiatry associated with this orientation have

previously been shown to be disproportionately concentrated in the segment

of the population who. by reason of education, self-exposure to information

and contact with non-institutional psychiatry, constituted a kind of psy

chiatric avant garde. It can be said, however, that this association is by

no means fortuitous. That is to say, the groups in the population whose

intellectual background appeared to predispose them to favorableness toward

psychiatry were, in fact, favorable precisely because they disproportionately

subscribed to the psychological approach to human behavior. (See Table 9-15.)

Where, despite their seemingly-appropriate intellectual background, people

had not adopted this approach to behavior, they were also not inclined toward

personal acceptance of psychiatry. Thus, people of similar background still

differed markedly in the degree to which they accepted psychiatry. with these

differences closely following differences in general orientation. Here, by

way of illustrations, are the proportions accepting psychiatry among people

of similar educational levels:
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. . . . 43

31

26

19

12

65

44

34

27

23

61

51

33

24

23

College High Grammar
School School

Proportion Accepting Psychiatry,
at Each Score Level, among

Respondents Whose Educational •
Atta~pment Was:

. .
. . .

Net Degree of Psychological Orientation

Strongly' psychological (Scores 5-3) •

Moderately psychological (Scores 2-4)

Mixed (Scores, 1,0,-)

Moderately rational (Scores-2 to -4)

Strongly rational (Scores-5 to -8)

And differences like these, pointing to an independent connection between

general thinking about human behavior and mental illness and attitudes toward

the profession of psychiatry, persist no matter what items of background and
1"experience are controlled. U

The conclusion that emerges· is obvious: the pub1ic's approaches to

human behavior, to mental illness, to the theoretical doctrines of psychi

atry and to the practitioners of psychiatry themselves are inextricably

bound up with one another. For this very reason, the dissemination of dis-

crete, Uenlightenedll views about mental illness by way of mental health edu- •

cation--as for example, the recent insistence on two slogan-like statements:

"Menta1 illness is an illness like any otherll or Mental illness is curab1ell -

or direct propaganda efforts to lIhumanize" or popularize psychiatrists as

authoritative figures are foredocmed to failure. Communicating definitions

of terms ("menta1 illness includes all emotional disorders, from the mildest

to the most serious") or conc1usions--(lI there is nothing about mental illness

to be afraid of")--as if they were facts to people who do not share the prem

ises about human behavior which make these assertions coherent is no differ

ent from expecting people to speak a foreign language simply from rote mem

orizing of vocabulary lists.

l3rt is also apparent that a relationship between these more objec
tive background items and attitudes toward psychiatry persists even when the
variable of differences in general approach to behavior is controlled. About
all that can be said is that all of the indices used are imperfect: the psy
chological orientation score captures some, but not all, of the psychologi
cal meaning of upper education and information access; the measure of ac
ceptance of psychiatry is too crude to capture subtle nuances; and po on •
Rough as our psychological measures are, however, they do permit identifi-
cation of the factors involved in an intellectual climate favorable t9 psy
chiatry. •
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Despite the well-known principle of communication that people gen

erally neither attend to nor acquire the sense of informational presenta

tions in the mass media when the ideas presented do not mesh with their

i i d . 19 1 b f h ipr or nterests an preconcept1ons, a most every mem er 0 teAmer can

public has, one way or another, acquired at least some of the definitions

and conclusions constituting what may be called, without prejudice, the

mental hygiene "line. 1I For instance, of the six elements representing such

definitions and conclusions (rather than premises about human behavior) used

in the psychological orientation score, the average member of the 'public

repeated 2.1 of them, and only 13 per cent of the public voiced none of

them. 20 Nevertheless, seeming acceptance of these conclusions, in the ab

sence of acceptance of the l~ind of premises about human behavior which con

stitute the rationale for them, did not lead to any greater acceptance of

psychiatry in one's personal life. It was only when these conclusions were

a logical outgrowth of a more basic general approach to human behavior which

made them appropriate and intelligible, that they carried over into accept

ance of psychiatry on a personal basis. Even with as rough an index of the

appropriate premises as the two elements of this kind--use of psychodynamic

explanations of human behavior and de-emphaaio on rational self-control in

the control of disturbed behavior--used in the psychological orientation,

19see , for example, Wilbur Schramm, liThe Effects of Nass Communi
cations: A Review, II Journalism Quarterly, XXVI (1949), pp. 397-409.

20The exact distribution is as follows:

Number Per cent

Six . 1

Five 5

Four . . • • 0 1.1

Three . 21

Two . .- 0- • 25

One . 24

None 13

Total . 100

Since the distribution of this sub-score in various population groups closely
follows the distribution of the full psychological orientation score shown
in Table 9-13, no further details of this sub-score will be presented.
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21score, the relationship i3 clear:

Accepted underlying premises, at least
in part

Accepted almost all of the
conclusions (5 or 6)

Accepted about half of the
conclusions (3 or 4)

Accepted few or core of the
conclusions (2 or less)

Did not accept underlying premises

Accepted almost all of the
conclusions (5 or 6) •••••

Accepted about half of the
conclusions (3 or 4)

Accepted few or more of the
conclusions (2 or less) • • • •

Proportiqn Accepting Psychia~ry
i

74

49

32

39

35

24

•

In short, there is relatively little public acceptance of the pro

fession of psychiatry because there is relatively little public acceptance

of the ways of thinking about human behavior characteristic of psychiatry.

And, so long as the general public starts from fundamental assumptions •

about the behavior of themselves and others quite different from the start-

ing points of modern psychiatry, the dissemination of conclusions about

the nature of mental illness derived from the latter position serves mainly

to import inconsistencies into popular discussion--the kinds of anomalies,
•contradictions and confusions that have been evident throughout this report--

without very much modifying fundamental beliefs about human behavior or

basic orientations toward mental illness and psychiatry.

A More Practical Note on the Utilization

of Psychiatric Services

The concentration of attention in this chapter on intellectual and

emotional acceptance both of psychiatric concepts and theories and of psy

chiatric services is not meant to imply a correspondence between these atti

tudes and future utilization or non-utilization of psychiatric services.

2l It is also clear that seeming acceptance of the general psycholoGi-
cal approach to human behavior which does not lead on to acceptance of the •
related conclusions about the nature of mental illness also had no influence
on attitudes toward psychiatry. In the light of the relative crudity of the
index of premises, it is likely that many of the people in this group are
errors of classification and did not, in fact, accept the underlying prem-
ises of psychiatry.
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Many people whose attitudes and ideas about psychiatry were extremely favor

6ble may mever make use of professional services; others whose hostility and

rejection of psychiatry represented the opposite pole may, nevertheless, aud
"without prior modification of attitudes, become patients of psychiatrists.

There are, quite obviously, a great many variables intervening between atti

tudes toward psychiatry and the decision to obtain psychiatric treatment to

attenuate the connection between them.

Despite their undoubted existence, little can be said on the basis

of this research about the kinds of considerations that may impel unfavor

ably-disposed people to obtain psychiatric treatment. A few hostile re

spondents did suggest that a great enough need might compel them to try

even psychiatry as a last resort, while others--both hostile and fuvorable-

sometimes noted that, if the need were severe, the decision for psyclliatric

treatment might not be left to the patient1s choice. Aside from need and

absence of choice, however, discussion was more apt to turn up deterrants-

relatively objective conditions which might prevent or make more difficult

the utilization of psychiatrists by even the favorably-disposed.

About a quarter of the public mentioned one or more factors, apart

from absence of need or negative affect, which they regarded as likely to

limit use of psychiatry. (See Table 9-14.) This relatively low reference

to the more practical problems involved in seeking psychiatric treatment is

in part a function of the generally low public levels of any kind of infor

mation about psychiatry already reported and in part a function of the pre

viously discussed tendency to regard psychiatry in terms too remote to re

quire practical considerations. Thus, with people best informed about psy

chiatric procedures, the percentage who spontaneously noted that there might

be difficulties in the way of consulting psychiatrists rises to 43 per cent,

while people who were either outspokenly hostile toward psychiatry or accept

ing of it were, quite apart from levels of information, a good deal more

likely to comment on barriers to treatment than were those who dealt with

psychiatry by the implicit rejection of polite, remote indifference--29 per

cent of the hostile and 38 per cent of the accepting made such comments as

over against eight per cent of the implicitly rejecting, with the differences

between the hostile and the accepting being primarily a function of the lower

levels of information in the hostile group, as shown below:
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Proportion Commenting on Factors
Believed to Deter Utilization

____ of~chiatry among Those •
" Implicitly

Accepting Hostile to Reject.ing
Psychiatry Psychiatry of

Psychiatry

Knowledge of Psychiatric Procedure22

No knowledge . . . . · · · · · 22 13 2
Field of specialization exists · · 29 21 6
Psychiatry is name of field 27 29 6
Psychiatry is talk. · · · · · 35 33 11
Psychotherapy is rational · · · · 43 41 11
Psychotherapy involves emotional

elements . . . . . · · · · · · · 50 55 17

22The category, "Psychiatry is physical therapy," is omitted because
of the small number of cases.

Awareness of difficulties in the way of seeking psychiatric care was, then,

not merely another way of siving indirect expression to hostility toward

psychiatry and was enhanced rather than reduced by increasing general infor

mation about psychiatry. Consequently, the viewG of the minority who dis

cussed impediments represent the thinking of people who were closest to psy-

chiatry and so have greater strategic importance than their relative infre- •

quency might otherwise suggest.

As these people saw it, the major difficulties revolved around

economics, social attitudes and professional organization. Just over half

the group mentioned that the costs of psychiatric treatment were more than

they--or many people--could afford; a third suggested that even people who

were favorably disposed toward psychiatry might be inhibited from seeking,

treatment through their awareness that theirs was a minority viewpoint, so

that others around them would not understand or approve if they acted on it;

a quarter believed that there were sufficient incompetent or disreputable

psychiatrists--or pseudo-psychiatrists--practicing in a field where'laymen
I

felt unable to judge professional qualification to m~<e people reluctant

to seek treatment for fear they would fall into the hands of quacks or

charlatans; a tenth suggested that there were so few psychiatrists so un

evenly distributed geographically that many people interested in treatment

would be unable to find a psychiatrist available.

•
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Interestingly. enough, both the more objective considerations of cost

and supply and the more psychological concerns with possible social disapprov

al and with possible fradu~ent exploitation conduced to reinforce a more gen

eral tendency to assign a crucial role to the family doctor"or general prac

titioner ~n any decision for or against psychiatric treatment. As contrasted

with the quarter of the population who mentioned external factors which might

directly influence their behavior, a third of the public volunteered the po

sition that they would delegate the decision for or against psychiatry to a

neneral physician--their family doctors or others. These people said one

should leave it up to a doctor to decide whether a psychiatrist was needed,

or they would want to ascertain first that the causes of the illness were not

physical before going on to consult a psychiatrist, or they would, in any

case, because of doubts and uncertainties about psychiatric standards, want

their family physicians to select and make the referral to a particular psy

chiatrist, or, even more generally, they would do whatever their doctor rec

ommended after consulting him about a behavioral disorder.

The third of the population who made such statements were only making

explicit the prevailing assimilation of psychiatry to other medical special

ties, in relation to which the general practitioner operates as a gatekeeper •

As we saw earlier (see Chapter 7, pps. ), the majority of the population

thought they would consult a general physician in case of unusual behavior

on the part of a family member, either before going on to a psychiatrist if

that proved to be needed or as the only professional help they would seek on

their owo. Quite apart from explicit delegation of judgment about psychiatry

to the general practitioner, the next effect of the sequence of steps people

saw themselves as tmting in dealing with emotional problems placed the gen

eral practitioner in a position to exert considerable influence for or. against

psychiatric treatment. If all references either n) simply to seeing a gen

eral physician before seeing a psychiatrist, or (2) more directly to relying

on the general practitioner to determine the treatment needed, including the

advisability of psychiatry and, perhaps, a definite referral, or (3) even to

requiring some reassurance about the competence and honesty of particular

psychiatrists (since the general physician would be the most likely source

to consult), then at least 66 per cent of the public appeared to accord this

strategic position vis-a-vis psychiatry to the general practitioner. 23

23These projected courses of action were relatively realistic think
ing as evidenced by the fact that a recent intensive study of 33 hospitalized
mental patients determined that 23 of them (or 70 percent) had been seen as
patients by general physicians in the course of trxing to find out what was
wrong. See John A. Clausen and Marian R. Yarrow, 'Paths to the Mental Hos
pital," Journal of Social Issues, Vol. 19, No.4 (1955) pps. 25-32.
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From previous discussion, it must be clear that most of the people

who di~ect1y or obliquely established the family physician or general prac-
~

titioner as the arbiter determining the utilization of psychiatric services

did not ~hink of their viewpoint as representing an external consideration

deterring the use of psychiatry. On the contrary, they usually meant to

describe instead a clear-cut channel facilitating the use of psychiatry and

most typically spoke of seeing a psychiatrist if their doctor recommended it

in order to imply an absence of reservations about consulting psychiatrists,

a willingness to do so without hesitation if any need for it were author

itatively pointed out to them.

Whatever their intentions, the public's reliance in the psychiatric

realm on the judgment of general practitioners could prove in practice to be

a powerful deterrent to broader utilization of psychiatry. That is to say,

whether the medical referra1-to-psychiatr.y system popularly envisaged oper

ates to facilitate or to inhibit access to psychiatry is not so much a

function of whether decisions are delegated to non-psychiatric physicians aa

it is of the direction of the judgment exercised by them: the power to decide

whether psychiatric treatment is needed is, after all, also the power to de

cide that it is not needed, just as the right to recommend psychiatric treat

ment is equally well the freedom to refrain from advising it; and, given the

great popular respect for physicians and the many uncertainties and diffi

culties surrounding psychiatry, even the favorably-disposed could be turned

away from approaching psychiatric facilities through the intervention of

their doctors' negative attitudes, opposition or ridicule.

In view of the extent of medical influence, it is unfortunate, to

say the least, that such evidence as exists does not support the popular

assumptions that the general practitioner is well-qualified to diagnose psy

chiatric disorders when they present themselves or that, having done so, he

will mwte an unbiased decision as to the necessity or desirability of their

treatment by psychiatrists. Thus, in the previously-mentioned intensive

study of 33 men with mental illnesses which led to hospitalization, 23 had

been seen by private physicians in the COlJrse of trying to define and deal

with the emerging disturbance, but only seven of the 23 seen by non-psychi

atric practitioners had been referred by them to psychiatrists.

•

•

•
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Aside from this suggestive indication of actual practice, a rather

large-scale study of other doctors' attitudes toward psychiatriots and their

specialty reinforces the impression of negative medical rea~tions to psychi-
24atry. In a sample survey of 405 non-psychiatric physiciano practicing in

the State of New Jersey, the 197 general practitioners among them approached

psychiatry about as follows: 25

93% felt "able to distinguish between psychoses and neuroses."

67% felt "able to treat a neurosis," even though 81 per cent did
little or no "reading about psychiatry."

59% felt that less than a tenth of their patients "could benefit
from the setvices of a psychiatrist, II even though only 13
per cent believed that this small a percentage of their o~m

patients "suffer from a neurosi::;." (Thirty-four per cent
thought at least half their patients had neuroses, but only
14 per cent felt this many of their patients could benefit
from psychiatry.)

54% had seen only "fair" (39%) or "poor" (l5%)--rather than "good"
-Jresults from the treatment of patients by psychiatrists
for psychoses. 1I

48% had seen only "fair" (37%) or 1.'poor" (ll%)--rather than "good"-
'~esults from the treatment of patients by psychiatrists for
neuroses."

46% felt that "psychiatry as a medical specialty" was of "somel!
(42%) or "no help" (4%), but was not a "great deal of help."

11% "almost never" or "never found it useful to refer patients to
a psychiatrist," as contrasted with 73 per cent who "occasion
ally round it useful" and 15 per cent who "often'· did.

7% thought psychiatrists were not "pretty able men as compared
with other specialists."

24Studies of medical attitudes toward psychiatry have not been
widely undertaken because the intra-professional character of the subject
generally leads doctors to revert to professional correctness rather than
personal frankness when talking to lay researchers. Because of this tend
ency the results obtained in the study about to be reported should be re
garded as conservative estimates of physicians' reservations about psychi
atry.

251 am indebted to the late Dr. Robert C. Myers, then Chief, Com
munity Mental Health Services, Department of Institutions and Agencies of
the State of New Jersey, who designed the study, and to Audience Research,
Inc., who executed his design, for their kindness in giving me full access
to their data and their generous permission to present my analysis and in
terpretation of those data here. Other reports of this study can be found
in: New Jersey Department of Institutions and AgenCies, New Jersey Mental
Health Survey of Physicians, 1954 and Lenore Korkeo, "Physicians' Attitudes
toward the Mental Health Problem," Mental Hygiene, Vol. 41, No.4. (October,
1957), pps. 467-486.
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Each of the for~going viewpoints, except the first, may be considered

a kind of reservation verbalized by the doctor about either the wisdom or

the necessity of referring his patients to psychiatrists--~~etherbecause ~

the doctor felt competent to treat psychiatric disorders himself, or be~

cause he 'was not sanguine about therapeutic results, or because he distrusted

the practitioners or the basic premmes of psychiatry. In this light, at

least 95 per cent of the general practitioners of New Jersey voiced some

reservations about psychiatry, an attitude which was, if anything, more

widespread among general practitioners than among nbn-psychiatric medical

specialists:

General Internists Other
Pracdtioners Specia1i~

Number of Verbalized Reservations
about the Usefulness of Psychi-
atry

Seven · · · · -% 210 -10

Six 4 2 3

Five · · · · · 4 7 4

Four · · · · 21 16 13

Three · · · · · · · 33 21 25

~Two · · · · · 18 36 34

One · · · · · · · · . 15 12 16

None • · · • • 5 4 --2
100% 100% 100%

Average number of reservations
}lean ·. 2.0 2.7 2.5

Median · · · · 2.9 2.5 2.4

From the immediate standpoint of securing prompter and more effici

ent referral of petsons in need of treatment into psychiatric channels, the

existence of such widespread reservations about psychiatry on the part of

the medical profession is of far more practical import than any of the de

terring considerations raised by informed sections of the public. There is

every reason to believe that, if general practitioners were more disposed

to advise psychiatric treatment, more people would seek it, irrespective of

their own levels of information, attitudes or hesitancies about psychiatry.

And, if the attitudes of the medical profession were more unreservedly accept

ing of the specialty of their psychiatric colleagues, general practitioners
~
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might well be the most effective force for increasing lay understanding

and acceptance, since doctors are the public's most highly regarded, trusted

source of health information. There would still remain the problems of

m&ting psychiatric servicec more broadly available, both geographically

and economically, but tbese economic and logistical problems would surely

prove easier of solutions, if such wide-spread emotional barriers to psy

chiatry did not exist •
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IMPUTED DIAGNOSTIC REFFRENTS OF MENTAL ILLNESS

•

. ,

- - - _.. -=
Proportion Rated as Referring to Each Diagnostic Category

Ncn-PBychotic MentalIDness I "Nervous Breakdown"
ImPllted Respondents Who Respondents Who t Respondents Who I

Diagnostic First All Believed Mental All Classified !Did Not Classify Total
Illness Includ- Nervous Break- Nervous Break-

Category Impression !Respondents ed Non-Psychot- Respondents down as Mental down as Mental ifmpression
ic Categories Illness Illness

Psychosis • . • • • . • • • • • • • • • . . . . 34 5 6 1 11 3 38
.Neurosis, emotional disorder .. . . . . . . . 26 36 43 52 48 55 51
Eccentrics, psyChopaths. sociopaths • • • • • • 3 3

_ 3
* * * 5

.. Mental def'iciency • • • • • • • • • • • • • • • 1 1 1 - - - 2
Syndrome other than mental illness .. . . . . 1 2 2 2 1 3 3

Part of answer notclass1fiable above • • • • • 5 2 3 1 1 1 31
Entire answer not classifiable above . . . . . 39 33 40 36 41 31 25
No description · . . . . . . . . . . . . . . . 4 5 6 5 1 10 2

Total per oent • • • • • • • • • • • • • 113 8~ 104 103 103 103 151
Psychosis only. • • • • • • • • • • • • • • • • 24 4 5 5 8 2 8
Psychosis and unclassified syndrome b .... • • ... 'S * * 1 1 * 1.3
PsychElsis and non-psychotic syndrome- ••••• 5 1 1 1 2 1 11
Non-psychotic and unclassified syndrome ••• 2 - 2 2 1 1 1 20
Non-psychotic s~ only ••••••••• 19 33 40 5<> 45 5.3 14
Mental deficiency or non-mental illness only . 1 3 3 1 1 2 *Unclassified syndrome only . . . . . . . . . . 40 35 43 36 42 31 26
No description · . . . . . . .. . . . . . . . 4 5 6 5 * 10 2

Total per cent • • • • • • • • • • • • • 100 83a 100 100 100 100 100
Number · . . . . . . . .. . . . . . . 3,531 3.531 2,914 3,5.31 1,682 1,849 .3.531

*Less than 0.5%.

aExcludes 17'1> who did not believe mental illness included Bon-psychotic categories.
b"Unclassitied syndromell includes the category of "eccentrics, psychopaths, sociopaths."
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REIATION OF IMPUTED DIAGNOSTIC REFERENTS TO USE OF DIAGNOSTIC CATEOORIES IN FIRST DlPRESSION OF MENTAL ILLNESS

-::--==....- - -
Proportion Rated as Referring to Each Diagnostic Category

Imputed Respondents Who Mentioned Diagnostic Categoriesa
Respondents

Psychosis Only Non-Psychotic Who Did Not
Diagnostic Category or Psychosis Syndrome Only Mention

Psychosis and and or Non-Psychotic Diagnostic
Unclassified Non-Psychotic and Unclassified categoriesb

Syndrome Syndrome Syndrome

Psychosis only • • • • • • • • • • • • • • • • • • 8) 9 7 11
Psychosis and unclassified syndrome . .. . . . . . 6 26 1 :3
Psychosis and non-psychotic syndrome • • • • • • • 4 52 2 2
Non-psychotic syndrome and unolassified syndrome • - 2 4 1
Non-psychotic syndrome only . . . . . . . . . . . 1 * 45 11
Mental deficiency and non-mental illness only . . - - 1 *
Unclassified syndrome only .. . . . . .. . . . 6 11 40 60

Total per cent . . . . . . . . . . . . . . 100 100 100 100

Number . . . .. . . . . . . . . . . .. . 510 243 844 1,719

*Less than 005%.

aExcludes 1% who mentioned only mental deficiency or unclassified syndromes.

~cludes the 4% who could not describe mental illness.

• • •
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RELATION OF SUMMARY CHARACTERIZATIONS TO n~PUTF1J DIAGNOSTIC REFERENTS IN FffiST IMPRESSION OF MENTAL ILLNESS

•
Proportion Mentioning Each Summary Characterization Among Those Rate:i As Referring to:

Sunnnary Psychosis Psychosis Non-Psychotic
Psychosis and and Syndrome and Non-Psychotic Unclassified

Characterization Only Unclassified Non-Psychotic Unclassified Syndrome Syndrome
Syndrome Syndrome Syndrome Only Only

AU. RESPONDENTS
Incompetent, lacking responsibility for actions • 19 12 ~ 2 1 7
General deviancy only • • • • • • • • • • • • • • 22 22 IS 2S 14 )1
other mental or emotional deviancy only • • • • • 22 23 22 33 19 26
No mention of summary characterization . . . . . 31 43 S6 40 66 36

Total per cent • • • • • • • • • • • • • • 100 100 100 100 100 100
Number • • • • • • • • • • • • • • • • • • 841 171 194 60 681 1,426

RESPONDENTS WHO MENTIONED SUMMARY CHARACTERIZATION
Incompetent, lacking responsibility for actions • 30 20 16 3 3 11
General deviancy only • • • • • • • • • • • • • • 3S 39 3h 42 40 48
other mental or emotional deviancy only • • • • • 3S 41 So 55 57 41-

Total per cent • • . . . . . . • . .. . . . . 100 100 100 100 100 100
Number • • • • • • • • •.• • • • • • • • • 531 98 85 36 230 9.16

,

===- --=-----."

'. ,".



TABLE 1 A !1 f-A ~e.-0"

RELATION OF StlMMARy CHARACTERIZATIONS TO USE )F DIAGNOSTIC CATEnORIES IN FIRST IMPRESSION OF MENTAL ILIliESS
- ,.

Proportion Mentioning Each Summary Characterization

Swnmary RespO~dents Who Mentioned Diagnostic Categories~
Respondents

Characterization
Psychosis Only Psychosis Kon...Psychotic Who Did Not

or all41 S7JldrODle Onl;y Mention
PQ.Qhoats .:and Non-Ps)'oh~tic or Non~Psycbotic Diagnostic

UnB;lassUied SYndrome and Unclassified Categoriesb

Syndrome Syndrome

ALL RESPONDENTS

Incompetent, lacking responsibility for actions 4 • 11 11 4 8
General deviancy only • •. • • • • • • • • • ....... • 26 16 18 21
Other mental or EJIIIOt1onal deviancy only • • • ••• 19 22 22 26
No mention of summary characterization • • • • • • 38 49 56 39

Total per cent • • • • • • • • • • • • • • • 100 100 100 100
-

Number • • • • • • • • • • •.• , • • • • • • S10 243 844 1,119

RESPONDENTS WHO MENTIONED SUMMARY CHARACTERIZATION

Incompetent, lacking responsibility for actions •• 27 21 10 l1$
General deviancy only • • • • • • • • • • • • • • • 41 36 40 44
Other mental or emotional deviancy only • • • • • • .32 43 So 42

Total per cent • • • • • • • • • • • • • • • 100 100 100 100

Number • • • • • • • • • , " , " " • " • • • 351 12S 377 1,041

~clude. 1% wbo mentioned only mental deficiancy or unclassified syndromes.

~cludes the 4% who could not describe mental illness.

IIe
I
I • •
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TABLE 8 P. 5+--e-+1-- A~

RELA.TION OF SPmIFIC DESCRIPrIONS to IMPUTED DIAGNOSTIC REFERENTS OF FIRST :IMPRESSION OF ~TAL ILImSS

&rotals exceed 100:c because most respondents mentioned. more than one type ot specific description•

Num.ber •..••••••••••••
RESPONDENTS WHO UHIONID SPmIFIC Dl!SCRIPrION

Disordered emotional tone • • • • • • • • • • • • • • •
Intellectual impairment •• • • • • • • • • • • . • • •
Distort.ion ot reality • • • • • • • • • • • • • • • • •
Deviant external appearance ••• • • • • • • • • • • •
Violent ac"ts • • . • • • • • . . . • • • • . . • . • • •
Violent, extreme expression ••• • • • • • • • • • • •
Disordered selt-image, character traits ••••••••
Health impairment ••••• • • • • • • • • • • • • • •
Speech mannerisms, disorders • • • • • • • • • • • • • •
EXceptional, unusual behavior ••••••• • • • • • •
Anti-sooial habits • • • • • • • • • • • • • • • • • • •

Total per centa • • • • • • • • • • • • • • • • •

AU, RESPONDENTS
Disordered emotional tone ••• • • • • • • • • • • • •
Intellectual impairment ••••••• • • • • • • • • •
Distortion ot reality • • • • • • • • • • • • • • • • •
Deviant external appearance .,. • • • • • • • • • • • • •
Violent acts . . .• • . •.• .... • . • • • . • . . • . • .
Violent, extreme. expression • • • • • • • • • • • • • •
Disordered. selt-image, 'character traits ••••••••
Health impairment ••• _ ..• • • • • • • • • • • • • ••
Speech mannerisms, disorders • • • • • • • • • • • • • •
Exo~r.ional, unusual behavior •••• • • • • • • • ••
Anti-social habits • • • • • • • • • • • • • • • • • • •
No Ilpec1fio'delicr1ption ••••••••••••••••

Total per centa ••••••••••••••••

l~
I~
12
1

1l
i

29
36
1S
20
S
9

~

~
'24
~68

1,4.26

188
1.090

64
21
31
31
1

10
26
23
5
1
2
2

6S
21

n
1

10

H
5
1
2

224
610

223
681

tol

Non-Psychotic Unclassified
Syndrome Syndrome

Only # Onlv

~l

j~
~~
1~

2~

51
42
38
3S
23
23
32
12
8

2~

300
60

300
60

$9
34
44
21
31
II
22
11

l~
9

211
194

64

~g

~
1K
6

12
294
171

43
38
22

M
13

3

~
~
12

tf
2S
~r
li
1&
14

252
1S0

234
111

19
39

U
36
12

2
3
9

13
2

lS

fl
i~
~
4

II
l~

208
113

193
841

PsYchosis
Only

.. . . . . . . .. .... . .Number •••••

....
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TABLE 9 4t.. +-~A 3
RELATION OF SPlroIFIC DESORIPTIONS TO DIAGNOSTIC CATFnORIES USED IN FIRST IMPRESSION OF MENTAL ILLNE.')S

--- Proportion Mentioning Each Specific Description "
Respond~ Wbo Referred to Diagnostic aate,ones& Respondents

Ps,ebo•• Psychosis Non-Psychotic Who Did Not
Specific Description Only or and. Syndrome Only Refer to

Psychosis' aad Non-Psychotic or Non-Psychotic Diagnostio
Unclassified S11ldrome and Unclassified Categoriosb

Syndrome SYndrome
ALL RESPONDENTS

Distorted emotional tone • • • • • • • • • • 21 43
i~

36Intellectual impairment •••••••••• il ~~ ~gDistortion ot reality • • • • • • • • • • •
Deviant external appearance •• • • • • • • , 19 35 IIViolent acts • • • • • • • • • • • • • • • • 29 21 7
Violent. extreme expression •• • • • • • • II 11 10 10
Disordered selt-image. character traits •• 4 11 11 11
Health impairment ••••• • • • • • • ••• 3 12 IS 8
Speech mannerisms. disorders • • • • • • • • 9 8 7 6
Exceptional. unusual behavior ••••••• 12 7

1§ JAnti-social· habit.s. " " '. • • • • • • • • • • 2~ l~'No specil'ic 'description • 'o4 • • .'. • • • •

Total per cantC • • • • • • • • • • • 185 215
~ 194

Number . . . . . . . . .. . . . . . 570 243 1,719
RESPONDENTS WHO MENTIONED SPECIFIC DESCRIPTION

26

.~ D
Distorted emotional tome • • • • • • • • • • h2
~tellectual impairment ••••••••••

~ ~stortlon of reality • • • • • • • • • • •
Deviant external appearance •• • • • • • •
Violent acts • • • • • • • • • • • • • • • •

~ ~ ~
Violent, extreme expression • • • • • • • •
Disordered selt-1IIlage, character traits ••
Health impairment ••••••• • • • • • •
~eeCh mannerisms, disorders •••••••• II 19ceptional, unusual behanor • • • • • • • It ~ ~Anti-social habits • • • • • • • • • • • • • 8

Total per centO .. . .. . . . . . . w: 23li U6 210
Number ... . .. . . . . . . . . . 201 1,467
aEltcludes 1$ who mentioned only mental deficienoy or UJlC1.asa1tied S11ldromes •
bExcludes the 1&% who could not describe mental illness.
cTotaJs exoeed 100% because most respondents mentioned more than one type of specific description•

• •
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TABLE 10 p.."') f--<?ff A ~

RELATIVE FREP.UENCY OF RFFERENCE TO PSYCHOSIS AND NON-PSYCHOTIC SYNDROJIfES FOR GROUPS USING
DIFFERENT MODES OF DESCRIPTION IN FIRST IMPRESSION OF MENTAL ILLNESS

•

-

Descriptive Group

Specific description and
No s~ characterization •
Summary characterization •••••

No specific description and
No summary characterization •••
Summary characterization

Type of sUlllmary characterization:
Incompetency • • • • • • • • •
General deviancy only • • • • • • • .- • •
Other mental or emotional deviancy only •
None • • • • • • • • • • • • •

~ of specific descrit~1
ceptiOiii1. unusual vior •

Violent acts ••••••••
Speech mannerisms. disorders
Intellectual impairment • • •
Violent, extreme expression • • • • • • • •
Anti-social habits •••••••••
Distortion- of reality ••••
Deviant eXternal 8pPeal'llftOtl •
Disordered emotional tone • •
Health impairment • • • • • • • • • • • •
Disordered se1!-1mage.·-character traits •••

. Ratio of Reference to Psychosis to
Reference to Non-Psychotic Syndrome

in Indicated Descriptive Group
Respondent ~~ntions IRater Imputations'-

oS 0.8
0.8 1.8

0.8 4.6
1S 6.9

1.9 9.2
1.0 1.9
0.7 1.4
0.6 0.8

2.1 8.~
2.0 ~.4
0.9 2.1
0.8 1.7
0.8 1.4. . . I 0.8 1.2
0.8 1.1
0.4 0.7
0.4 0.6
0.3 0.4
0.4 0.3



TABLE 11 A?- ~+1 A>
SEVERITY OF SPECIFIC DESCRIPTIONS OF MENTAL ILLNESS

~
.. - ::-===:::-~

_. - -- .,:~,:.==~=====-_"':-- -Proportlon-'Mentioning Specific Description of Each Severity -
First Impression !Non-Psychotic Mental Illness "Nervous Breakdown" ~ota1 I~pression

Respondents Who 'Respondents Who Respondel~i~-W},-;"
Believed Mental All Classified Did Not Classify
Illness Inc1ud- Nervous Break- Nervous Break-

Severity Respondents ed Non-psYChot.. 1 Respondents down as Mental down as Mental Respondents
of All Mentioning All ic Categories Illness Illness All Mentioning

Specific Description Any Those Those Those Those Any
Respondents Specific !Respondents ~ention- [Mention- Mention- lMention.. lRespondents Specific

Description Total ~1lg Any Tt'tal flng Any Total ingAny Total ing Any Description
~pecific ~pecific ~pecifiC Ispecific

I
iDescrip- !Descrip- Descrip- Descrip-

I tion tion tion tion
DISORDERED EMOTIONAL TONE

Psychotic • • • • . • . . . .. - - - - - - - .. - - .. - -Indeterminate • • • • • • • • • 5 6 4 5 6 7 8 7 8 7 8 9 10
Non-psychotic • • • • • • • • • 33 41 31 38 51 37 46 39 47" 35 4$ S3 59

INTEIJ..EX:lTUAL IMPAIRMENT
Psychotic • • • . . • . . . . . 19 24 6 8 10 5 6 7 8 4 5 24 27Indeterminate • • • • • • • • • 7 8 5 6 8 9 II 9 11 6 11 13 14Non-psychotic • • • • • • • • • 14 17 II 13 18 10 13 13 15 8 10 24 27

DISTORTION OF RFALITY
P8~hotlc ••••••••••• 6 7 1 1 2 1 1 2 2 * * 7 8Indeterminate • • .• • • • • • • 15 16 11 13 17 7 9 10 12 5 6 23 25
Non~psychotic • • • • • • • • • 5 6 4 S 7 2 3 3 4 2 2 6 9

DEVIANT EXTmNAL APPEARANCE
Psychotic • • • • • • • • • • • 7 6 3 3 4 2 3 2 3 2 2 I 9 10j

Indeterminate • • • • • • • •• 3 4 1 2 2 2 2 2' 2 2 2 S SNon-psychotic • • • • • • • • • 13 16 13 16 21 27 34 26 31 28 36 29 32
VIOLENT ACTS

Psychotic • • • • • • • • • • • - 12 15 2 2 3 2 3 4 $ 1 2 IS 16
Indeterminate • • • • • • • • • S 6 1 1 2 2 3 3 4 1 2 7 7Non-psychotic • • • • • • • • • - - - .. - - - .. .. .. .. .. -*Less than 0.5%.

. .... :,'

• •
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TABLE 1i--C~rltinued

•
--- - ::::::== =-===''=:::=====:-==-:=.=--:'::'~=:'=~=:7=-===:;:==.-- - _.-

Proportion Mention1ng Specific Description ot Each Severity
.!"l.rs,; .unpress1on Noo-Psychotic Mental. Dlness . "Nervous Breakdown" Total Impresaion

Respondents Who Respondents Who Respondents Whol
Believed Mental All Classified Did Not. Classit,
Illness Inc1ud- Nervous Break- Nervous Brea!<:- I

Respondents ed Non-Psychot- .Respondents down as Mental down as Mental Respondents
Severity All Mentioning All ic Categories Illness Illness All MentioD!ag

or Any Those Those Those Those Any
Specific Description Respondents Specific Respondents Men~ion- lMention . ltention- Mention- ~8spondents Specinc

Description Total ing Any Total ing Any Total ing Any Total ing Any Description
Specific Specific Specific Specific
Descrip- ~escrip- Descrip- Descrip-

tion tion tion tion

VIOIam EXTREME EXPIUSSION
Psychotic ••••••••• 2 3 1 1 l' 1 2 2 2 1 2 J 4
Indeterminate • • • • • • • 9 11 6 8 10 16 U 20 21; 17 21 19 22
Non-psychotic • • • • • • • - - - - - - - - - - - - -

DISORDmED SELF-IMAGE
tPsychotic • • • • • • • •• - - - .- .- - - - - - - - -

Indeterminate • • • • • • • - '- - - - - - - - - - - -Non-psychotic • • • • • • • 9 12 10 12 16 1 8 9 10 S 6 17 19
HEALTIl IMPAIRMENT

Psychotic • • • • • • • • • - - - - - - - - - - - - -Indeterminate • • • • • • • - - - - - - - - - - - - I;' -Non-psychotic • • • • • • • 9 11 9 11 14 39 48 36 43 41 S2 28 31
SPEEX;H MANNERISMS. DISORDm5 ;

Psychotic ••••••••• 4 S 1 ..1 2 1 1 1 1 1 1 S F· 6
Indeterminate • • • • • • • 4 S 2 3 4 2 2 2 J 1 2 6 7
Non~psychot.1c • • • • • • r - - - - - - - - - - - - -

EXCEptIONAL, UNUSUAL B!BlVIOIi
Psychotic • • • • • • • • 3 4 1 1 1 1 1 1 1 * * 4 SIndeterminate • • • • • •• 3 4 1 1 2 * * 1 1 * * S SNon-psychotic • • • • • • - - -- - - - - - - - - - -

I



/t~~tV5
TABLE..R--Cohtin~~d

_..- I Pro~~ti~~-M~iiti~ning Specific DescriPtion of Each s;verity -
"

Itbn-Psychotic Mental Illnessll "Nervous Breakdown" Total Impression

Respondents
All IMentioning

Any
Respondents I Specific

Description

Those~ Those -f hose hoseention- Mention- Mention- Mention,
Total ~ng Any Total ing Any Total ing Any Total ing Any

Specific Specific Specific Specific
crip- Descrip- Descrip- Descrip-

tion tion tion tion

Respondents Who~ Respondents Who Respondents VIC.
Believed Mental All Classified Did Not Classii)
Illness Includ- Nervous Break- Nervous Break-
ed Non-Psychot- Respondents down as Mental down as Mental
ic CateRories Illness IllnessAll

First Impression

All
Respondents
Mentioning

Any
~espondents I Specific IlRespondents

Description

Severity
of

Specific Description

-Totals exceed 100% because many respondents mentioneds~ of difterent degrees ot severity.

¥ l.NTI-SOCJAL BEHAVIOR
Psychotic •••••••••
Indeterminate • • • • • • •
Non-psychotic • • • .' ~ • •

TOTAL
Psychotic • • • • • • • • •
Indeterminate • • • • • • •
Non-psychotic • • • • • • •
No specific description • •

Total per ceota ••

Psychotic only •• • • • •
Psychotic and indeterminate
~choticf non-psychotic and
indete~nate •••• • •

Psychotic and non-psychotio
Non-psycpoU.caDd:lD~tE
Bon-ps)rcl:lotic o~ • • • •
Indeterminate 0017 •• • •
No specific description • •

Total per oent ••
NUmber ••••••

4

40
41
54
19

lS4
12

9

10
9

16
19
6

19
100

3,S31

s

h9
50
67

166
15
10

13
11

~
100

2,860

J

13
29
48
39

129

4
2

~
lJ
7

39
100

3,S31

4

16
3h
59
26

135

S
2

~
20

~
26

100
2,914

5

21
46
79

~

7
3

g
~I
11

100
2,166

1

12
39
72
19

142
2
2

5
3

21
J~
19

100
3,531

2

14
48
89

151
2
2

6
4
~l
7

100
2,M2

2

1S
44
72
17

148
2
3

6
4

29
3l
17

100
1,682

2

19
S2
87

1S8

3
3

8

~
7

100
1,401

1

8
34
72
21

13S
1
1

3

II
21

100
1,649

1

10
43
91

144
1
2

h
3

~l

100
1,461

7

48
S8
76
10

192

6
5

26

~
10

100
,3,S31

8

S3
64
83

200

J
28
12
26
IJ

100
),184

." .

..'

• •
". ~ ...

•
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TABLE 12 A f~.4:3>

RElATION OF SEVERITY OF SPECIFIC DESCRIPl'ION TO IMPUTED DIAGNOSTIC REFERENT OF FmST IMPRESSION OF MENTAL ILLNESS
--------- ----- ..------------------- _._-------------_._-------------_. -------

Proportion Mentioning Specific Description of Each Severity Among Those
Rated as Referring to:

Psychosis Psychosis Non-Psyt'hotic Non-Psychotic UnclassifiedPsychosis and and Syndrome and
Only Unclassified Non-Psychotic Unclassified Syndrome Syndrome

Syndrome Syndrome Syndrome Only Only

ALL RESPONDENTS
Psychotio • • . • • . . . . . . • • 73 64 42 40 7 37
Indeterminate • • • • • • • • • • • 42 53 61 81 40 38
Non-psychotic • • • • • • • • • • • 29 53 82 92 95 49
No specific description • • • • • • 15 12 9 - . 2 . 24

Total per cent • • • • • • • '159 182 194 213 144 '148

Psychotic only . . . . . . . . . . : 31 11 * - * 11
Psychotic and indeterminate •••• 20 15 5 5 * 7
Psychotic, ,indeterminate, 12 21 26 23 3 9non-psrchotic ••••• • • • • •
Psychot c and non-psychotic • • • • 10 17 11 12 4 10'
Non-psychotic and indeterminate • • 5 8 26 50 34 13,
Non-psychotic only . . . . . . . . 2 7 19 7 54 17
Indetenninate only . . . . . . . . 5 9 4 3 3 9
No specific description • • • • • • 15 12 9 - 2 : 24

Total per oent • .' • .. • • • ,100 , 100 : 100 100 100 100

Number . .. . . . . . . . . f41 171 194 60 681 i,426

*Less than 0.5".

~"
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A~I~~A3
TABU--lt=--eontinued

-- - - - - -==~==-=
Proportion Mentioning Specific Description of Each Severity Among Those '"

Severity of Specific
Rated as Referring tOI

I Psychosis Psychosis Non-Psychotic Non-Psychotic Unclassified
Description PsychosiS and and Syndrome and Syndrome SyndromeOnly Unclassified Non-Psychotic Unclassified Only OnlySyndrome Syndrome Syndrome

RESPONDENTS MENTIONING SPECIFIC
D~CRIP1'ION

PSychotic • • • • • • • • • • • • 87 73 46 40 7 49
Indeterminate • • • • • • • • • • So 61 67 81 41 SO
Non-psychotic • • • • • • • • • • J4 62 90 92 97 64

Total per cent .. . . . 171 196 20J 21J lhS 16)

Psychotic only .. . . . . . . . 36 11 1 - * IS
Psychotic and indeterminate • • • 24 17 S S * 9
Psychotic, indeterminate, non-

IS 2S 29 23 ) 12psychotic . . . .. . . . . . .
Psychotic and non-psychotic • • • 12 20 11 12 4 1)
Non-psychotic and indeterminate • S 9 29 SO 3S 17
Non-psychotic only . . . . . . . 2 8 21 7 SS 22
Indeterminate only . . . . . . . 6 10 4 3 3 12

Total per cent • • • • • • 100 100 100 100 100 100

Humber • • • • • • • • • • 113 IS0 177 60 610 1,090

.~.. :

•
....! ..

• •
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TABLE -ij-A t (J f-6:-.t.f A.3

RELATION OF SEVERITY OF SPECIFIC DESCRIPTION TO DIAGNOSTIC CATrooRIES USED IN FmST IMPRESSION OF MENTAL ILLNESS
.>.- --- ----~_.;::-: ------ -------~=:=:'::.:===::;;;...___=__=~__==;z:::::;;;;==-

Proportion Mentioning Specific Description of Each Severity
Respondents Who Referred to Diagnostic Categoriesa

RespondentsSeverity of,Specific Psychoses Psychosis Non-Psychotic - Who Did Not
Only or and Syndrome Only Refer toDescription Psychosis and Non-Psychotic or Non-Psychotic Diagnostic

Unclassified and Unclassified Categoriesb
Syndrome Syndrome Syndrome i

ALL RESPONDENTS
Peychotic • • • • • . . • • • • . • . . • • 58 36 26 44 .
Indeterminate • • • • • • • • • • • • • • • 39 46 38 4$
Non-psychotic • • • • • • • • • • • . • • • 29 62 14 56
No specific description • • • • • • • • • • 22 11 13 14

Total per cent . . . . . . . . . . 148 163 1$1 1$9

Psychotic only . . . . . . . . . . . . . . 2$ 9 6 13
Psychotic and indeterminate •••••••• 11 $ 3 10
Psychotic, indeteminate, non-psychotic • • 6 IS 9 11
Psychotic and. non-psychotic • • • • • • • • 8 9 8 10 -,

Non-psychotic and indeterminate •••••• 1 19 22 17
Non-psychotic only . . . . . . . . . . . . 6 19 35 16
Indeterminate only . . . . . . . . . . . . 7 1 4 7
No specific description • • • • • • • • • • 22 17 13 14

Total per cent . . . . . . . . . . 100 100 100 100

Nljmber • • • • • • • • • • • • • • • 510 243 844 1,n9

aExcludes 1$ who mentioned only mental deficiency or unclassified syndromes.

bExcludes the 11% llho could not describe mental illness'-

~i~\·
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At" te-'-P A J
TABLE-13'--Gontinued

- 6-::-.-:" _. == ..;;_
Proportion Mentioning Specific De~cription or Each Severity

Respondents Who Referred to Diagnostic Categoriesa '"Respondents
Severity or Specific Psychoses

Psychosis
Non-Psychotic Who Did Not

Only or Syndrome Only Reter to
Description Psychosis and and or Non-Psychotic Diagnostic

Unclassified Non-Psychotic and Unclassified Categoriesb
Syndrome Syndrome Syndrome

RESPONDENTS MENTIONING SPECIFIC DE'3CRIPl'ION
Psychotic • • • • • • • • • • . . . . . . . 1S 46 29 Sl
Indeterminate • • • • • • • • • . . . . • • Sl S6 44 S2
Non-psychotic • • • • • • • • • • • • • • • 38 76 8S 6S

Total per cent . . . . . . . . . . 164 118 1S8 168

Psychotic only .. . . . . . . . . . . . . ,31 10 1 1S
Psychotic and indetenninate • • • • • • • • 22 6 3 11
PS7chotic, indeterminate, non-psychotic • • 11 16 10 1)
Psychotic and non-psychotic • • • • • • • • 11 12 9 12
Non-psychotic and indeterminate •••••• 9 24 26 19
Non-psychotic only . . . . . . . . . . . . 1 22 40 21.
Indetenninate only . . . . . . . . . . . . 9 6 S 9

Total per cent . . . . . . . . . . 100 100 100 100

Number . . . . . . . . . . . . . . 444 201 738 1,461

• • •
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TABLE'-l4 A U f.-.G~..A.3

RElATION OF IMPOTED DIAGNOSTIC REFFRENr TO SEVERITY OF SPECIFIC DESCRIPTION OF FIRST IMPRESSION OF MENTAL ILLNESS
-_.-

*Lees than o.S".
&Elcc1udes the ~ who could not desCribe mental illness and ~ for whom no description was coded because they were judged to be describing mental

deficiency or syndromes other than mental illness.

- ==--=-------- -======--==._----_._-----.- -~-- _...- -, Proportion Rated as Referring to Fach Diagnostic Category ,-
---

Imputed Diagnostic Respondents Who Mentioned Speoific Description
Respondents Who Did Not

Mention Specific

Category Description

Psychotic Psychotiq, Psychotic NarPsychotic I - Non- Indeter- -Mentioned Did Not Men-
Psychotic and ~- and and Psychotic Jidnate SUmmary tiOD SUIID&l'7

On1y IndeterJid.- ~("'i Non- Indetermi- Only Only Character- Character-
nate Non-psychotic Psychotic nate ization isationa

ALL RESPONDENTS
Psychosis only • • • • • • • • • • 59 S6 29 28 1 2 20 25 2b
Ps)"Chosis and unclassit'ied syndrome 4 8 11 9 3 2 7 2 10
Psychosis and non-psychotic SJOdromE * 3 1b 7 9 5 3 3 S
Hon-psychotic syndrome and

4 5unclassified syndrome • • • • • • - 1 2 1 1 .- -Non-psychotic syndrome only . . . * 1 6 8 42 - 55 8 2 3
Unclassified syndrome only • • • • 37 31 36 46 34 35 61 68 S6

Total per oent . . . . . . 100 100 100 100 100 100 100 100 100
Number ... . . . . . . . 440 302 356 310 555 674 223 371 1b2

RESPONDENTS FOR WJ{(I( SOME D.lPU'1'ATION
WAS MADE

52PSychosis only • • • • • • • • • • 93 81 45 51 10 3 80 S7
Psychollis and unclassified syndrome 7 12 16 18 J; a 18 6 23
Psychosis and non-psychotic syndrome * 4 23 13 8 9 12
Non-~YChotiC synEe and - 2 6 4 8

8~
2

S
-, -unc ss d s e ••••

Non· ps~!rc s~ ome oniy •• • * 1 10 14 64 20 8
Total per cent . . . . . 100 100 100 100 100 100 100 100 100
Number . . . . . . . . .. 278 208 I 226 168 366 436 86 U7 60.-
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Chapter 3 Tables: revised

.--
TABLE 1

FINAL RATING OF DIAGNOSTIC Ri,FFRFNTS OF MENTAL ILLNESS

•
--------:=--~==::=::_:::::=__===::=:::::=::::::=..=.:=..=:..:::....7=..::==:== =::- -:::.: ....:---:-:-. ::::::=:::::::::===:::::::=-====:-:::=::::=:::-::-:.::-:::::=:-====-:::;::-:.: 7=='-=---: :::=.::.:=::.:.::'=:"======-=======::: ::==-======:::=.:=. :::::::..:===::======:'=-=:=:::::==::-=..: : == ::.:~:::: =::::::...:=.:::=

Proportion Rated as Referring to Each Diagnostic Category
Non-Psychotic Mental Illnessl! ItNervous Breakdownlt

Imputed
I Respondents Who Respondents Who Respondents Who

Diagnostic First I All Believed Mental All Classified Did Nat Classify I" Total"
Illness Includ-I Nervous Break- Nervous Break-

Category Impressio4 Respondents ed Non··-Fsychot- Respondents dOl'm as Mental down as Mental IImpression
ic Categories Illness Illness_. -- --_. 16 IPsychosis only • • •.•.• • • • • • • • .. So ! 13 18 25 12 22

Psychosis and non-psychotic sJmdrome • • • 12 I 2

7~ I
2 3 1 45

Non-psychotic syndrome only . . . . ... 33 I 58 72 70 73 30
Mental deficiency or non-mental illness only 1 I 5 3 2 5 1
No description . .' . . . . . . . . .. . . . 4 I 5 6 5 * 9 2

Total per cent . . . . . . .. . .. 100 83 a 100 100 100 100 100

Number • • • • • • . • •• • • • • .. .. 3,531 3,5Jl 2,914 3,531 1,682 1,849 3,531

*Less than 0.5%.

aExchldes 17% who did not beli~ve mental illness included non-psychotic categories.

...•.. ,.~~~;~c-:--...
", ... ; .. , ,"' - .. - ". ".:.::-:;,.':",'

'.
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TABLE 2

SFmrrANEOUS REFERENCES TO DIAGfJOS'l'IC C:\TEGORIES IN DESCRIPTION OF MENTAL ILLNESS

_. -"":~~~---'--'-~---. -~--.--.--=_.~~--------------- ~~~~~~~::'::::'""=":--~~~.==-':::_~~-~~~~~=~~=~~~ ..~--_._-_._-------------------------- --- ---------
---------·---·----·--·------Proportlon-Mentlonlng-Eacil-Diagnostlc-Category----·---··----·-----------·----~-

First Impression Non-Psychotic Mental Illness "Nervous Breakdown" 'TotaJ!' Impression
I

II Respondents Who Respondents WhOr
Respondents 1\ .

Believed Mental Classified I
Illness Includ1 Nervous Break- II RespondentsI'

Diagnostic Category All Mentioning \ All ed Non-Psychot- All down as Mental II All Mentioning
Any , ic Categories I Illness I AnySpontaneously Referred to

Respondents Cat,gory re,POnd..t, Those Respondents Those IRespondents Category
Total Mention- Total Mention- I
, ing Any I ing Any I

Category Category
Psychosis (popular equivalent) • • • • • • • 23 49 1 1 3

I
4 9 68 26 42

Nerves, nervousness, nervous disorder 21 43 I 21 25 73 a a a I 32 52. . . I IINon-psychotic mental illness . . . . . . . 4 9 a a a
I

2 4 29 " 6 9
Nervous breakdown. • • • • • • • • • • • • • 3 7 3 4 10 a a a 6 9
Neurosis, emotional disorder • • • • • • • • 3 7 4 5 14 I 1 1 10 II 5 8IIEccentrics, psychopaths, sociopaths . . . . 1 1 1 1 2

I - - -
11

1 2
Mental deficiency . . . . . . . . . . . . . 1 1 I 1 1 2 I - - - l- I 2

I I
Part of answer referred 10 urrlesignated ~mes 4 8 I 1 1 3 Il - - - 5 8
No reference tq. diaghostic categories . . . 49 - 50 60 - II 37 86 - 37 -
Couldn't desoribe . . . . . . . . . . . . . 4 - 5 6 - 5 1 -, 2 -
Not accepted as mental illness • • • • • • • - - 17 - - 52 - - I - -

Total per centb . . . . . . . . . .. 113 125 104 104 107 101 101 107 II 121 132
I II

aSpontaneous reference to this category was not possible.
brotals exceed 100% because some respondents mentioned more than one diagnostic category.

"

____~;..,.~~" ,*,,:;,\{~>f;i

.';: .

• • •
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TABLE 2--Gontinued

=-====.:==:. :,-":. :::==:::;::==-~~=:= ::::::==:=:.:.=-=:. =---:::.". ~=-:::: ::.:: : : -::. :....-::-==-- =-=:::7:: == :::::.- :::=.:.::=:"_7""::-::::==-:':=:=: :;:;;.=:=.=.==.=:::;;;;;.:;..._ ..=;:;.;; .~.- ~-;"'.;.•_.; .__._-,.- - ...::...:..;...---.--.-------.,;,.-...;;==~;;;....:.;-.=. ::-;;;;'===::=::=:===--.=.:::===::=::::...--=
Proportion Mentioning Each Diagnostic Category

First Impression Non-Psychotic Mental JDnes s "Nervous Breakdown" " Tot-ar' Impression

I
'Respondents Who Respondents Vlho
Believed Mental Classified I

Respondents Illness Includ II Nervous Break- Respondents
All Mentioning I All ed Non-Psychot-Il All down as Mental I All Mentioning

Diagnostic Category Any ic Categories Ii Illne3s . Any
Respondents "Category ~espondents Those IjRespondents Those ,Respondents Category

Spontaneously Referred to Total ~ention-ll Total Mention-j
~ng Any" ing Anyli

.- Cat.egory!i Cate~rYil

Psychosis only • • • • • • • • • • • • • • • 14 30 1 1 2
Ii

4 8 61
Ii 12 19

Psychosis and unclassified syndromeC . . . 2 4 I * * * - - - 2 3
Psychosis and non-psychotic syndromed . . . 7 15 * -If 1 11 ~- 1 7 II 12 20

II II
Non-psychotic syndrome and II

unclassified syndrome . . . . . . . . . . 2 3 1 1 4 II - - - II 3 5
Non-psycho"tic syndrome only 22 47 25 31 90 2 4 32 " 31 51. . . . . . . .

II IUnclassified syndrome only • • • • • • • • • 49 1 I 51 61 3 37 86 - 38 2

Couldn't describe 4
I

5 6 I 5 1 I 2. . . . . . . . . . . . . - - - -
Not accepted as mental illness • • • • • • • - - 17 - - Ii 52 - - - -

Total per cent • • • • • • • • • • • • 100 100 100 100 100 II 100 100 100 100 100
Number • • • • • • • • • • • • • • • •

I
3,531 1,678 3,531 2,914 1,001 I 3,531 1,682 216 3,531 2,157

-"===,

".Less than 0.5%.

cThe category of "unclassified syndrome" illcludes "eccentrics, psychopaths, sociopaths" and undesignated syndromes.

~he category of "non-psychotic syndrome" includes the categories, "nerves, nervousness, nervous disorders, II "non-psychotic mental illness,"
"nervous breakdown" and "neurosis, emotional disorder."



TABLE 3

SPONTANF.OUS REFERENCES TO DIAGNOSTIC CATEnORIES USED IN DESCRIBING DIFFERENT MENTAL ILLNESS SYNDROMES
_. _-----=== 0= ==:::=::'=::::::::-==.==:::::-.:;-.:=::;====~========-o...-:=::===::::=::=========---=------:=:===========--=::::::::::::=:::::=:========-:::==::-7

_.
Diagnostic Category

Proportion Making Each Spontaneous Reference Among Those Rated as Describing Given Syndrome

Spontaneously First Impression I'bn-Psychotic Mental Illness II "Nervous Breakqown" Ii "Total" Impression
Referred to

Psychosis Non" Psychosis Non- I Psychosis Non- ···iI Psychosis Non-
Psychosis and Non- Psyohotic Psychosis and Non- Psychotic IPsychosis and Non- Psychotic IIPs~rChosiS and Non- Psychotic

Only Psychotic Syndrome Only Psychotic Syndrome ! Only Psychotic Syndrome I 8al.f Psychotic Syndrome
Syndrome "C'nly . Syndrome Only Syndrome Only Syndrome Only

Psychosis (popular equivalent) ••• 30 69 ) 6 12 * 15 2) 2 41 35 5
Nerves, nervousness, nervous

disorder. • • • • • • • • • • · . 1.3 35 33 15 24 30 a a a 16 35 41
Non-psychotic mental illness · · . 4 11 4 a a a 1 17 2 5 8 7
Nervous .breakdown .. . . . · · . ) 5 5 4 5 4 a a a 4 7 5
Neurosis, emotional disorder . · . * 20 4 1 20 5 II - 9 * 1 6 7
Eccentrics, psychopaths, sociopaths 1 3 * 1 5 1 - - - * 2 1
Mental deficiency . . . . . · · . 1 1 * 1 * 1

II
- - - 1 2 *

Part of answer referred to

IIundesignated syndromes . . . · · 2 16 2 I 2 16 1 - - - 3 6 5
No reference to diagnostic
categori es . . . . . . . . • . · · 53 17 52 74 $2 60 49 54 44 41 34 43

Not accepted as mental illness · · - - - - - - 35 20 $2 - - -
Total per centb . . · · 107 177 103 104 134 102 100 123 100 112 135 114

*Less than 0.5%.
aSpontaneous reference to this category was not possible.

brota18 exceed 100% because some respondents mentioned more than one diagnostic category•

.:"

. ~ .

",''I

.. ':';'..":0.::",

• •
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TABLE 3--Continued

1()();

1,060

100

1,582787

100100

2,517

2,3

66

3
54
20

100

*

15

1
49
35

652

100

*
'*

1
38
61

100

2,012

3 2 II 5

I -
12 '* II 1 -
54 1

II * 12

5 2 II 1 20
9 43 18 16

17 52 j '(5 52- - ,. - -P

lOJ I 100 ~ 100 I 100

424 11,158 I' 459 I 64

100

,158

Psychosis Non- jPSYChOSiS Non- - Psychosis Non- - 'i I PSY'.}hOS:!.S\" Non-
PsychosisIand Nor:- Psychotic Psychosis and Nor:- Psychotic Psychosis and Nor:- ~SY~h,!)t:L:1::;>3;i':~03iSI ~,lid N0t;-. PS,YChotiC

Only Psychot~c Syndrome Only Psychot~c Syndrome Only Psychot~c 0yn.'::,C,'JH" I: ();,.,.y I Psych(;~,~c:. S;yndrome
Syndrome Only I, Syndrome Only Syndrome 0.:.'..,1 .__il_.._.----i.:.::Tl~~·ome Only

" I
2 j'i 32 ! U 1
- I 2 "! 1

* I 7 21 3- I 1 3 42 17 27 48

~~ I 4: 3~ 4:

, ==---=---===-'==F - - --- - - -_._--~--_._-----------------

Proportion Making Each Spontaneous Reference Among Those Rated as Describing Given Syndrome
First Impression II Non-Psychotic Mental Illness II tlNervous Breakdownll ]I "Total" ImpressionDiagnostic Category

Spontaneously
Referred to

Number •••••

Total per cent •

Psychosis only. • • • • • • • • • • I 26
Psychosis and unclassified syndromeC 2
Psychosis and no~ychotic syndromed 2
Non-psychotic syndrome and
unclassified syndrome. • • • • • • 1

Non-psychotic syndrome only • • •• 15
Unclassified syndrome only. • • •• 54
Not accepted as mental illness. • • -

*Less than 0.5%.

cThe category of lIunclassified syndrome" includes lIeccentrics, psychopaths, sociopaths" and undesignated syndromes.

dthe oategoJ7of "non-psfchotic syndrome" includes the categories, IInerves, nervousness, nervous disorders," "non-psychotic mental illness," "nervous
breakdown" and I1neurosis, emot~onal disorder."



TABLE 4
SUMMARY CHARACTERIZATIONS OF MENTAL ILLNESS

------='1--..::====:======;====""..::;.. ~-=;=======--=="'========'=======================-...::=:==.=:=====--=====------------
Proportion Mentioning Each Cha;"C'-ct.arization

First Im:ression Wm-PSYChotiC Mental IDness "Nen-;ul:l -Bre,,:~c;,(:;;::'~_-==-_=_,-!=~:::Clta j "!IPp~e3si:m

II Respondents Who ReilponQ:?llk ~i-:;ll·!?.'):::P')I'!~-:'" 'J ~~n()'ll I
\1 Believed Mental All c: :.les~_f'ie1 ';)h1 ;.;0', :- :-~:::'!:'y

Respondentsil Illness Includ-l11 Ner'·'CJ~5 B-tec:\r- INr,,' {I',';' - ~;".~,;'.i';··1 rt"~ po,1dents
Summary 1 All I Who Used II All e~ Non-Psyc~ot- Respondents doW'."~: ~~"~d !l..!"(\"Y~_.~~~; ;:-'Li l

. ,I All \V"~c Gsed
Summary 'I ~c Cater:or~es Il.!.,.e.. I _...;::....:::~':......... __ I: .'jLr.:m~ry
Charac- I, Those II Those TO:'l10<18, i 'J'''.::;,''l II (;l;,~.r.?,c-

Characterization I Respondents I te:-iza- II Respondents Wh
S

0 Used Ii Wh
S

0 Used l\s~~O ~~:d' !:r~,;:,,:J~,:~' 1:1~.~sponuer.i:.s I t':F'illa-
t~ons II Ttl ummary I, T tal wmnary Ttl l,nun". Y T...· I-'C.d' >:". J t~ons

loa Charac.:.1! 0 Charac- 0 a \GharaC- Ov~.l. :':1'..1'::.(:"
Ii teriza- I' teriza- teriz.a- ItiJ:'~':~o... II
I tions ,I tions tions U(,n3 I

Incompetent, lacking responsi-
bility for actions • • • • • 8 [ 16

other mental or emotional
deviancy8. . . . . . . . . 25

I
46

Irrational, inexplicable,
16illogical, unre~sonable . 9

Uncontrolled, lacking self-
control. . . • • . • • •. 1 13

Immature, childish . . . . 4 1
Unstable, changeable,
capricious • • • •. • • • • 3 6

Unpredictable, impulsive,
erratic . . . . . . . . . 2

I
4

Unreliable, undependable . 2 3
Extreme, excessive . . . . 1 2

II
I

II

1 1 21 .2 II ..l. 8 .2 l:! I 1:1 -~ \I 11 I 11
II

14 17 52 30 83 35 81 21 86

11

41

I
61

4 5 15 5 14 7 16 3j 11 13 20

5 6 19 24 68 27 63 22 14 22 I 32
2 2 1 * 1 1 2 * 1 5 8

2 I 31 9 I 1 2 1 2 1 2 5 I 7

1 I ~I
3

II ~I
1

I iI 1

\ =\
1

II
3

\

4
1 3 2 3 1 3 4
1 4 2 2 1 2 3

*Less than 0.5%.
aTotals for this category are less than the sum of sUb-categories because an individual may be classified in more than one sub-category•

. ...". ~

• • •
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TABLE Il--Continued

•
-" - -_.._.--.,..-

Proportion Mentioning Each Characterization

First Impression ~-~hotiCMental Illness "Nervous Breakdown" "Totar' Impression

Respondents Who Respondents Who Respondents Who
Believed Mental All Classi£ied Did Not Classity

Summary
Respondents Illness Includ- Nervous Break- Nervous Break- Respondents

All Who Used All ed Non-Psychot- Respondents down as Mental down as Mental All Who Used

Characterisations
Summary ic categories Illness Illness Summary
Charac- Those Those Those Th<.o 3 '.! " Charac-

Respondents teriza- Respondents ~o Used ~o Used Who Used Who Used-Respondents teriza-
tions

TotaL
Summary Total Summary Total ~ummary 'Total Summary tions
Charac- Charac- Gharac- Charac-
teriza- lOeriza- Iteriza- teriza-
tions tions tions tbns

General deviancy 23 42 12 1.4 44 ...! 11 ..2 12 -1 11 21 30
Socially deviant ("not like -
other people") • • • • • • 7 12 3 4 12 1 2 1 3 * 2 6 9

personall) deviant ("not like
himself" •••••••• 2 4 1 1 4 1 4 2 S 1 3 2 3

Disordered, abnormal, not
further specified" ("queer,"
"peculiar," e~c.). • • • • 14 26 8 9 26 2 S 2 4 2 6 13 16

No mention of summary character
ization. • • • • • • • • • • 46 -- 73 67 -- 64 .- S7 -- 71 -- 32 -

Total per o.entb • • • 102 104 100 100 101 101 102 102 104 100 101 lOS 106
Number . . . . . . . 3,S31 1,896 3,S31 2,91.4 962 3,S31 1,269 1,682 724 1,849 S4S 3.S3l 2,390

bTotals "exceed 100% because persons who used both formulations classifiable as "Incompetent" and those representat!ve of "other mental or emotional
deviancY" areoounted in both categories. "



TABLE 5
SUMMARY CH.'lRACTERIZATIONS USED IN DESCRIBING DIFFERENT MENTAL ILINESS SYNDROMES

------------------- ----::----==:;...--=====:::==--==.- ::._- :--======-===== -:-:-=============::.:;=-'::=:--===========:=..:::::=:::::====;::==:=========~_-----------_. I
Proportion Using Each Summary Characterization Among Those Rated as Describing Given Syndrome

Summary First Impression Non-Psychotic Mental Illness "Nervous Breakdown" "Total" Impression

Characterization Psychosis Non- Psychosis Non- Psychosis Non- Psychosis Non-
Psychosis and Non- Psychotic lpSYChOSiS and Non- Psychotic Psychosis and Non- Psychotic Psychosis and Non- Psychotic

Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome
Syndrome Only Syndrome Only Syndrome Only Syndrome Only

ALL RESPONDENTS
Incompetent, lacking responsi-
bility for actions•••••••• 12 1 l± 1 - 1 .2 .2 2 :!1. 13 6-

Other mental or emotional dev1an~ 27 25 2'4 25 16 18 36 40 31 33 l±~ 44Irrational, inexplicable,illogi- - -
cal, unreasonable. • • • • • • • 10 12 7 9 - 5 7 11 5 11 16 13Uncontrolled, lacking self-control 7 8 8 5 12 7 28 29 25 11 25 25, Immature, childish. • • • • • • • 5 3 ~ 8 5 2 1 3 * 8 6 4Unstable, changeable, capricious. 2 5 11 2 3 3 1 9 1 .3 6 6

Unpredictable, impulsive, erratic 3 * 2 2 - 1 1 - * 4 3 3Unreliable, undependable. • • • • 2 * 2

I
1 - 1 1 3 1 2 3 3Extreme, excessive. • • • • • • • 1 * 2 1 2 1 * 3 1 1 2 3

*Le$s than 0.5%.

aTot~ls for this category are less than the sum of sub-categories because an individual may be classified in more than one sub-category•

. . ~., :: .

'.~' '

'. ':<' ':'",-

• • •
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T~BLE 5--Continued

•
---'=.::".'::;--~::"'::=~=-:::'=="'=-=.= I===.:-..::::"'=:,"~.'.::=""=:-' .____ .__._.. :'. =:~~=::::=-=.:-=. :".:::-::'.~:- .::=:.: '===:"'==- ":::':'::7:-::," =:,_-=:==-::=.:;==__ _ .= ==:-~~_ .._.. r··.':.=.:::::...-=:===-----··:"

Proportion Using Each Summary Characteriza~ion Among Those Rated as Describing Given Syndrome

SUDIIlI8J'7 First Impression Non-Psychotic Mental Illness "Nervous Breakdown" "Total" Impression

Characterization
'Psychosl.s Non- l'sycno:ns Non- IPsychosl.s Non- !l'SYChOSl.S Non-

Psychosis and Non- Psychotic Psychosis and Non- Psychotic Psychosis and Non- Psychotic Psychosis and Non- Psychotic
Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic syndrome

S:v!tdrome Only Svndrome Only Syndrome Only Syndrome Only

ALL RESPONDENTS
General deviancy • • • • • • • • • 28 18 21 ~ 19 11 J. 6 ~ 24 23 18
Socially deviant <"not like other
people'~. • • .. .. • • .. • .. .. • • 1 8 7 6 5 5 1 - 1 5 7 5

Personally deviant ("not like
himself"). • • . .. .. • • • . • • 3 2 4 2 2 2 3 3 1 2 3 2

Disordered, abnormal, not further
specified ("queer," "peculiar,"
etc. . • .. .. • . .. .. . . . . . . 18 8 10 12 12 10 3 3 2 17 13 11

,
No mention qr slpLlllllry.charaoter-

35 53 52 14 64 53 51 63 29 28 35ization • • • • • . . ~ • • • • • 53

Total per centb 102 103 102

I
104 109 100 105 106 100 103 110 103

Number 1,158 424 1,158 459 6lj 2,012 652 66 2,~17 187 1,582 1,060

bTotals exceed 100% because persons who used both formulations classifiable as "Incompetent" and those representative of "Other mental or emotionE!l
deviancy" are counted in both categories. .



TABLE 5--Continued
- - .. ':'"_---=====.=:::===--=====~- - -

Proportion Using Each Summary Characterization Among Those Rated as Describing Given Syndrome

Summary First Impression NarPsychotic Mental Illness "Nervous Breakdown" "Total II Impre:lsion

Characterization I Psychosis Non- Psychosis Non- Psychosis Non- Psychosis Non-
Psychosis and Non- Psychotic Psychosis and Non- Psychotic Psychosis and Non- Psychotic Psychosis and Non- Psychot.ic

Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome
S~drome Only Svndrome Onlv Syndrome Only SYndrome Only

RFSPONDENTS WHO USED SUMNJARY
CHARACTERIZATIONS

Incompetent,_ lacking responsi-
19 15 8 14 !! 19 19 2 18bility for action. • • • • • • • c 23 .2

Other mental or emotional deviancya hI 53 51 52 Sl 71 81 84 46 63 68
Irrational, inexplicable, i11ogi- IIcal, unreasonable • • • • • • • • 16 26 IS 18 15 15 22 13 16 22 20
Uncontrolled, lacking self-control 11 17 18 12 20 61 59 70 II 16 34 39
Immature, childish • • • • • • • • 8 7 5 16 6 2 6 1 11 8 6
Unstable, changeable, capricious • 4 11 10 5 10 1 19 2 4 8 9
Unpredictable, impulsive, erratic. 4 1 4 4 2 2 - 1 5 4 4
Unreliable, undependable • • • • • 3 1 5 2 ) 2 6 2 3 4 5
~treme, excessive • • • • • • • • 1 1 5 3 4 1 6 2 1 3 5

..

arotals for this category are Jess than the sum of sub-categories because an individual may be classified in more than one sub-category•

•

• • •
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TABLE 5--Continued

•

.,

-_.- - -
Proportion Using Each Summary Characterization Among Those Rated as Describing Given Syndrome

Summary First Impression Non-Ps~hotic Mental Illness I "Nervous Breakdown" "Total" Impression

Characterization
Psychosis' Non-

[Psychosis
Psychosis Non- Psychosis Non- Psychosis Non-

Psychosis and Non- Psychotic and Non- Psychotic Psychosis and Non- Psychotic Psychosis .and Non- Psychotic
Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome Only ,Psychotic Syndrome

Syluirome Only Syndrome Only Syndrome Only Syndrome Only

RESPONDENTS miO USED SUMMARY ICHARACTERIZATIONS IGeneral deviancy • • • • • • • • 44 38 45 42 c 46 14 12 11 34 32 28
Socially deviant (llnot like - - -

. other people") • • • • • • • • 11 11 15 12 12 2 - 3 1 10 8
Personally deviant (llnot like
himself") .. .. . ... . . . 5 4 9 5 6 6 6 3 3 4 4

D~sordered, abnormal, not turtheJ
specified (IIqueer, " npeculiar, II
e.:tc.). • • • • . • . . . . .. 28 11 21 25 28 6 6 5 24 18 16;

- !

Total per centb . . . . . 104 106 104 108 101 110 112 100 103 113 105

Number • • • • • • • • • • 3,149 199 548 221 11 124 308 32 929 559 1,145 686.
-- - _. - _=====:.L_:.-==-_ == - - -,::=1:;",-- .- - -- =:- =Ir: - ". -

~otals exceed 100% because persons who used both fomu1ations classifiable as "Incompetent" and those representative of "Other mental or emotional
devianct' are'counted in both categories.

croo few cases to report percentages.

..... '.



TABLE 6

SPECIFIC DESCRIPTIONS OF MENTAL ILLNESS
- .-.. - . -_. -_. - - --- - -- .- -- - -

.' Proportion Mentioning Each Specific Description
"

First Impression ~on-Psychotic Menta1IDD'ess "Nervous Breakdown" ''rotal'' Impression

Respondents V/ho Respondents Who
-,

Respondents Who
Believed Mental All Classified Did tbt Classify
Illness Includ- Nervous Break- Nervous Break- I

Respondents ed Non-Psychot- Respondents down as Mental down ., •••t,l ~ Respondents
All Mentioning , All ic Categories Illness Illness All Mentioning

Specific Description Any ; Tnose '{hose Those Those Any
. Respondents Specific _Respondents Mention- Mention- Mention- Mention- Respondents Speoific
I Description II ing Any ing Any ing Any Total ing Any Dse.oript1on

I
Total Total ' ToUJ.

:1 Specific Specific Specific Specific
j, Descrip- ~escrip- Descrip- Descrip-
I' tion tion tion tion,

SUMMARY:

II
53 iDISORDERED El.lOTIONAL TONE • • 35 43 33 40 40 49 42 50 39 49 j 55 61

INTELLECTUAL IMPAIRMENr • • • 34 42 21 25 J4 21 26 25 30 18 23 I 41 52
DISTORTION OF REALITY • • • • 23 28 II 15 18 25 10 12 14 17 7 6 32 35
DEVIANT EXTERNAL APPEARANCE • 21 25 " 16 19 26 30 37 29 35 31 39 37 41
VIOLENT ACTS . . . . .. . ... 15 18 3 3 4 4 5 6 7 2 3 19 21
VIOLENT, EXTREME EXPRESSION. 10 12 7 8 11 19 23 20 24 17 21 21 23
DISORDERED SELF-IMAGE, I

CHARACTER TRAITS . . . . . 9 12 10 12 16 7 8 9 10 5 6 17 19
HEALTH IMPAIRMENT • • • • • • ' 9 11 I 9 11 14 39 48 36 43 41 52 28 31
SPEECH, MANNERISMS, DISORDERS : 8 9

I

3 4 5 3 3 3 4 2 3 11I 12
EXCEPTIONAL, UNUSUAL BEHAVIOR ! 6 8 2 2 J 1 1 2 2 * 1 6 9
ANTI-SOCIAL HABITS I 4 5

J
J 4 5 1 2 2 2 1 1 I 7 6

NO SPECIFIC DESCRIPTION • • • ' 19 - 39 26 - 19 - 17 - 21 - 10 -a :
11 161 196 194 214 205 224 184 206Total per cent • • • • 193 213 172 292 312

Number . . . . . . 3.1511 2,860 II 3,1531 2,914 2,166 13,531 2,662 1.662 1,401 1,849 1,461 3,,31 3;184
*Less than 0.5%
&.rota1s exceed 100% beeause most respondents mentioned lDore than one type of specific description •

• • .,
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Proportion Mentioning Each Specific Description

Respondents
Mentioning

Any
Specific

Description

"Total' Impression
Respondents Who - - - - Respondents Who 0 Respondents Who
Believed Mental All Classified Did Not Classify
Illness Includ_ Nervous Break- Nervous Break-
ad Non-Psychot- I Respondents dO'lmas Mental do'lm as Mental
ic Categories Illness Illness II All

Those Those Those Those lT

lMention- 'Mention- Mention- Mention-1jlRespondents
ing Any ing Any ing Any ing Any
Specific II Total Specific 'Ibta1 Specific Total Spacific j1
Descrip- II Descrip- Descrip- D~.3crip-II

tion Ii tion tion 'Lion

J'jon-Psychotic Mental nlness\l "Nervous Breakdo'lm"First Impression

Respondents II
All IMentioning II All

Any II

Respondents I Specific I~espondents
Description II

II ITotal

II
II

Specific Description

DETAIL:
:::ISORDERED EMOTIONAL TONE

Irritable, excitable, sensi-
tive, easily upset • • • •

Unhappy, depressed • • • • •
Worried, fearful, anxious •
Hostile, aggressive, difficult
Wi thdrawn, introverted, aBoc:ial
Apathetic, indifferent, 1n~t

Defeated, surrendering,
hopeless • • • • • • • • •

Secretive, self-concealing •
OutgOi~.. elated, extroverted
Inh1bitea, repressed,

emotionally inaccessible •
INTEUECTUAL IMPAIRMENT

Inappropriate, incoherent talk
Distract~dl absent-minded,

£0t:ge'truJ. •• •.• • • • •
BroOding, preoocupied •• •
Obsessive, compulsive •••
Major memory disorders,

(amnesia, etc.) •••••
Intellectually retarded,

uncomprehending •••••
Impaired performance,

efficiena,y • • • • • • • •
Complete inability to per-

form •••••••••••

12
9
9
7
5
4
1
1
1

*
J1

~
4
3

2

2

15
11
11
9
6
4
2
1
1

{<

17

19
6

4

3

2

2

If
II

IIa
II
II
!I
II

I

12
8

11
5
4
3

1

*1
*
4

~
2

1

1

1

15
10
13
6,
4
1
1
1

*,
l,
2

1

1

1

19
13
18
9
6,
2
1
1

*
7

1~

7

2

2

2

1

I:
II

IIII
IiII

I
,I

18
6
9
3,
6,
*
*
*
2

tt
1

2

1

3

7

22
7

11
4
6
8

6

*1
*
3

6,
2

2

1

3

9

16
7

10
3
6
6

6

1

*
3

6
S
2

2

1

3

7

19
8

12
4
8
7

7

1

i<

4

Z
2

3

2

3

9

19,
9
3
4
6

4
*
*

2

3
2
1

1

1

3

7

2,
6

11
4,
8

5
*
*

2

4
3
1

1

1

4

9

r 231,
20
12
10
8

4
1
2

1

17

14
10

9,
4

3

$

26
16
22

.13
'·11

9

5
1
2

1

19

'il
10

6

4
4
6

,'f:

.~.,

" :,'
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Respondents
Mentioning

Any
Speci:l:'ic

Desc!'iption

All
Those Those

Mention- Mention-IIRespondents
ing Any in€. 1\.'1::- i

Total 'Specific Total Specific; ii'
D · D' Iescr1.p- escnp-I'

tion tion "

~'Nervous Breakdown" II 'Total" Impression
'Respondents Who .Respondents Vlho I' ' .

Classified Did not Classify
'Iervous Break- Nervous Break-:
down as Mental down as Mental

Illness Illness

Specific Description

All

Those
Mention
ing Any

TotallSpecific
Descrip

tion

Proportion Mentioning Each

Those ,
Mention-II
ing Any 'ITotal I Specifici
Descrip-i1

tion

All

Non-Psychotic Mental Dlness
Respondents Who II

Believed Mental
Illness Includ- 1I
ed Non-Psychot- II Respondents
ic Categories

Respondents
Mentioning 1,1

Any,'
Specific i~espondent~

Description Ii
Ii

"

All

First Impression

IiespondentsSpecific Description

DISTORTION OF RFALITY
Distrust, suspicions,

paranoid trends ••••
Hypochondriacal tendencies
Inability to accept, face,

adjust to reality • •
Lack of perspective,

impaired judgment • • •
Delusions • • • • • • • •
Hallucinations •••••
Excessive ,fantasizing,

break with reality ••
Lack of self-insight ••
Vague and unspecified

reality distortion ••

DEVIANT EXTERNAL APPEkRANCE
Tense, jumpy, restless,

unable to relax ••••
Peculiar racial expression
tremors, twitches, tics •
Stupors, comas, trances •
Peculiarity in posture,

walk •••••••••
Neglect of personal
otappearance • .1. • , •

n~r ana vague s gns ~n
external appearance • •

5
5

3

3
3
2

1
1

4

11

~
2

1

1

2

7
6

3

3
3
3

1
1

5

14
j
2

1

1

3

VtI
"11
II
I!

j'

"Ii
II
Ii
ji

II

I

3
4

3

3

*
i~

*1
2

12
1
2
1

*
*
1

3
5

3

4
1
1

*1
3

14
2
3
1

*
*
1

4 ,I
7 I,

Ii
4 II

!I
6 I'

1 Ii
1 !I

1 I!
1 II
4 'II,

I'19 I
t
2

1

*
2

2
2

3

1

*
*

*1
1

23
*6
2

*
*
1

3
3

3

2

*
*
*1
1

28

~
3

*
*
1

3
3

4

2

*1
1
1

1

23

~
3

*
*
1

3
4

5

2

*1
1
1

2

27
1
6
3

*
*
1

1
2

1

1

*
*

*1
1

23
*7
2

*
*
1

2
2

2

1

*
*

*1
1

30

*9
3

*
*
1

8
8

6

6
3
3

2
2

6

26
g
4
1

1

4

9
9

6

6
4
3

2
2

7

28
6

~
2

1

4

• J. •
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Respondents
Mentiouing

Any
Specilic

Description

"Total" Impression

All

Proportio~"'~:~~ti~~ing'~ch:-s~~ific=D;~~~1ption--,:;-"=~=="'=---===='-O=-7===='_7,"=-"==:===
..- _. -------- --------

Non:-Psychotic Mental Il.1.?ess "Nervous Br:ak~~ l
"Respondents Vllio Respondents-whq Respondents Who
Believed Mental All Classified Did Not ClaSSifY!
Illness Includ- Nervous Break-' Nervous Break-

Respondentsl ad Non-Psychot- Respondents down as Mental down as Mental
Mentioning I All ic Categories Illness Illness

Any Those Those Those Those
Specific Respondenu Mention- Mention- Mention- Mention~I!~espondents

DescriPtion1j Total ing An:y Total I ing ~n:y Total ing ~n:y Total ing ~ny I
I

Specif1c Spec1f1c SpecJ.fJ.Ci SpeC1fic III
Descrip- I DesC?rip- Des?rip.. Des?rip'- I

tion- t10n t10n t10n

All

First ~pression

RespondentsSpecific Description

VIOLENT ACTS
Suioidal tendencies, iDpulses
Homicidal acts, tendencies
Violent sex crimes • • • •
Violence- against people,

other or unspecified ••
Destructiveness, violence

against property • • • •
other and mspec:l1'1ed violence

VIOLENT, EXTREME EX:PRESSION
Senseless, excessive weeping
Raging, screaming, tantrums
Senseless, excessive

laughter • • • • • • • •
Noisy, loud, boisterous •
Hysterics, unspecified • •

4
4
1

5

1
3

5
3

2
1
1

5
5
1

6

2
4

6
4

3
1
1

1

*
*
1

*
*

4
2

1

*1

1

*
*
1

1

*

5
2

1

*1

2
1
1

1

1
-I.'

7
3

1
1
1

2
1

*
1

*1

14
3

1

*3

3
1

*
1

-If

1

17
3

2

*
3

3
1
-If

1

*2

14
--3

2
1
3

4
1

*
1

*2

17
4
2
1
4

1

*

*
*
*

13
3

1

*
2

2

*

1

*1

17
3

2

*2

II

6
4
1

6

2
4

13
5

3
2
3

6
5
1

6

2
5

15
6

4
2
3
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Proportiun Mentioning Each Specific Description

First Impression IINon-Psychotic Mental Illness "Nervous Breakdown" t '!otal:' Impression
Respondents Who Respondents Who Respondents Who

I Believed Mental All Classified Did l'bt Classify i

1 Illness InCIUd-\ JIIe.rvous Break- Nervous Break- II
Respondents ed Non-psychot-! Respondents down as Mental down as Mental II Respoadants

All I Mentioning I All ic Categories Illness Illness il All Mentioning
Any Those Those Those Those !! An:.,.

Specific Description I Respondentsl Specific I,Respondents Mention- Mention Mention- Mention-IIR6spondents Spe..:;'fic
Descriptionli Ttl ing Any Ttl ing Any Ttl ing Any Total ing Any I Desc~:ptionIi 0 a Specific lOB Specific o a Specific Specific II

i Descrip- I Descrip- Descrip- Descrip-I
ii tion tion tion tion Ii

II Ii
DISORDERED SELF-IMAGE, II

CfI.ARACTER TRAITS II

I,
h

Critical, dissatisfied, I! I
complaining •• '.' ••• 3 4

II
3 3 5

II
2 l 2 3 2 2 5 I 6

Egocentric, self-centeredl
demanding . .. .. .. .. .. .. 3 4 II 3 4 5 2 2 2 3 1 1 6

I
1IIMartyred, self-pitying, IIfeelings of rejection • • 2 2 2 3 3 2 2 2 2 1 2 4 4

Insecure, lacl!iin!l sell-
il Iconfidence . .. .. .. .. .. .. I I 1 2 2 1 1 1 I * 1 Ii 2 I 3

Self-righteous, self-justi-
I Iifying, obstinate . . .. .. I I I 2 2

II

1 1 1 1 I *1 * II 2 I 3
Submissive, dependent,. in-

decisive . .. .. .. .. .. .. .. I I I I 1 1 1 1 1 I *1 * II 2 1 2
Self-accusatory, self-

blaming . .. .. .. .. .. .. . * * * I 1
II

* I * I *[ * I *1 * II 1 1 1

• • •
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•
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First Impression ~Non-Psychotic Mental lllness "Nervous Breakdown" "Tota!' Impression

~
Respondents Who

,
Respondents Who Respondents Who
Believed Mental All Classified' Did Not Classi~

i' Illness .Includ - Nervous Break- Nervous Break-
Respondents ji ed Non-Psychot- Respondents down as Mental down as Mental I Respondents

All Mentioning II All ic Categories Illness Illness All Mentioning
Any jl Those Those Those Those AnySpecial Description Respondents Specific ,!Respondents Mention- Mention- Mention- Mention- i!Respondents Specific

Description; Total ing Any Total ing Any Total ing Any Total ing Any II Description
il Specific Specific Specific Specificl,

- II
Descrip- Descrip- Descrip- Des~riP-11tion tion tion t10n

HEA.LTH DJ.PAIRMENT Ii IIChronic fatigue, exhaustion 3 3 II 3 3 4 I 10 12 8 10 11 14 I 7 8
Loss of weight, awetite •• 2 2 " 2 2 3 I 6 7 6 7 5 ~ I s 6Insomnia •. • • • • • • • • • I'

4 II 6 8 6 S2 2 Ii 2 3 7 7 6
Headaches . . . . . . . . . 1 1 II 1 1 1

II

1 2 1 1 1 2 I 2 2
Physical malaise, weakness, II

collapse . . . . . . . . • 1 1 !I 1 1 2 17 21 16 19 19 24 9 Ie

" II
Other specific psycho- Ii il

II
II

physiologic disorders . . 1 2

II
1 2 2 4 S 4 S 4 6 S SPhysical illness, vague . . 2 2 2 2 3 S 6 S 6 S 1 S 6

SPEECH MANNERISMS, DISORDERS il i
II II

ITalking to self . . . . . . 3 4 1 1 1 * * * 1 * * 4 4IiVerbosity, excessive talkin{ 2 2 I. 1 1 2 1 1 * 1 1 1 3 3IMutism, refusal to talk • • 2 2 I * * 1 1 1 1 1 1 1 2 2Taciturnity, too little
talking .. . . . . . . . '1 1 1 1 1 * 1 1 1 * * 1 1

Other speech disturbances 1 2 1 1 1 1 1 1 1 * 1 2 3

=
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Proportion Mentioning Each Specific Description

2
3

5

4
2

1
1
1

Respondents
Mentioning

Any
Specific

Description

2
3

5

4
2

1
1

*

All

Ii

11

*
*

1

*
*
*
*

1

*
*
*
*

*
*

1

*
*
*
*

1

1

*

*
*
*

1
i~

1

*

1

1

*

*

l

*

*
*
,,~

1

*
*
*
*

3
1

1

*1
1
~~

*

2

*

*
*

1

2

*
2
1

4

1
1

*

3

2
1

1
1

*

First Impression

All

~on-PsychoticMental IllnE5&il IINervous Breakdown" II I'Total" Impression

Respondents Who'll Respondents Who Respondents Who 11
'I Believed Ment.al All Classified Did Not Classify 'I
I. Illness Includ- Nervous Break- Nervous Break- I

Respondents Ii ed Non-Psychot- I Respondents down as Mental down as Mental I
Mentioning 1'1 All ic Categories Illness Illness II

Any I Those Those Those Those I

Respondents I Specific .Respondents Mention- f Mention- Mention- Mention- ,\IIRespondents
Descriptionli Total ing Any otal ing Any Total ing Any Total ing Any

II Specific Specific Specific Specific I
I! Descrip-II Descrip- Descrip- Descrip-

I
· ------Jl tion II tion tion tion

I
i II

1 2 I * * * II *
2 I 2 Ii * 1 1 I *

I 1 2 2 I *
I II

II

•

Specific Description

EXCEPTIONAL, UNUSUAL BERAVIOR
Wandering, running away. •
Instances of bizarre behavior
Instances of culturally-Un-

acceptable behavior ••

ANTI-SOCIAL BEHAVIOR
Excessive drinking, alcoholism
Criminality, delinqu@.ncy
Lying, falsification, mis-

representation • • • • •
Sexual deviancy • • • • • •
Drug addiction •• • • • •

.·f" ':;.. ' .

.....;,.: .:'.'

• •
';"j . .... ;,.,

•
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TABLE 7

SPF,cIFIC DESCRIPTIONS USED IN DESCRIBING DIFFERENT MENTAL ULNFSS SYNDROMES

•
- - _.~-- ~ .. •.. -- =====--==-'=::-==,= -- - - -- .. - .,. -

Proportion Using Each Specific Description Among Those Rated as Describing Given Syndrome

Specific First Impression Non-Psychotic Mental Illness "Nervous Breakdown" "Total" Impression
'Psychosis Non- PsychosiS" Non- Psychosis Non- Psychosis Non-

Description Psychosis and Non- Psychotic Psychosis and Non- Psychotic Psychosis and Non- Psychotic Psychosis and Non- Psychotic
Only Psychotic Syndrome Only Psychotic Sy~drome Only Psychotic Syndrome Only Psychotic Syndrome

Syndrome Only Syndrome Only Syndrome Only Syndrome Only
ALL RESPONDENTS

SUMMARY:
DISORDERED EMOTIONAL TONE • • • • 18 52 62 9 51 53 12 56 51 8 68 74
INTELLECTUAL IMPAIRMENT • • • • • 40 36 30

II
41 34 26 21 29 24 34 63 41

DISTORTION OF REALITY • • • • • • 20 39 27 14 40 22
I

11 33 11 17 40 35
DEVIANT EXTERNAL APPEARANCE • • • 18 26 26 15 13 24 15 46 37 13 50 41
VIOLENT ACTS. • • • • • • • • • • 22 27 2 II 11 3 2 /I 15 36 2 22 29 4
VIOLENT. EXTRaIE EXPRESSION • • • 10 13 10

I
7 6 10 I 12 26 22 12 28 20

DISORDERED SELF-IMAGE, I
CHARACTER TRAITS • • • • • • • • 2 18 20 1 20 16 1 17 8 1 19 29

HEALTH ThPAIRMENr • • • • • • • • 3 15 18 2 13 15 7 36 51 2 35 37
SPEECH. MANNERISMS, DISORDERS •• 11 7 4 4 3 4 3 11 3 9 16 " 6
EXCEPTIONAL. UNUSUAL BEHAVIOR • • 10 5 2 7 6 2 3 3 1 11 12 2
ANTI-SOC~L HABITS . . . . . . . 4 11 4 3 12 4 1 3 1 4 11 6

NO SPECIFIC DESCRIPTION • • • • • 23 13 3 26 22 12 51 - 2 28 1 1

Total per centa . . . . . . 181 262 208 140 223 190 152 296 213 161 372 296.
Number . . . . . . . . . .1.758 424 1,158 459 64 2.012 652 66 2.517 787 1.582 1.060

a
Totals exceed 100% because most respondents mentioned more than one type of specific description.

,,'
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TABLE 7--Continued
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Proportion Using Each Specific Description Among Those Rated as Describing Given Syndrome

First Impression Non-Psychotic Mental Illness "Nervous Breakdown" "Total" Impression
Specific Psychosis Non- Psychosis Non- Psychosis Non- Psychosis Non-

Description Psychosis and Non- Psychotic Psychosis and Non- Psychotic Psychosis and Non- Psychotic Psychosi and Non- PSYChotic
Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndroine

Syndrome Only Syndrome Only Syndrome Only Syndrome Only
RESPONDENTS WHO USED SPECIFIC DES-
CRIPl'ION

SUMiI.ARY:

DISORDERED FHarIONAL TONE· •• 23 (fJ 64 12 66 60 23 56 52 12 68 75
INTELLECTUAL IMPAIRMENT • • • • 51 41 31 I 56 44 30 42 29 25 47 64 41
Dl:5T~RTION OF REALITY ••••• 26 44 27 I 19 52 26 22 33 11 24 40 35
DEVIANT EXTERNAL APPF.ARANCE • • 24 29 26 I 20 18 27 29 46 38 19 SO 41
VIOLENT ACTS. • • • • • • • • • 29 31 2 16 4 2 30 36 2 31 29 4
VIOLENT, EXTREME EXPRESSION • • 14 14 10 10 8 11 24 26 23 17 28 20
DISORDERED SELF-IMAGE, CHAR-

ACTER TRAITS • • • • • • • • • 3 20 20 1 26 19 2 17 9 2 19 29
HEALTH IMPAIRMENT • • • • • • • 4 17 18 3 18 16 14 36 52 3 36 37
SPEECl! MANNERISMS, DISORDERS. • 14 8 4 6 4 5 6 11 3 13 16 6
EXCEPl'IONAL, UNUSUAL BEHAVIOR • 13 5 2 9 8 2 I 7 3 1 16 12 2
ANTI-SOCIAL HABITS.. • • • • • 5 12 4 4 16 5 3 3 1 5 11 6

Total per centa• • • • • • • 206 281 208 156 2£lt 203 202 296 217 189 373 296

NumbeJ:' • • • • • • • • • • • 1,361 371 1,128 I 342 SO 1,174 321 ·66 2,475 569 ,566 1,049

a
Totals exceed 100% because most respondents mentioned more than one type of specific description.

•
"( ...

• •
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Proportion Using Each Specific Description Among Those Rated as Describing Given Syn~ome

Specific
First Impression Non-Psychotic Mental Illness "Nervous Breakdown" "Total" Impression

Description
Psychosis Non- Psychosis Non- Psychosis Non- I "Pqichoi":i:st Non-

Psychosis and Non- Psychotic Psychosis and Non- Psychotic !Psychosis and Non- Psychotic Psychosis and Non- Psychotic
Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome

Syndrome Only Syndrome Only Syndrome Only Syndrome Only

RESPONDENTS WHO USED SPECIFIC DES-
CRIPl'ION

DETAIL:
DISORDmED EMOTIONAL TONE

Irritable, excitable, sensi-
tive, easily upset • • • • • 5 20 26 2 26 21 5 29 22 4 26 35

Unhappy, depressed. • • • • • 6 20 16 3 22 14 4 11 7 2 18 20
Worried, fearfu1, anxious • • 5 21 17 4 26· 20 4 14 11 3 21 28
Hostile, aggressive. difficult 5 10 13 2 2 14 2 11 4 3 13 17
Withdrawn, ·introverted, asoci~ 4 7 8 2 2 7 3 14 6 2 12 12
Apathetic, indifferent, inert 3 7 6 2 4 5 5 3 8 3 10 10
Defeated, surrendering, hopeles * 4 3 * 2 2 4 11 6 * 6 6
Secretive, self-concealing • • 1 * 1 * * 1 * - * * 1 2
Outgoing, elated, extroverted 1 2 2 * 2 5 1 - * 1 2 2
Inhibited, repressed, emotion-
ally inaccessible. • • • • . * 1 * * 2 * * - * * 1 1

INTELLECTUAL IMPAIRMENT
Inappropriate, incoherent talk 29 12 3 22 4 4 16 3 2 34 25 $
Distracted, absent- minded.
forgetful. • • • • • • • •• 9 10 13 4 2 11 3 6

~
2 17 19

Brooding, preoccupied • • • • 3 5 10 1 2 9 1 - 2 11 l~
Obsessive, compulsive • • •• 7 12 5 7 12 8 3 6 1 8 12
Major memory disorders,

(amnesia, etc.) ••••••• 8 2 * 16 12 * 16 3 1 11 9 *
Intellectually retarded,

6 8 1 5 6 1uncomprehending. • • • • • • 2 * 2 7 7 1

Im~ired performance, • • • •
4 2 1 3 4 5e ficiency • • • • • • • • • ~ 3 * 2 - *

Complete inability to perform 2 4 2 3 2 1 4 9 9 2 7 5

*Less than oS:t.

....
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TABLE 7--Continued

Proportion U-;ing-~~h=-S~~~ifi;'D~~~;i~ti~~'-A;;~g - Tho~-;; ~t~d ~~-Des~;ibi~~-=gi:~=-S~fu:~;e ===--===--".

first ~pression Non-Psychotic Mental Illness I
"Nervous Breakdown" ,

"Tota'lll Impression
Specific IPsychosisl Non- ! Psychosis' Non-

IPsychosis
Psychosis Non- I Psychosis Non-

Description Psychosis, and Non-I PSYChotiC) Psychosis and Non-1Psychotic and Non- Psychotic Psychosis and Non- Psychotic
Only IPsychotic,Syndrome Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome

Syndrome i Only Syndrome Only Syndrome Only Syndrome only
RESPONDENTS WHO USED SPECIFIC DES- I
CRIPTIONS

DISTORTION OF REALITY
Distrust, suspicions, paranoid trendf 1 12 5 4 8 4 9 11 2 5 12 6
Hypochondriacal tendencies •••• 1 15 11 1 22 1 1 - 3 * 8 14Inabilit¥ to accept, face, adjust

2 9 4 2 8 5 4 11 3 5 8 1to real1ty. • • • • • • •• ••
Lack of ~erspective, impaired

1 6 4 6 3 2 6 9jUdgmen •••• • • • • • • • • 1 * * *Delusions • • • • • • • • • • • • 6 5 * 5 2 * l 2 -1.< g g *Hallucinations . . . . . . . . . 5 2 * 3 16 * 6 * *Excessive fantasizing, break
6 4 3 6 3with reality •••••••••• 2 * 3 * * 3 *Lack of self-insight••••••• 2 2 1 * 2 1 i~ - 1 1 3 2Vague and unspecified reality

5 5 4 4 4 4 2 9 1 3 8 6distortion • • • • • • • • • • •

DEVIANT EXTERNAL APPEARANCE
Tensei jumpy, restless,

22 2 14 21 12 39 28 4 29 36unab e to relax. • • • • • . . . 1 2)
Peculiar facial expression . . . 8 2 1 1 2 2 ,3 - * 8 8 1
Tremors, twitches, tics • • • • • 3 4 4 1 2 4 3 11 7 1 8 8
Stupors, comas, trances • • • • • 4 1 * 1 4 1 12 - 1 5 5 1
Peculiarity in posture, walk . . 3 * * 3 2 * * - * 4 2 *Neglect of personal appearance . 1 * 1 * - * * - * 1 1 1
Other and vague signs in external

6 6 4appearance • • • • • • • . . . . 4 2 3 3 2 2 1 2 3

• • •
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'.'.;

3
*1
1

*1

Sl
12

7
4

3
3
1

14
4
1
;J..
3

9
7
2

8
3
8

2
2
1

l.~
5
2
4

5
6
:3
2*1

*
*
*

7
4
7
3
1

*1

14
4
6

7
11

1

3

2
2

2
1

*1
*

*
*
*

2

*
*

16
3
1

2

26

11
2

11

lh
'6

14

*
*
*

*
*

*1

8
2
8

10
9
5
2
5

'9
7
*

7
3
1
1
1

1

*
*

1

*1

5
6

4
2

2
2
1

4
2

4

2
2

h

12

4
1

'It

*
*
*
*

~~

5
3
h
1

*

6
5
1

2
3

*

*1

7
7
~
2

2
2

*

8
2

"

*
*
*

2

*
*

6
6

4
2

1
2

*

4
5
2
1
2

9
8
3

7
3

11

1

*
*

6
7
2

**

1
1

6
4
5

"2
1

10
3
6

Specific
Description

======-= ======.c==---=-=-=---======f=-
TABLE 7--Continued

Proportio=~=U=s=i=n=g-Each Specific Description Among 'lhose Rated aSD~~~~ibi;:;g'=Given-Syndrome-

First Impressicn Non-Psychc\.ic Mental Illness "Nervous Breakdown" "Total" Impression
ll--------:-~Psycho'f<ie. ' Non- Psychosis I Non- . I1-PSYChOSiS Non- :l':sychosis!.' Non-

I
PSVChOSiS ~andNOI1- i Psychotic, Psychosis and Non-:lPSYChotiC Psychosis and Non- Psychotic Psychosis and Non- Psychotic

Only Psychotic:Syndrome Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic Syndrome
__________________ Syndr~~e I Only Syndrome Only ISyndrome ,Only Syndrome Onl

RESPONDENTS WHO USED SPECIFIC DESCRIP- - ! i \
TIONS '

VIOLENT ACTS
Suicidal tendencies, impulses••••
Homicidal acts, tendencies • • • •
Violent sex crimes • • • • • • • •
Violence ags1'tl8t1'peep1e; other or
unspecified. • ~ . " " " " " " " " ."

Destructiveness, violence against JroP4
Other and unspecified violence • • • .i1

VIOLENT, EXTREME EXPRESSION I
Senseless, excessive weeping •••••'1
Raging, _screaming, tantrums •• • • .:1
Senseless, excessive laughter. • • • .~I
Noisy, loud, boisterous •• • • • • .-.
Hysterics, unspecified • • • • • • • •

DISORDERED SELF-IMAGE, CHARACTER TRAITS
Critical, dissatisfied, complaining••
Egocentric, self-centered, demanding •
Martyred, self-pitying, feeling'! of

rejection "" " " " " . " " " " " "
Insecure, ,lacking self-confidence ••
Self-righteous, self-justifying,
o~"n~e •... " .... " .....

Submissive, dependent, indecisive ••
Self-accusatory, self-blaming•••••

.;.



i'ABLE 7--Continued

IIII~
I'

::==::.

Proportio"D. u~i~ E~~h Specific Description Among Those Rated as DeBc;'ibi~~oG.~~~-SYtldr~me
Specific li'irst Imrl'<?t;:;;J."n Non-Psychotic, Mental mn ess "Nervous Breakdown" ttTotal- Impress:t:m~0Z:;;: Non- iPsyChOSiS 1\Ion- It'sycnos1s Non- " PsyChOSiS 1\Ion-

. ,Description Psychosis and i'! .r'.' ::,~y':hotic Psychosis and Non- Psychotic Psychosis and Non- Psychotic Psychosis and Non- PsyChoticOnly iPsycho':,ic1b;;ndrome Only Psychotic Syndrome Only Psychotic Syndrome Only Psychotic SyndromeSyndrc.:nc Only Syndrome Only Syndrome Only S;yndrome Onl.vI I
..- ..R1SP01IDEllrS ~iHO USED SPr.cIFIC

l)E§CRIPrIONS
HEA"TH IMPAIRMENT
~nic fatigue, exhaution•••••• 1

' ,

6 5' * - 5' 2 n lZ * Y "1<:;,.~S of weight, appetite • • • • • • 1 .3 fi 1 4 l 2 2 7 1 6 6lnsolulia •.•• .. . . •.• • • • • • • 1 .3 1 4 2 .3 8 * 6 8Headit:hes • • • • • • • • • • • • • • * 2 2 * - 1 * - 2 * 2 2Physi'Sl malaise, weakru-.ss, collapse 1 2 2 * 2 1 8 14 21 1 11 11
~~~g~f~C.~Y:h~P~~i~l~g~c••• 1 2 l * 2 .3 1

~ g 1
~

6fhlsi~l illness, vague • • • • • • • 1 4 * 4 .3 1 * 8$'!!:ell MANNERISMS, DISORDERS
I:.lJdnf tc self • • • • • • • • • • • 6 .3 * .3 1 2 - * J 6 1frbos ty, excessive talking •• • • .3 2 2 1 4 2 2 2 1

~
.3JUtism, refusal to talk • • • • • • • .3 2 * * - 1 2 9 * .3 *

Taciturnity, too little talking • • • 1 1 2 * - 1 * - 1 * 1 2other speech disturbances • • • • • • 2 * 1 1 - 1 * 2 1 2 4 2EXCEPTIONAL, UNUSUAL BEHAVIOR
Wandering, running away • • • • • • • .3 * * 2 - * 5 - * 5 .3 *Instances of bizarre behavior • • • • 4 1 * 5 6 * 2 - * 6 4 ftInstances of culturally-unacceptable

6 4 1
behavior .. • . . . . . . • • • • • • 2 .3 - 2 .3 * 7 7 2

ANTI-SOCIAL BEHAVIOR

4
Excessive drinking, alcoholism • • • 2 7 2 2 6 .3 2 .3 1 2 5Criminality, de1inQuenit. • • • • • • 2 2 1 2 - 1 * - * 2 2 1L~~,falsification, srepresen-

4at on • • • . • . • . • . • . . . • 1 1 1 1 .3 * - * * 2 , 1Sexual deViancy • • • • • •••••• 1 .3 1 * - ,
1 * - * * 2 1Drug addiction •• • • • • • • • • • * 1 * * 4 1 * - * * 1 *

\'

.'

• • •
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TABLE B.

INTERRELATION OF FIRST IMPRESSION OF MENTAL ILLNESS AND vnw OF "NON-INSANE" MENTAL ILLNESS

ofv·
Mental Non-Psychotic Mental Deficiency,

Psychosis Non-Mental Illness
Only Syndrome or Unable to Total

Included Describe

"Insanity" only • • • • • • • . . · . . . 8 2 * 10
Undecided, don't know •••. .. · . . . 4 2 1 7
"Non-insane," also, with final rating as:

Psychosis only • • • • • • • . . . . . 9 3 1 13
Psychosis and non-psychotic syndrome • 1 1 * 2
Non-psychotic syndrome only . . . . . 24 33 1 58
Mental deficiency, non-mental illness
or unable to describe • • • • • • • • 4 4 2 10

Total per cent • • • . . . · . . . 50 45 5 100

Number • . . . . . . . . . . . . . J,7$8 1,582 191 3,531

===--==:o.--::=--===:c:o-==,=c========-,"_====.==c._-:=== Pr-;;p;rti~~ oi-Ali"R~~dents~th=CEach Vi~ oi"rJ;~~fus~~;" .'=-_-==:o~:"=

; Mental l11ness and Final Rating of First Impression of Mental Illness of:

.:...~

*Less than 0.5%.

,..;,:.'.

' .. '~'.



TABLE 9

INFLUENCE OF PHYSICAL IMAGERY IN CIASSIFICATION OF "NERVOUS BREAKDOWN"

====-:==::::;;.:=::::====---=:'-=-=-======.:=:..:':-:'::::=:-::=====::::==::--:"-;==:':.::-:==-":::--:".:'-:::=:::::==:=':::::I~::':==========-:::::::::;:==-·=--::::::::==':::==:::::-~=-::-:::=:=·:::':~--======::::.-=
Proportion in Each Descriptive Group who Said

"Nervous Breakdown" was Mental IllnessPhysical Elements in

Description of "Nervous Breakdown"

Overwork-fatigue-exhaustion symptoms described

Nerve damage referred to • • •

Nerve damage not referred to •

No mention of overwork-fatigue-exhaustion symptoms •

Nerve damage referred to

Nerve damage not referred to •

Description Includea
Tense-Uncontrolled

Irritability
Syn-,ptoms

31 (20S)a

44 (694)

SO (256)

S4 (804)

Descriptioll-Did Not
Include Tense-Un
controlled Irrita
bility Symptons

31 (169)

44 (588)

S6 (154)

S8 (491)

•

aThe number in parentheses is the number of cases on which the percentage is based.

• •
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TABLE 9-1 (p. 1 of 2)

EDUCi;.TION, INFOrJ'ATION AND E:XPERIENC~ DIFFERENCES IN SPONTANEOUS REFERENCES TO PSYCHIATRYs

=====================~=====:=8=.~==~==========~==~==~==========~============================~=======================~=====================~~=ca============~~====

2
6

5151

Spontaneous
Reference

to
Foych!atry

Pr~~orti0n of ~espondentc in Indic~ted Group Vo1unteerinn Each Type of Reference
-- ~duc<:~-iona·1 At·~aim:~:·;---- ...~--- Information E:cPO[)U~e f-

p
hcoiDtaci--t:-=Wp.::.i-:-t'"'h·i·---"!!--------s-u-mm-a-r-y.-:-b--------

II II ayc atr c at ents II
--- , --j -,.. II II

Colle e I . Less II High Nidd1e Low III Non- Ino~i- III Inter- !
G d gt S High Seme Grammar Than IIExposure EEl. Il1sti- tutLon- N II Highest d~ t LOl-lest II All

1'a ua e ome hI' 1 xposure xposurell 1 d one II no ...8 ell d
and Colle e Sc 00 HLgh schoo Grammar II (6 or (3-5 (0-2 II tU~ion- a he Re orted IIInvo1ve- In....o1vo- Invo ve- 'IReopon -

Ab g Graduate School Graduate School II 110re S ) S ) II a1ued Patients P II ment t ment II ents
ove Graduate!!Sourceo) ourceo ourceo lIPatients On1v II DGQ n

II II !! !!
ALL REFERENCES n II II II

Psychiatrist •• 00 76 60 56 30 20 II 76 50 31 II 77 45 44 I. 91 53 10 II 53
Psychoana1yot, II II II n

ana1YGt • • • • 7 4 3 1 ~, .,: II 5 2 * II 4 1 1 II 7 2 - U
Psychologist •• 15 15 9 5 3 2 II 13 7 2 I! 12 5 5 \I 26 6 1 n
Doctor_ specializ- n II II U

ing in mental \I II II ft
illneos ("mind" II II II "
or "ll"lenta1" II II II fl
doctor) • • • • 12 13 15 20 1lJ 17 II 15 III 16 II 12 20 15 \I 7 17 14 d 17

Doctor special1z- II Ii II n
ing in nervous II II II n

II II II II
illneoo ("nerve, I \I Ii II II
"head," "brain," 1/ Ii II \I
doctor) • • • • . 6 10 11 15 20 10 III 11 15 16 n 12 16 14 II 4 15 16 II 15

I II II ft
Hents1 hospital \I D II i

(asylum, insti- II n . II II

tution. oanitor- 'I D II n
iUlil) • .• • • • 40 50 50 54 53 46 II: 53 53 46 II 4B 54 45 II 45

!! II II
No reference to G 'I U

any of above • 4 6 10 11 20 30 ii 5 11 27 II 7 16 23!! 2 I 14 I 39 6 15 .

Total per cent
C

10e 174 16G 162 152 133 ~ 170 164 130 II 172 157 147 P. lll2 I 150 1 126 I 159

~coo than 0.5%.
Il"Spontl.'lneouo o:'oreranceo to pGychiatry" are those which occurred in Questiono 1-20, except that references to mental hoopitals in Q.o 20 and 26-2(; are not

included.
bSoe T:.:Ma 56 for a definition of "involvcucl1t."
CTota1o exceed 100% becauoe respondents often used more than one term•

..

-



TABLE 9-1--Continued (po 2 of 2)

Some
High

School

Educational Attainment

High
Sone I School

College Graduate

College
Graduate

and
Above

to
Psychiatry

spontaneous
Reference

=====================T.===---===============~==========~=============-======~=====••=================-===---C.~=============8=====================~ ~==========
Proportion of Respondents in Indicated Group Volunteering Each Type of Reference

II ft- R -------
II R Contact with R bII Information Exposure n Psychiatric Patients II ,. Summary

Les:; II High 'l'dd1 L II Non- Insti- Ii I II
II " l. e Ot~ n II nter- II

Grammar I Than IIExpoGure E E II Inoti- tution- 'T II Highest di t Lowest u All
School Grmmnar II (6 or xP(03Gu5re xP(00su2rell tution- alized R "one

t
dllInvo1ve- mel a

1
e Invo1veJl Respond-

II - - II epor e II nvo ve- II
Graduate School II Hore S ) S ) u a1ized Patients II ment ment II ents

II ources ources 1\ 1 u ment II.Graduate uSources) !!Patients On y!! II

2

3G

53

17
6

12

Ie
12

Total per cent

HOST PRECISE REFERENCE I Ii ii ii ifII u II u
Psychiatrist. • • •• ;;8 76 68 56 3D 20 II 76 58 31 II 77 l~5 44 II 91 53 1C II
Psychoanalyst, psy- II II II II

cho10gist • • • • • 2 4 4 2 1 1 II 4 2 1 II 2 2 2 I' 5 2 - II
Specialist in mental II II II

or nervous illness. 3' 6 11 20 25 27 II 10 In 23 II 10 21 13 1 10 26 II
lienta1 hospital only. 3 e 7 11 16 22 II 5 11 113 4 16 13 1 13 17 H
No reference to nny II II

of above •• 0.0 •• 0.. 4 6 10 11 20 30 II 5 11 27 7 16 23" 2 14 39 II 15
g !!

100 100 100 100 100 10C Il 100 100 100 100 100 100 100 100 100 II 100u II .

TREATMENT CONTEXT . II II
OF ALL REFERENCES TO II I II

PSYCHIATRIC PERSONS II Il II
Non-psychotic disor- Il II II

II II 1\
ders 0 • • • • • 0 52 42 44 33 35 22 II 46 41 27 ft 46 36 31 51 30 1C II

Both non-pcychotic R II II

and psychotic dis- ft U r. II
orders •• 0 0 •• 27 23 22 19 11 C II 30 10 9 II 28 14 13 II 35 17 6 R

Psychotic disorders 0 6 5 5 6 6 7 R 5 6 7 II 5 6 7 II 4 6 6 II
Family crisis only 0 0 11 12 15 12 11 Il 9 13 12 r. 10 12 13 I 7 12 14 U
No reference to psy· Il II fi

chiotrlc persons 0 7 14 17 22 36 52 II 10 22 45» 11 32 36 3 27 56 ti 27

Total per cent 100 100 100 100 100 100 I' 100 100 1000 100 100 100 100 100 100 R 100

Number. 0 • 0 246 360 7:::6 768 G75 596 J 798 1,lll~9 1;2<34 8
1
, J15 . 1.931 785 U . 160 . 3.131 . 240 \1 3.531

II II .' II

• • •



• • •TABLE 9-2 (p. 1 of 3)

2DUCATION. INFORl-1ATION AND EXPERIENCE DIFFERENCES IN KNOWLEDGE OF PSYCHIATRIC PROCEDURESa

aeecc=========ce===~==G f ====bc======.========.========~. wu==--============_ ==-===C==============U=========~==== ...-==-=e== &We-=== =

4

5

3

3

Ie
35

100Total per cent

OBJECTIVE CON'lEm:~ ~ 1 l n - ft
Has no idea • • • 3 11 16 25 45 54 i 10 23 50 n 10 35 38 U 3 213 63 R 30
Vague. unclasG1fi~ n \I "

ablc. evaoivc an- q G ft U
were o,lly •• 2 (, 5 5 4 ~ K 3 6 5 II:? 5 5 n I c: 5 D

Dcccription of con • II H
vC:1Uonal medical R I· B
treatmE!:lt 0:11:: - 1 2 5 6 9 9 3 It 6 2 5 4 1 4 7 i

'PGychothera:,y only H ~ . . .
Vague rcfcrence q q

~ ntlllk" • .' 22 23 23 22 15 :} I 19 22 14 B 22 Iv 17 21 IS. 9
SCtl.c &atal1 • • 57 49 45 34 23 18 I 53 37 21 01 51 30 30 61 35 " 10 !

~cyc4othcrapy a~d n
p~'OicGl poych1at- d I
ric ttft'e-ptes n B n

PS1c!lotborsP7 i~ D. L B
va8u~' refa:ence H n e
.."talk". • • , 3 .3 3 3 2 1 4 3 1 U 4 2 2 U 4 3 * =

PoychotherGt>1Vb:ll' niH
OO\:lC detail •• 8 6 5 4 3 1 7 3 1 II 6 3 2 9 3 2 H

physical poychi· H n
tric therapies H U
only •••••••••• • * 1 1 2 2 3 1 2 2 I 2 2 1 u - I 2 I 4 D 2

100 100 100 100 100 100 . 100 100 i 100 100 100 1 100 -, 100 I 100 I 100

ft I
~ess than 0.5%.
aBased on~. 3~. and any clltcrial opecifically referri~3 to poychiatricto 1u Q.c 16u(2) aud 1~(3)~,~

bSee Table 56 for a definition of "Involvement."



TABLE 9-2--Continued (p. 2 of 3)

7

3

30

34

13

13

100

1

11

10

"II

t
63 "II

II
II

6 II

ft
I

I
9 U

I

100

II
II

Lowest fi All
Involve~11 Respond

ment.1 entll
II

bSummary

7

3

14

35

13

23

100

Inter
mediate
Involve-

ment

6

7

3

3

69

12

100

--.r II
II II II

II g n
54 n 10 23 50 n 10 35 3811

II II II
II II II
II II fl

511 6 8 711 677ftII II II

H H II
II II II

H g H
II II n

II I: "
II II 0
II II R

9 II 9 15 12 III 13 12 13 II
II II II
II u II
II II II
II II II
II II II
II II LII II II

11 "13 15 11 II 14 13 14!1
II I ;

1 I' , 'I: 5 3 2 I
20 I 56 37 13 52 I 30 I 26 n

100 r 100 -I 100 I 100 1 100 I 100 I 100

II

2

23

11

11

45

100

Leao II High Hiddle· Low II Non- Inoti- II
Grammar I Than 1,IIExpooure Ex E r. Insti- tution- N nHighestposure xposure II one II
Scbool Grammar II (6 or (3-5 (0-2 II tution- alized Re ortedllInvolve-

Graduate School III More Sources) sources)d a1ized Patiento p r. ment
Graduate,ISources} IIPatlents Only II

2

7

37

14

15

25

100

Some
High

Scbool

4

13

l~

16

16

Educational Attainment

4

7

14

12

11

High I
Some I School

College Graduate

a

3

a

13

12

College
Graduate

and
l.bove

Total p.~~ cent

Knowledge
o£ Psychiatric

Procedurea

RESPONDENTf S OWN
E1lA!.UATION

Has ftO idea • • •
Explicitly rateD

own information
as inadequate •

Explicitly indi-
cates lac\~ of
further infor-

, mation witb a
vague. general
or incomplete
Bnower • • • •

Expresses some
doubt or uncer-
tainty about
accuracy of own
information • •

Explicitly rates
own information
ao adequate • •

No reference to
adequacy of

answer ·.·.f 56 1 52 ~-
100 100 leO

a=u:::I===ca=-===-c==ec;=DI:ICI = 2 _ _=======-=-====a=Dt:==========:==c::aa=aa= eft.. ========--===== ==:"===== ======== .."C'I:I===:::n:sc:==
Proportio~ of Respondents in Indicated GroU? Giving Each De8crip~ion of PGychiatric Procedures

Ii II 11""
II II Contact with n
~ Information Exposure II Psychiatric Patients II

......

• •
'. ~ .

•



• • •TABLE 9-2--Continued (p. 3 of 3)

7

6

3

""IIII
n 3~
II
II

U
II

9

3

63

or
II

LOl~eBt LAll
Involve~ reopond

ment r. ento
II

6

4

28

2

33C35

.r ~ -------., Leee Ii HiGh Hi h L II Non- i Inoti- 11 I I
; College Hinh Some Grammar Than IIExpoaure E g E ow II Ineti- tution- N II "igheet I ntc;r-
tQ1tad.(\~& Some School High School GrlllllIilar II (6 or 'xposure 'xposurell tution- ::zlized one IIInvolve- mediate
I II 3-5 0-2 Re orted Invo1ve-! I ~~::.. Colleg GraduateI School Graduate School I". Hore S ( ) S ( )11 alized Patients p II ment I
I Aobvti I ources ources II n ment1 GraduatellSources) II Patients Only

:Cncol1ledr;e
of: Paychiatr::'c

Proceliurea

CONTENT AND EVALUATION-"---- - 8 II
Rone • • ' II II

Has no idea. • • • • G 11 1: 25 45 Sf: II IC 23. 5C II 1':'
Evasive or erroneous II . II

Explici tly specula- 11:1,
tive, uncertain, U n II
not further in- . n II ft
formed ••••• * 5 6 7 7 9 n 3 6 8 II 3 6 7 /I

Not explicitly in- I' II II II
adequate •••• 2 2 1 3 3 6 II 3 4 3 n 2 4 3 n

iTague pGychotherapy '. II II n
)nly I II 0 II

Expu'dtly 9pecula-, 8 II II
tive. uncertain, i ~ III n
not further in- I n I II

formed •• • •• , 10 11 15 13 10 6 L Ie 14 10 U 12 12 11 U 6 12 7 II 11
Not explicitly in- : II; II D

adequate ••••1 12 12 c· ~ ~ 2 II 9 C l; Ii Ie 6 (, II 15 7 2 II
30me detail on psycho- I ~ H II D
therapy and/or physical II II n nil

therapy, II II II I
Explicitly specula-' U II n I

tive, uncertain. 13 17 20 16 13 10 II 15 10 12 II 10 14 16 n 15 16 10 16
Not explicitly II n n

speculative, un-Inn n
certain • • • •• SO 42 311 27 17 13 P. 50 27 13 45 23 19 II S9 27 60 27

Total per cent 1 '0 1CO 100 100 100 10C n 10C 100 ICC I 10C 100 lOr n 100 10C 100 I 100

Number. • • • 246 36(' 7CC,' 76:) 675 I 696 1 79G ~9'-r-r,2u4 - C15 1.931 785 '1 160 3.l3~1 240 13,531

! ' --

.c:=============c......+====================~================================~=======~===========================c=================~====~====================~=c===~=~.. t : Pro~ortion of Rspondents in Indicated Group Giving Each Description of Pcychiatric Proceduree
- " II II' . ~ , II b

I
Educational .'ttainment II Informatioa E:cl)ODUre II Contact w~th II Summary

II .!! Peychiatric Patiente!! ,.



TABLE 9-3 (P. 1 of 4)

EDUC:'\TION, INFORHATION AND EXPERIENCE DIFFERENCES IN CONCEPTIONS Oi~ ::>SYC::L',TRY
u

r
======~==========~=============================================================================================================================================~=====

Proportion of Reo;:>ondents in Indicated Group Giving Each Description of Paychotherapy- II -- ----11
I " Contact witlj " bEducational Attailunent I Information Exposure " 11 Summary
I Ii Psychiatric Patients "Conception II

of College Leon I High lIiddle II Non- Inati- ii "Low II Insti- II Intcr- "psychotherapy Graduate Some High Some Grammar Than I Exposure Exposure Exposure" t ti
tution- None II Higheot mediate Lowest II All

and College. School High School Grammar I (6 or (3-5 (0-2 II u. on- alized Reportedl~nvolve- Involve- Involve-DReopond-
Graduate School Graduate School \ More II al~zed Patients II ment ment II entsAbove Graduatel Sources) Sources) Sourccs)IIPatients Only H

ment
9

DETAIL " II II
11 II H

Emotional, affective 20 16 12 G .J. ..J. .,!1 9 4 II 16 7 6 24 9 2 II 9
t. •Providea emotional " g
"support, reaa- II UIIsurance, moti- I II D
II n

vation • . . . . 10 12 6 4 3 2 10 5 2 II 9 4 3 16 5 1 D 5n n
Fermita cathar- II II, II gois or relief I n

II D
from verbalizing " II

n II
problems • . . . 10 5 6 3 1 1 6 4 2 II 6 3 3 l} 3 1 D 3u II

Encourages inter- II n II
II " n

personal acting I n
!I "" II

out. development II II
U U II

of innight • • . 4 1 1 2 1 - 3 1 * u 3 1 1 1\ 4 1 - II 1II
II !! !!

*Less than 0.5'1..

aBased on ~. 30. and &1Y materinl opccif~cally re~errinG to poychiatrioto in Q.o l6A(2) and l6A(3).

bsee Table 56 for a definition of "Involvement"
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TABLE 9-3--Continued (p. 2 of 4)

•
--~=============================================••=a•••"-=-=Da====a======================================================================================~====.

Proportion of Respondents in Indicated Group Givins Each Description of Psychothe~apy
II II II

. II II Contact with II . b
Conception

Educat1.on l.ttdnment II Information Exposure II Ph' tiP ti t II Summary
II S)'C loa rca en s II

. I
of Colle e ~ Leas High I'liddle Low II Non- Insti- II _ II

Pflychotherapy G d g S High Some Grammar' Than Exposure E E II Insti- tution- N II Highest In::rt Lowest II Allra uate ouc . ' xposure xposure one me a e
and Colle e School Il1gh School iGrammar (6 or (3-5 (0-2 II tution- alized Re ortedllInvolve- Involve- Involve-IIRespond-

Ab S Graduate School Graduate School Hore S ) S } II alized Patients p II ment ment Gents
ove ipraduate Sourcefl) ources ourcea !!Patients Only l! ment !!

I

1

II II II

DETAIL--Continued II II II
II II II

Rational. logical,
II II II

, II II II
II II II

didactic •• . . . ' 47 41 35 26 16 11 42 27 15 II 12. 22 23 II 49 26 9 II 26- _. - - - - - - - J - r. Ii
Reasons, per- f II

suades, dis- I II II
II II

suades: "talks i II II
II II

patient out of
II II
II II

it," changes
II nn II

hifl thinking • 19 17 17 13 8 7 19 13 7 17 11 11
1\

16
n

1\ 13 3 II 121\ II

., Adviaes, guides, 1\ n
1\ 1\

inotructs: U n 1\

teachea
II II
II II

"healthy"
1\

U1\

II 1\ -A-modeo of 1\

thought and/or
II II

fI
II
II

emotional con- II

trol • • •
II. . 17 16 13 11 7 4 16 11 6 II 16 9 3 II 21 10 4 10

BExplains, inter- n Iprets: dia- 1\
II

cUGses·causes. 1\
1\ II U''makes patient

Isee" real U IcauseD of hiG Idifficulties • 13 10 7 4 2 1 9 5 2 8 4 4 16 4 2 5n II

..... :...



TABLE 9-3--Continued (p. 3 of 4)

..=---a--=c.====-=-~=a======-= --=======~==:===-================== =============a============================~=============c======sa=========~c=acc=-=~
~roportion of Respondents in Indicated Grou~ Giving Each Description of Psychotherapy

--1l II ---..
II II Contact with II "b

Education Attainmenl: ft Information EJ.posure II P 1 i tiP ti l:" II Summary
n II sye l arc n en 0,;, II

SOT.lC
High

School

&:onception
of

isychotherapy
College

Graduate
and

Above

Some
College

High 1,
School i

Graduate ~
.-,

Lc::s II High Biddle' Lm~ II Non: Insti- II
GraT.lr.l::lr I Than. 1.I.Exoosure E E II Instl.- tution- N nHighestII 'xposure 'xposurell 'one II '
School Gr=ar II (6 or (3 5 (0 2 II tution- alized R t dliInvolve-

II - - II epor e II
Graduate Scbeol II Hore S ) S ) II alized Patients II ment

GraduatellSourcea) ource:: ources !!patients Only .1

Inter
mediate
Involve

ment

Lowest I All
Involve- Respond-

ment ents

4

2

4

4

11

l!.

.i!.
108

than one

,-

~
.1
J

I
II
~

~

2

1

1

~

5

4

4

12

5

4

7

2

3

z

c

5

3

3

3

.!Q.

2

6

4

3

12

2

4

4

6

11-

3

4

4

4

ll.

2

3

6

9

!Q.

II II I IIII II IIfl II II

~ In 11 -2. g!Q. 11 -1. g 17
II II II

II II II
II II II
II II II
II II II
H 7 4 2 II 6 3 411
II II II
II II II
II 11 ft
II II II
II II II

I
II II II
I II II

II II II
II II II
II II II
II II II

II 6 4 2 II 6 4 2 f1'

II II I
II R I

n II D
r. 7 5 311 6 4 4 g
n II U

II II III II

n IIII II I
2 n 3 2 1 U 3 2 142

Vague reference tOj I t II
Iltalk" only • • '. 25 ~ ll. .ll. --!L ..1. j ~ . ll. ll.: II ~ ll. .!!. 22 ...1
No reference to B H
psychotherapy • • 10 19 24 37 57 72. 17 3.-5 63 Ii 17 liL &9 5 40 7S

Total per cent . un 113110 103 lOS 103 D 117 107 104 I 114 107 106.. 120 109 103
categor~~ota1s shown are the totala of majo~ categodeoonly. They exceed 1001. because a reopond..nt could describe psychotherapyIn terms-that fit mort;

DETAIL--Continued
Commonsense. prac
tical•••••••

Recommenda
changes in 11 f(
aituation:
changing job.
divorce. etc. •

Recommends pa
tient develop
new interests,
ensage in con
structive or
distractive
activities

RecolJIIDends ,a
tient ta!te a
vacation to ge
rest a: a c\lanGI

Recommends sensi
ble physical
roe1mcl1: lIIdre
sensible diet.
etc ••••.

• • •



• •
TABLE 9-3--Continued (po 4 of 4).

•
...=~==-=_am=========-=.=c=aaa~=====-=========_==================a====================================a==============c========~cm=eo==aaw ===_=G======au======..

Proportion of Respondents in Indicated Group Giving Each Description of. Psychotherapy

II H ontact with
Educational Attainment II Information Exposure ii P hei i P i Summaryb

Conception ii . n ayc atr c at ents

of Colle e LeSD il High Uiddle Lo,~ r. Non- Insti- Inter- U
Psychotherapy Gr d 8t Some High Some Grammar Than nExposure E E "insti- tution- N HiChest di Lowest" Alla ua e 1 u xposure xposureu one lor. me ate !Ir.

and college Schoo High School Grammar II (6 or (3-5 «0-2 U tution- aliEed Re orted ,...nvolve- Involve- Involve1reopond-
Above Graduate School Graduate School II More Sourceo) Sources) II aUzed Patients p cellt ment ment ft ents

Graduate IISources) Patients Only "

S~ ~ I
Emotional only 0 • 0 0 10 7 5 5 3 1 1\ 7 5 2 7 4 3 11 4 1 U 4
Emotional as precon- U II

dition for. preUui- n H
IJ"y to, ratio~al and is I
or practlcl11 • 0 0 0 10 9 7 3 2 2 d 10 4 2 9 3 3 13 5 1 I 5

Rational only o. 0 o. 31 29 26 21 11 9; 28 21 12 g 23 16 18 32 19 7. 19
Rational and practical 0 4 3 3 3 1 n 6 2 1 r. 4 3 3 6 3 1 3
Practical only 0 • • • 6 6 9 6 7 6 II 9 3 5 II 9 7 5 8 7 2 7
Vague reference to II U

"taUt" only 0 0 0 0 25 26 26 25 17 9 I 23 25 15 U 26 20 19 25 22 9 21
No reference to psycho H U

therapy •• 0 • 0 0 10 19 24 37 57 72 H 17 35 63 n 17 47 49 5 40 79 41

I ITotal per cent 100 100 100 100 100 100 II 100 100 100 I 100 100 100 100 100 100 100

Number 0 0 0 0 246 .&80 786 763 675 6961 790 1,449 1,2341 015 "1.9~1 735 160 "3.131 240 3,531

:"" .. "



TABLE 9-4

Stll1l-lARY OF EDUCATION, INFORlfATION AND EXPERIENCE DIFFERENCES IN KNot·~ OF PSYCHIATRya

========a===~=========~_= = -=e=c====a===--==~==========================--=ea======~===============================-===========-.-==-==~====p. __=====c=a==
Proportion of Respondents in ~ndicated Group with Each Degree of Y~owledge

Educational Attainment
U b

II , U Contact with n Summaryn Information Exposure II Psycl1.iatr1c~tiento II
D _.,_

Less II lligh Niddle Low If Non-· Inoti- n Inter-.- ----g-
GraJllOlarI Than ftExpooure E Ex fl Inoti- tution- N Un Highest di t Loweot u, Allx ooure osure one . me a e .
School Grammar II (6 or ~3-5 ~0.2 ~l tution- alized Re orteddlnvolve- Inv lve- Involve-IIRespond-

IGraduate School II More S ) S ) I alized Patients p H ment 0 t ment ents
GraduatellSources) ourceo ources uPatients Only L men II

Some
High

School

College I I High
Graduate Some School

and College Graduate
Above

Ltoit of
Knowledge about

l1~ycMatJ:Y

8

Number ••••

, No \(bowle<lge • • • • 3 6 9 14 30 45 1 5- '14 37 U 4 24 28 :- 19- 50 -I 20
Fie~ of opeciali· U i H
~~Cri exists • • 1 4 5 12 16 19 n 4 10 16 R 4 13 12 1 11 20 i 11

psye~iatry' io name . R n U
a.f; field'. . . • • 6 0 9 9 9 5 H 7 9 0 H 7 8 8 4 S 5 n

Psy.c:.~iatry is physi- B n r.
, cal therapy ••• * 1 1 2 2 3 H 1 2 2 r. 2 2 1 - 2 4 I 2
I'sYRbiatry is talk • ~5 26 26 25 17 9 A 23 25 15 H 26 20 19 25 22 9 21 '
l'~hotherapy is BUD
.~tion~l, common- R D I
:~ensica1 • • • • • 45 39 38 30 21 16 fl 43 31 10 U 41 26 26 46 29 10 U 29

Pq~hot~rat>Y has U U n
~?tional elent!'nts 20 16 12 3 5 3 17 9 4 = 16 7 6 ii 24 9 2 e 9

Total per cent 100 100 100 100 100 100 100 100 100 100 100 100 B 100 100 100 I! 100

246 360· 706 760 675 .696 n 790 1,449 1,284 015 _!,93~ ~85 1_ 160 3,131 240 13,531

*Less than 0.5%.
SftliG classification of knowledge io based on a partial croso-tabulation of opontaneous references to psychiatry. shown in Table 9-1, against knOwledge of

poychiatric procedures. shown in Tables '9-2 and 9-3. The 39 per cent·who had apparently no information about psychiatric procedureo are subdivided into those who
made no spontaneous reference to psychiatry ("No knowledge"), those who referred to practitioners of psychiatry, but not by that term ("Field of specialization ex
ists"), and those who used the term, "psychiatriot" ("Psychiatry 1s :name of field"). The 61 per cent who had oame information are claosif1ed without regard to
their spontaneouG usage of terms, with the few who mentioned both phyoical therapies and psychotherapies, being c1aosif1ed in terms of their references to psycho
therapy.

bSee Table 56 for a definition of "inVolvement."

..

• • •
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TABLE 9-5 (p. 1 of 2)

EDUCATION, INFORUATION AND EXPERIENCE DIFFERENCES IN OPINIONS OF APPROPRIATE TIME FOR PSYCHIATRIC INTERVENTIONa
,". .

.====c===============-~ac••aa=====c=====================••a===••a==D===============c===.~D".==============m==========-==-=.="=C=="_=_ ..~-=cC&...au~========..
Proportion of Respondents in Indicated Group Men~ion1ng E~ch Point of Referra~l _

Time or Point
of

Referral to
Psychiatrist

College
Graduate

and
Above

II .--. H Contact with . ----.-- b
Educational Attainment G Information Exposure ~ Psychiatric Patients I SUIIlIIIary

I Leso tHigh Midd1 g Non- Inoti- ~ I I I ;
High Some Grocraar Than JjExposure Ex oou:e Ex Lg:ur&Insti- tution- None Highest Ime:~:~; ." Lowest· All

co~~e ISchool I High I School IGr8llllllar II (6 or ~3-5 ~0-2 ~ tution- alized Reported nvo1ve-llnvo1ve_ Invo1ve-IReopond-
ge Graduate School tcraduate School n More Sourceo) sources)!' alized Patients ft ment ment ment! ento

Graduate liSources) !~atients Only U il

3

10

22

13

11

I
n
n

I
D
«

9

2

4

18

;~~:'

,,;:;;.'

)fl}

9

4

22

14

11

2

8

267

3

a

35

i jj IiI II
II

U L I
II 'I III 24 23 20 ~ 23 23 21. 23

U If! 10 11 10 II 12 11 O. 8
d II
II rI 13 14 13 n 11 I 15 I 12

e II
Ii II
" GU Uft 5 4 2 II

U U
U H
U n

4 ~ 16 10 6 B 16

4

21

15

10

6

2

25

14

12

3

9

24

15

11

4

11

20

13

11

3

c

19

11

19

9

2

18

25

10

lU11IOUT DELAY
Before it is serious,

general and un
.pecified •.••••

At first sign of i11~

ness, first occur
rence of symptoms
or problems • • • •

When person first re
alizes he haa symp
toms or problems •

HITH PERSONAL
STRAIN

When symptom;; of in
ner stress occur •

When person feels
he needs help with,
io unable to cope
with, .his p.rob1ems.

~ased on Question 29.

bSee Table S6 for a definition of "involvement."
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TABLE 9-5--Continued (po 2 of 2)
/

a~D"-=====cac======~===== a-=============~===================~====-=_~aacD==a===c~=~===c=====~============.=====a========================............. -==caa=
Proportion of Respondents in Indicated Group Mentioning Each Point of Referral

6 I 6 !l 6 5 4 6 6 5 6 5 7
I

3 2 2 1 1 2 2 2 2 2 2 1

3 4 3 4 5 5 2 4 5 1 4 4
1 2 3 3 2 3 1 2 3 2 2 4.. r I, ., ,., 17 2 5 17 3 a 15

100 I 100 I 100 I 100 I 100 I 100 100 100 I 100 I 100 I 100
f

100
246 360 786 7CiU I 675 696 .793 1.449 L204 815 I 1.931 765

. III Contact with -----g
Educational Attainment n Information Expooure d Psychiatric Patients g

I. ,

COllege, I High
Graduate Some School

and College Graduate
Above

High ..
Expooure I-liddle Low /I Non- InsU- ..

(6 or Exposure Exposure" Inoti- tution- K.~re (3-5 (0-2 II tution- alized None r. Highest
Sourcea) Sources) sources)" alized Patients ReportedRlnvolve-

p,!'atients _Only e ment

5

7

6

3

3

5 I
.I
1 I
2 I

II

5 II

2 2

4 (.
6 2

26 9

100 100
240 3.531

Lowest I All
Involve-DRespond

ment Il ents

3

5

t
7

3

" bSU1IID1ary

Inter
f!lCdiate
Involve-

ment

if

9

4

3

6 6

4 2

2 4

- 2
1 Q

100 100
160 3.UI

I

7

3

3

6

4

3

6

4

4

il

= Ii
B R

5 II 5 J.I - 5 Ua

6 U I
I
I

3 II

~
H

3 U

I
4

G

6

a

5

4

7

3

6

2

G

1

Leos
Than

Grammar
School

IGraduate

5

6

2

3

Grammar
School

Graduate

6

5

3

3

Some
High

School

7

5

5

4

5

5

3

!l

6

7

4

3

Total per cent
Number ••••

;.:rime or Point
of

Referral to
Psychiatriot

UITIl EXTEffil"L
EFFECTG

When peroon'c-Condi
Han io apparent
to otboro' 0 0 0 0

When symptoms mani
foot in extenal
teb8vlor oc~u~ • •.. ' .

~

< •••

• • •



tABLE 9-6

REASONS ASCRIBED TO OTHERS FOR NOT SEEKING NEEDED PSYCHIAtRIC TBEAnm.'Ta ~.

~a---=a=-======--zaaa===.=====lS== ~==a:Da=nr-=n=""==nM ==-==-====...=:o__........=...........--=aau:a==
Proportion of Indicated Group

Mentioning Each Reason

*Less than 0.5%.
aBased on question 32A. c'"
bTotals shown here are the totals of the major categories only. Since a re-

sponden~ co~ld men~tnn more than one type of reason within a major category as well aG
more than one major category of reasons, totals of its sub-categories ~=c ~ot, in gen
eral, the same ao the percentage shown for a category as a whole, and totals of the
major categories exceed 100% for "all reasons mentioned."

All Respondcnt:l n Respondents PCl'ceivin8
H Unmet Needs

1 1 3 3

2 2 5 5

1 1 4 4
.....

II ,". '.'
..

II ..
II
II

4 4 II 14 14II
II
II

72 72 II - >-
111 100 II 141 100II

II

3,531 3,531 U 939 989

*

2

2

3

4

7

1

6

1

11

10

17

14 _
_.;-

12

.n.
17

Host Serious
Reason

Mentioned

6

4

7

2

2

2

4

1

9

11

10

17

33

30

2

2

1

3

3

5

1

3

4

*

*

*

1

1

13

~ H ~
II

5 H 32
II

fl
II

U
II
II

II
II

II
II
II

II
II
II
II
II

U
II

II
II

II
II
II
II
II
II
II
II

fi
II
II

II
II
II
II
II
II
II
II
I

II

II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
I

Hoat Seriousll All
Reaaon II UeasollS

Mentioned !I Mentioned

2

3

2

1

3

5

9

a

1

*

*

3

1

1

All
Reasom

Mentioned

Believe in self-reliance,
solving own problems

Believe stigma attaches to
seeking psychiatric
treatment, other or un-
specified •• •

Afraid of diagnosis or
treatment; fear being
found seriously ill, hos
pitalized • • •

Don't want (afraid to) face
.. - themselves, learn truth

about self. • •••

Don't want to (afraid to)
reveal themselves to
others •

Don't want to (afraid to)
lose or give up sympto
matic behavior, grati~

fications • • • •
Negligence, procrastination
Fear, shame, embarrassment,

vague and unspecified • •

Won't admit, resist, recog
nizing their need, general

·Therapy is expensive •• •
Psychiatrists are unavail-

able. • • •
Therapy is long, time-con

suming • •• • •

Believe·seeking psychiatric
treatment would define
them as "crazy," "insane"

Reason for Not
Seeking Needed

Psychiatric Treatment

No unmet needs perceived
bTotal per cent •

Number •••

Lack confidence in psychi-
atry. • •••

Objective difficultie~ in way
of treatment • •••••

Resistance. opposition to
psychiatry • •• • • •

Lack of essential information

Unaware of their need •
Unaware of what psychiatry

is or does. •••
·Unaware of available psy~

chiatric facilities ••
Lack of information, vague

and unspecified • • • • •

•

•

•



2

9

3

1

20

36

25

3

*
1

15

3S

31.

Lowest I All
Involve- Respond-

ment ents

9

2

3

1

Summary

20

36

25

Inter
mediate
Involve

ment

2

4

6

2S

18

27

14

5

2

*

1

38

20

26

None IHighest
Reported tnvolve

ment

2

3

6

*

33

25

19

5

5

1

16

20

20

14

u

2

1

4

1

37

21

26

2

3

9

1

39

25

17

2

4

2

31

29

15

14

II Contact w1.thII l~fondQtio~ Exposure g Psychiatric PatientsII _

2

6

1

1

20

36

14

2

6

1

1

26

37

22

Grammar
School

Graduate

3

1

1

25

12

36

16

Some
High

School

2

9

2

3

26

37

16

Educational Attainment

6

2

9

3

24

33

19

High
Some ISchool

College Graduate

2

2

4

27

36

10

15

College
Graduate

and
Above

a Non- Insti-Leas D High l-'liddle Low r. InsU- tuUon-
ThanUExposure Exposure Exposureu tution- alized

Grammar u (6 or (3-5 (0-2 Halized Patients
u )11School u More Sources) Sources llPatients Only

I
~raduatellSources) _I I I I 1-- I

De.ire to Consult
a Psychiatrist

%:.&U 9-7
ImuC:.TIOUl.L. IllFO;::;;.TIOiT I.IID I~X::'ERmUCZ DIFFE::mrcr.::l III PEn.::lOlL'.L INTEREST IN CONSULTlUG :. ,.'SYCHL'.TRISTa

....-...==----========, == ==zn=======-_-======:::======::I====Z=::=:===--===-============;:=====c==============================:-;:::::=::===================~-=.==a==========-===t:---- , , ,- ' , Pro!>ortion of. RC:lPondeot:; io Indicated Group Ex!>reooiop: Each Degree of lotereot ,.

Interest
Admission of ther

apeutic need • •
Present thera

peutic inter-
est ••••

Past thera.:;.
peutic inter-
est •••

Denial of need
Precautionary

interest • •
Didactic in

terest • • •

No Interest (denial
of need)
. Contingent

willingness
Pregmatic re

jection ••
Positive oppo

sition beyoncl
simple la.ck
of need ••

,

'*Less than 0.5'...
aBased on questions 33. 33A and 33B.

Don't know. unc1assi-
fiab1 ' 4 4

Total per cent 100 100
Number • • •• __~6 3.531

", ....

• • •
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TABLE 9-3

REASONS FOR OPPOSITION TO CONSULTING PSYCHIATlUSTSa

Proportion ~kU1tioning

Bach Reason• Reasons for Opposition
to Consulting Psychiatrists Respondents

Who Believe
Others to Be

Opposed

Respondents
Opposed

Themselves

Threat to Self-Ioagc

Psychiatry is entirely unsound: invalid, in-
effective, useless • •• • •

Proportion of total population in
group ••

Total per cent • •

Number

won't admit, resist, recognizing their need

Believe seeking psychiatric treatment would de
fine them as "crazy," "insane". • ••

Believe in self reliance, solving Own problems.

Believe stigma attaches to seeking psychiatric
treatment, other and unspecified. •

Afraid of diagnosis or treatment; fear being
found seriously ill, hospitalized ••

Don't want to (afraid to) face themselves,
learn truth about self. •••

"...
7

1

3

3

3

46

46

8

20

19

15

11

10

12

25

100

697

117

23

16

3

17

12

10

7

5

16

-1
22b

J
136

7C

13

9

100

631

lC

aid

Total cper cent · . . . .
SUMMARY

Self-image only .
Psychiatry only ·
Both . . . ·

Don't want to (afraid to) reveal themselves

Don't want to (afraid to) lose or give up sym
ptomatic behavior, gratifications • •

Fear, shame, embarrassment, negligence, vague
and unspecified • • • ••• •• •

Criticism of Psychiatry

Psychiatry is suspect, questionable, dubious
Too unfamiliar to have confidence in it
Too expensive for what it does •
Sometimes harmful. dishonest, etc.

Psychiatry is unnecessary: other sources of
are sufficient ••••• • ••

~ased on Questions 32A and 33B.

bDetail not available.

CTotals exceed 100% because some respondents mentioned more than one
reas·on •

•



TABLE 9"9

EXPLICIT EVALUATIONS OF PSYCHIATRya

Comment on Psychiatry

Proportion of Respondents
Making Each COlIIIIIent

All I}Iost Extreme
Comments CoQmCnt

}Iade Made

. - :.... .'. ....

•
Psychiatry is invalid. ineffective, useless

Psychiatry is dishonest, a deliberate
fraud or racket • • • • • •

Psychiatry is based on incorrect theories
of human behavior • •• •••••

Psychiatry is just talk, doesn't give
treatment • • • • •

Psychiatry can't help anyone, other and
unspecified. ••

Psychiatry is unnecessary • •

Others (physicians, friends) offer ade
quate and/or equivalent aid •

Religion offers adequate and/or equiva-
lent aid • • •••

Psychiatry is personally inacceptable

People should be self"reliant, can and
should solve own problems. ••

Accepting treatment would define person
as psychotic, insane ••• ••

Accepting treatment would damage self-
conception, other • • •

Treatment is personally distasteful,
vague and unspecified

Psychiatry is suspect, dubious. questionable

Psychiatry contains charlatans: many
practitioners unethical •

Psychiatry is too expensive for what it
does •••

Psychiatry is too unfamiliar to have con-
fidence in it • • •

Treatment may create or intensify prob-
lems • • •

Psychiatry is (partly) a fad

Psychiatry is admirable, praisworthy

No evaluative references to psychiatry

Total per cent

Number

2

1

1

4

3

1

5

3

3

4

4

3

3

2

1

7

4

15

12

2

69

109

3,531

2

1

1

4

2

1

4

2

3

'4

3

2

2

1

*

7

3

13

6

2

69

100

3,531

•

aBased on all comments made in the course of the interview.

*Less than 0.5'7..

•



TABLE 9-10 (p. 1 of 3)

SELECTED COMPONENTS IN A'n'ITUDES TOWARD PSYCHIATRY

• SPONTANEOUS REFERENCES
Most p~ecise term used

Psychiatrist • • • • • •
Psychoanalyst, psycholo-

gist • • • • • • • • •
specialist in nervous

or mental illness
Mental hospital •
None • • • • ••

Total per cent
Per cent of those refer
ring to psychiatric per
sons who used the term
psychiatrist • • • •

2

12
31
47

100

a

44

1

19
14
22

100

63

46

2

10
14
20

100

70

I
I 46

2

22
14
16

100

65

69

3

13
n
U

7
100

31

32

3

9
4
2

100

07

41

35

36
8
6
6

100

33

33

100

44

27
5

.10
14

31

72

38

13
7

13
29

100

25

70

33

13
6

14
34

100

21

59

29

9
9

17
36

100

a

a

a
3
4
7

73
100

Context of references to
psychiatric persons

Non-psychotic disorders.
Both non-psychotic and

psychotic disorders
Psychotic disorders •
Family crisis only. •
No reference to persons.

Total per cent •
Per cent of those refer-
ring to psychiatric per
sons who cited them for
non-psychotic disorders. i

I

~oint of ucc of ncychiatrie
person:: in f=ily crisis I

First step • • • • • ../ 4 9 13 16 23 33
Second step • • • • • • 5 10 26 27 35 39
Third step • • • • • • • 1 14 13 9 13 8
No reference to use •• t-_9::.;0:.........l.._.....:::5.::.9_-I-_.....::4~l)_4-_.....::4;::::8_-l-_-=2~9_-+_-=2:.::0;.....-

Total per cent 100 i 10() 100 100 100 100

Per cent of those men-
tioning use who men
tioned it as first step.

•

7169576263a

KNOt~EDGE

Specificity
Bone ..., • •• . 62 39 45 46 25 14
Vague •• • • • •• 24 25 17 17 19 22
Specific: Speculative 4 13 14 16 13 20

Non- speculatiV1't-_~lc:::O_.;.: _--=2:t..3_-+;_---'2~4:!....+-----=2~1'--+_-....:t.3~C-+--...:44:!:!..-
Total per cent 100! 100 I 100 100 100 100

Per cent of those with
specific knowledge who
were non-speculative .

•

Limit
~knowledge • • • • •

Field of specialization
exists • • • • • • •

Psychiatry is name of
field • • • • • • • •

psychiatry is phyoical
therapy • • • • • •

Psychiatry is talk. •
Psychotherapy is ration

al, commensensical
Psychotherapy has emo

tional elements •

Total per cent

Per cent of those with
specific knowledge of
psychotherapy who men
tioned emotional ele-
ments

48

11

3

24

11

3

100

a

21

12

6

1
26

26

100

23

27

11

7

1
19

27

n
U

100

23

24

14

9

2
19

26

6

100

18

10

7

8

2
23

37

13

100

27

3

2

9

5
22

34

25

100

42

~oo few cases to report a percentage



~BLE 9-l0--Continued (po 2 of 3)

Sza__ ·...........cr=-==&I~.:D=z::z=a:~=-=-====ac=.z::=-=--=z:;a= ..="n""7===a::D'=r -..... -
Proportion of Respondents in Indicated Attitude

Aspect of Group with Each View of Psychiatry
Attitude toward Com- Istron 1 ! Im- ! Im- !Approving,

l'sychiatry pletely : 0 g I' Opposed plicitly plicitly II Eotbusi-
Onnosed ppose Relectin2 Acceotinl! astic •APPROPRIATE TIME

Without delay. •••
With personal strain •
With external effects
10 due course •• ••
Never •• • •••
Don I t Itnow •••••

134
16

32
10

9
3S

3
11

35
12
10
30
1

12

S3
11
12
14

10

S2
17
14
13

4

63
17

9
a

3

•

•
a

2
3

56

39

33

23

90

19
14

G
2

12
9

41

100

100

100

2

*

2
1

72

56

36

3

33

42

23
4
9
4

16
11

27

30

100

100

3

1

1
1

94

60

31

59

100

100

4
4

1

1

1
2

5

*
1
1

61

1

79

36

13

2

17

16

13

61

100

100

2

2

3
1

2
3

1

2

*1

43

5

74

11

32

13

100

100

a

a

2

2

2
4

1

5

34

100

100

Total per cent •

BELEVANCE
Nature of contacts

Knew non-institutiona-
lized patient who was:

Helped. • •
Don't know whether

helped • •
Not helped because
of:

Nature of prob-
lem •••

Behavior of pa
tient ••

Don I t know why •
l'articular psy

chiatrist ••
Nature of psy-

chiatry •
Did not know non-insti

tutionalized patient.

Total per cent •
Per cent of those know
ing who said it helped.
Per cent of those say-
iog "not helped" who
blamed problem o~ pa-
tient • • • • •

Awareness of needs
Knew someone who woul d

benefit from treat-
ment but deterred by:

Lack of information I
Lack of means • I
Resistance, hostil- ,

ity • •
Did not know anyone who

would benefit • .;.!_...:1:.:0::.::0:-...-+_~8~3_-+__7:....;5~-I_~1:.::0:;:0_+_~3l=---4_--=3~O~
Total per cent • I 100 100 100 100 100

Personal interest I

Therapeutic I

Present • •
Past • •• •

Precautionary • • •
Didactic ••• ••
None: Future contin-

gent wi1ling- I
ness . •.• - 11

Pragmatic re-
jection • • • I 9 7

Positive oppo-
sition •• .! 91 78

Uncla8sifiable, don't I
know •• ••••• .;-1__..;-_-+_--..:1~---1I-_..::3~--I~---:1~0~.......j.__..::3~-1-__...l~_

Total per cent .! 100 100 100 100 100 100

*Less than 0.57..



•

•

•

TABLE 9-l0--Continued (p. 3 of 3)

=-.......=======••••=-===.=
===a·=p~~~ti~~l=R~~~d~t;~ Indfcated~it~~·'

Aspect of Groun with Each View of Ps chiatrv
Attitude toward Com- Strongly 1m- 1m- Approving

Psychiatry pletely 0p,poaed plic:l.t1y plicitly Enthusi-
ODl)osed Opposed IteMd::i.ri.. Accentinl! aotic

EVALUATIONS OF PSYCHIATRY
All CODDDents

Invalid- • . · · · 100 63 - - - -
Unnecessary • · · 10 411 - - - -
Unacceptable · · · · 22 19 69 - - -
Questionable · · · · 10 20 39 - - -
Admirable . · · - 1 1 - - 100
None · · · · - - - 100 100 -

Total b ISO 147 109 100 100 100per cent

Least favorable comment
Invalid · 100 63 - - - -
Unnecessary - 37 - - - -
Unacceptable · - - 69 - - -
Questionable - - 31 - -

L.lO~Admirable - - - - -
None . . · · - - - 100 100

Total per cent :.:I 100 i 100 100 I 100 100 ; 100
I I

Number 97 I 240 691 !
1.370 ! 1,069 ! 64· · · · ;

~Totals exceed 100% because respondents could be classified in more than one
category.



TABLE 9-11

EDUCATION. INFOlUlATION AND EXPERIENCE DIFFERENCES IN ATTITUDES TOWARD PSYCHIATRY
-=."K~==c=mcc====z=. ===~========~=================~===-====c====~====c=aa==c==.=.a=.================~====.====a===.z=-.= ....==.acE_=O.=-.~C••"Proportion of Respondents in Indicated Group with Each Attitude toward Psychiatry .as===~

a U Contact with U
Attitude

Educational Attainment C Information Exposure II Psychiatric Patients a Suumary
II II B

toward College Less H High Middle Low n Non- Insti-
Psychiatry High Some Grammar Than ftExposure Inter-

Graduate Some Exposure II Insti- tution- Highest Lowest All
School 11igh School Grammar U (6 or Exposurell i alized None Involve- mediate Involve-and College School n More (3-5 (0-2 n tut on- Reported Involve- Respond

Above l>raduate School Graduate Sources) II alized Patients ment ment ents
GraduateUSources) Sources)ftPatients Only ment

DETAIL U
Psychiatry is in- I ft

valid: completely g

Iopposed. 2 3 3 3 3 3 I 2 4 U 2 2 5 * 3 7 3
strongly n

opposed. 7 8 4 4 3 3 4 4 4 C 5 4 4 7 4 4 4
Psychiatry is unnec· I

essary: strongly 0opposed. 2 3 2 2 3 3 1 3 3 u 2 3 3 2 3 3 3
Psychiatry is un-

a
n

acceptnblcH.'ppc~cd 11 12 11 13 lCt 17 12 12 17 iI 12 13 16 11 13 20 13
Psychiatry is aUG- I

Hn
pect: opposed. 5 6 5 6 6 7 5 6 7 II 6 6 6 7 6 7 6u

No cOllDllents: aa
implicitly Irejectin!! 23 28 35 40 46 45 B 23 40 47 11 46 50 5 39 49 39a u
implicitly 0 31 17 n 25acceptin~ 45 38 38 30 21 21 a 51

~
57 15 63 30 10 30

Psychiatry is admir- Iable: approving•• 5 2 2 2 2 1 3 2 1 5 1 1 5 2 * 2

'Iotal per cent 100 100 100 100 100 100 100 100 100 I 100 100 100 100 100 100 100

SMIARY
Overtly opposed . . 27 32 25 28 31 33 23 27 35 • ?7 20 34 27 29 41 29
Implicitly rejecting 23 28 35 40 46 45 23 40 47 B 11 46 50 5 39 49 39
Implicitly accepting

S4 33 13 62 26 16 68 32 10 32or overtly approviul 50 40 40 32 23 22
Total per cen 100 100 100 100 100 100 100 100 100 10q 100 100 100 100 100 100

Number . . . 246 360 736 768 675 696 798 1 449 1.254 815 1 931 765 160 3 131 240 3.531
.- -"- ~ p-

., ,,"

• • •



• •
TABLE 9-12 (po 1 of2)</

'iNFLUENCE OF ATTITUDES TOWARD MENTAL ILLNESS AND TOWARD HUI·IAN BEHAVIOR ON ATTITUDES TCMARD PSYCHIATRY

•
"

SA _ ••_~...:a.... _c==============================c======= =.~===============~============================~===========~ ....aae.=a===========
Diotributiou of Attitudes toward P8ychiatry II ~roportiou Accepting PsychiatryII

II among Respondents withamong All Rcopcndeuts with Indicated View II
II Indicated V ew and with

Related Attitude Implicitly II Concrete ConcreteIITotal II Perceptiona PerceptionsOvertly Implicitly Accepting GHostile Rejecting or Overtly Consistently Not Consistently
I • Extending ExtendingApproving Per cent Nuaber tbrouab Neurosis throu2h Neurosis

CONCEPTIONS OF MENTAL ILLNESS
eonctete perceptionsa

~sistently extended through personality disorders • • • • • • 19 21 60 100 126
Consi.tently extended through neurosis . . . . . . . . . . . . 24 31 45 100 289
Limited ~o psychosis generally . . . . . . . . . . . . . . . . 20 39 33 100 628
I.imitedtovl 01 ent psychosis . . . . . . . . . . . . . . . . . 31 30 31 100 1,369'0 apparent'i'"Ception . . . . . . . . . . . . . . . . . . . . 33 46 21 100 721

_neral ;usag~
(185)bConsistent non-psychotic . . . . . . . . . . . . . . . . . . . 27 33 40 100 993 61 35 ( 813)

Inconsistent non-psychotic . . . . . . . . . . . . . . . . . . 29 39 32 100 1,644 40 (163) 31 (1,481)
Inconsis:tnt psychotic • 0 • • • • • 0 • • • • • • • • • • • • 30 48 22 100 548 28 ( 52) ""21 ( 496)
Consiste psychotic • 0 • • 0 • • • • • • • • • • • • • • • • 34 43 23 100 239 c ( 12) 22 ( 227)
None . .. -. .- .. . . . . . . . . . . . . . . . . . . . . . . . 38 51 11 100 102 c ( 3) 10 ( 99)

Descriptive criteria
Emotiona1- funcUonal deviancy • • • 0 • • • • • • • • • • • • 0 27 35 38 100 1,666

I
52 (331) 34 (1,335)

Genera! '(amspecified) deviancy . . . . . . . . . . . . . . . . 31 44 25 100 084 42 ( 26) 25 ( 858)
Cognitive-control deviancy 32 40 28 100 981 • 34 ( 58) 28 ( 923). . . . . . . . . . . . . . . . . .

Relation 1:0 ~lit:1.onal defects
Vol~OI1al defect is mental illness 0 0 0 • 0 • • • • • 0 • • 0 28 35 37 100 924 53 (147) 34 ( 777)
No expl£ci~ or :onsistent position on volitional defects o 0 0 29 40 31 100 2,026 48 (235) 29 (1,791)

·VolitioeAl,aefect is not mental illness 0 0 0 ••••• 0 0 0 0 32 41 27 100 581 40 ( 33) 26 ( 548)

~or clarity of presentation, this table omits a residual group not. clearly classifiable for this attitude dimension.

bn.e number in parentheses 1s the number of cases on which the percentage is based.

cTo 0 few cases to report a percentage.



~nLE 9-l2--Co~tiuued (Vo 2 of 2)
===================a========~=========================================~======~========================================~=====:F===.====.=.======c=••=mac••=zc8*C

Distribution of Attitudes toward Psychiatry Proportion Accepting Psychiatry
among All Respondents with Indicated View among Respondents'with

Indicated View and with
Related Attitude i Concrete Concrete

I Implicitly Total
Overtly : Implicitly Accepting Perceptions Perceptions
Hostile I Rejecting or Overtly Consistently Not Consistently

. A rovin Per cent Number Extending Extending
pp g throu~h Neurosis throu2h NeurOSis

APPROACHES TO Hill1AN BEHAVIOR I
Frequency of psychodynamic explanations '

Used three or more times 0 0 0 0 0 0 0 • 0 0 0 0 0 0 0 0 0 0 0 0 0 27 I 26 47 100 2G2 75 ~ 56) 40 ( 226)
Used twice 0 0 0 0 0 0 0 0 0 0 0 0 • 0 • • 0 • • • • 0 0 • • 0 • • 29 34 37 100 623 60 63) 35 ( 560)
Used once 0 • 0 • 0 •• 0 0 ••• 0 • 0 • 0 ••• 0 • 0 •••• 00 2C 3~ 33 100 1,160 47 141) 31 (1,019)
Never used ••••• 0 ••••• 0 • 0 0 • 0 •• 0 0 0 0 • • • • • 30 44 26 100 1,466 37 (155) 25 (1,311)

Emphasis on rational self-control
None • • • • 0 0 • • • • 0 • 0 • 0 • 0 • • 0 • • • 0 • 0 • • 0 • 0 23 40 37 100 656 60 (108) 33 ( 548)
Little • 0 • • • 0 0 0 • • • 0 • 0 0 0 0 • • • • • • 0 0 • • • • 0 27 37 36 100 300 47 (38) 35 ( 262)
Moderate ••••• 0 0 0 •• 0 0 • 0 • 0 • 0 •••••••• 0 • 0 30 39 31 100 1,647 49 (.185) 29 (1,462)
Great ••••••• 0 • • • • • • 0 • 0 • • • • • • • • • • 0 • • 33 39 23 100 928 37 (84) 27 ( 844)

Volunteered situations for which psychiatry is relevanta
Both non- or pre-psychotic and psychotic disorders • • • • • • • • 19 30 Sl 100 617 66 (137) q7 ( 480)
Non- or pre-psychotic disorders only 0 ••••••••• 0 • • • • 23 39 3G 100 1,323 50 (153) 16 (1,170)
Ambiguous disorders only • • 0 • 0 0 0 • 0 • • • 0 • • • • • • • • 34 40 26 100 427 43 (30) L5 ( 397)
Psycliotic disorders only 0 0 • 0 0 • 0 • • • • • • • • • • • • • • 31 43 26 100 213 c ( 15)-' 25 ( 198)

FEAR OF PSYCHOSIS
,Dangerousness of the "insane"a

Generally not dangerous ••• • 0 • • • • • • • • • • • • • • • • 29 33 38 100 1,490 56 (198) 35 (1,292)
Generally dangerous ••••••••••••••••••••••• 29 43 28 100 1,853 44 (200) 27 (1,653)

.Prognosis for "t.nsanity"a
Can generally recover completely

And moot do • • • • • • • 0 • • 0 • • • • • • • • • • • 0 • 0 24 31 45 100 525 59 (76) 42 ( 449)
But most do not ••• 0 0 • • • • • • • • • • • • • • • • • • 29 35 36 100 1,009 51 (144) 32 ( 865)

Can generally get better (but· not recover completely)
And most do • • • • • • • • • • • 0 0 0 • • 0 • 0 • • 0 • 0 • 28 40 32 100 305 55 (31) 30 ( 274)
But most do not •••• • • • • • • • • • • • • • • • • • • • 29 40 31 100 1,150 46 (126) 28 (1.024)

Generally cannot "even get better • • • • • 0 • • • • • • 0 • • • 35 44 21 100 453 28 (35) 21 ( 418)
,Reaction to recovered former patienta

Normal behavior. no difference ••• 0 ••••••••••••• 0 25 39 36 100 1.274 53 1154) 34 11•120)
Care. consideration 0" '0 • • • • 0 0 0 • 0 • 0 0 0 • 0 0 0 • 29 37 34 100 634 49 79~ 32 555~
Dubiousness. discomfort • • • 0 • 0 • • • • 0 0 0 0 0 • 0 0 • 0 0 30 35 35 100 365 53 45 32 320
Fear ••• 0 • • • 0 • • • • • • • 0 • • • 0 • • 0 0 • • • 0 0 0 31 41 28 100 931 45 108 26 021
Retection. avoidance • • 0 0 • • • • • • 0 • 0 0 • • 0 0 0 0 0 0 • 43 38 19 100 131 c (In 19 (120)

• • •



• • •
TABLE 9-13 (p. 1 of 3)

EDUCATION, INFORNATION AND EXPERIENCE DIFFERENCES IN TOTAL ORIENTATIONS TOtvARD HilllAN BEHAVIOR AND MENTAL ILLNESS

*1
5

12
19
24
21
12

6

*1
4
9

16
21
22
18

9

100

100

100

100

,,,.

/.

*5
I 13

19
24
21
10

6
2

1
5

I;' 1~
." 24
:. 26

25

*1
5

12
19
24
21
12

6

*1
3
8

16
23
23
10
o

100

100

1
3
7

12
19
32
26

3
9

14
26
19
14

8
5
2

100100 I 100 I 100 B 100 J 100 I 100

~ .
II I IIn I II
II I n
II I II
II II
II IIn 1 - - 1 * _u
/I 4 1 *.4 1 *n
117 4 216 3 411
II 15 3 5 14 7 7 nII II
/I 21 16 12 I 21 15 12 U
U 21 24 13 I 20 23 25 II
II 16 24 26 I 18 23 25 'II
II 11 16 24 12 19 21 II
,I A 7 13 I 4 9 13!!

*3
10
19
23
23
15

6
1

1
3

10
17
26
27
16

100

r- II I ~100 II 100 100 100 100 100 100 I 100
U G

I II
II

I * * * II _ * * IIII II
II 1 1 3 * 1 2

i 1 4 8 2 6 7
7 10 16 7 13 15 II

12 '20 23 15 20 20 Ii

22 24 25 21 25 26 Iii
26 23 16 24 20 10
19 13 7 19 11 0
12 5 2 12 4 4

*

*2
7

15
22
26
18
·0

2

1
5

12
22
26
23
11

100

100

*1
3

10
21
27
24
11

3

*2
o

17
23
23
19

3

100

100

*

1
"3
10
17
24
22
16

7

2
6

10
19
23
22
12

6

100

100

1
7

13
24
23
20
12

1
4
9

14
20
21
18
10

3

100

100

1
4
o

16
20
24
19

2
5
9

22
22
21
10

II
1

100

100

(Least).

3 (Host) •
7
6
5
4
3
2
1
o

7 • • • •
6 • • • •
5 • • • •
4 .. .. • •
3 .. • • ..
2 • .. • ..
1 • • • •
o (Least).

Total per cent

Total per cent

DCfCcC of Rational
Or cntlltionll

D (lloot) •

Degree of Psycho
logical Orienta
~a

Cd~=~~===============================:=======~===~===================================~============:========================================~=====================~==
Froportio:l of Rcspondcnto in Indicatcd Grou:) ,~ith Each Orientation toward Human Behavior

II II Contact "lith ~"'l----------------
Educational Attainmcnt /I Information Exposure ,I P hi tiP i t I Summarv

Orientation -1-----,,....----,,....----.....,-- !! svc arc at en s I -

tm~ard C 11 Leso II High Midd1 10 I Non- Insti- II I t H
Human 0 ege S High Some Grammar Than IlExposurc E e E W I Insti- tution- N IIHighest n er- Lowest rl All

Graduate orne, II xposure 'xposura . one II modi atc I
Behavior 11 School H1.gh School Grammar II (6 or (3 5 (0 2 I tution- a11.zed R d IIInv01ve- I -1 Invo1ve-IIRespond-

and Co ege h II - -, 1 . d . eporte II nvo vc- II
Graduate School Graduate Sc 001 II More Sources) Sources)l a l.ze Pat1.ents n ment metlt ment II ents

Above GraduatellSources) I Patients On1v II D

---Less than 0.5'7..
aThe full de finition of each of these scores can be found in a note at the end of the table,.

....

. '. " ...:..

:..··1:



tABLE 9-13--Continued (p. 2 of 3)

.===========================----========================~========~~-~------------------------------------------------....__.....- ....~-- ...............=----======;;==:=========================~-==--.=
Proportion of Respondents in Indicated Group with Each Orientation toward Human Behavior - --

Educational Attainment II II Contact t~ith II ,.
I

Orientation II Information Exposure II II Summary III II Psychiatric Patients !!toward
College Less II High Low II Non- Insti- II

BurII8Q High Some Grammar Middle II Inter-Than II Exposure II Insti- tution- Nell Highest Lowest AUBehavior Graduate Some School Exposure Exposurell t ti _ mediateHigh School Grammarll (6 or alized on III 1 Invo1ve- Respond-and College (3-5 (0-2 II u on Reported ll nvo ve-Graduate School Graduate School II Hore II a1ized Patients nvolve-
Above Sources) ment ment ents

GraduatellSources) Sources)IIPatients On1v ment
::

Net Degree of poy- II II
II II

cho1ogica1 orien- II IIII II
tat ion II II

II II
G (I·lost) • 2 1 * - - - II 1 - - II 1 * - 3 *II II - *7 4 3 2 - * - II 3 1 *

II 3 1 * 5 1 1· . . . II II -
6 4 5 2 1 1 *

II 4 1 1 II 4 1 1 11 2 * 2· . . . II II
5 10 6 5 2 1 1 II 6 3 1 II 6 2 2 12 3 1 3· . . . II II
4 10 7 6 5 2 1 II 0 4 3 II 7 4 3 II 13 4 2 5· . . . II II

3 17 10 9 7 6 3 II 11 3 4 II 11 6 6 II 16 7 5 7· . . . II II
U2 11 13 11 10 6 7 U 13 9 7 II 12 9 7 14 9 5 9· . . . II II

1 15 14 13 13 12 9 II 12 15 10 II 12 13 11
~

6 13 6 12· . . . II II
0 9 10 11 12 13 9 II 12 12 10 II 10 12 10 6 12 7 12· . . . II II

-1 6 13 11 15 13 14 II 11 13 13 II 11 13 12 II 6 13 10 13· . . . II II

-2 4 5 11 13 14 13 II 6 12 14 II 9 12 14 2 11 15 11· . . . II II
-3 4 7 7 9 12 13 II 5 9 12 II 6 9 11 2 9 12 9· . . . II II

-4 3 4 7 n 9 12 II 5 7 11 II 5 9 10 2 C 14 8· . . . u II II

-5 1 2 2 2 6 . 10 II 2 3 7 II 2 5 6 2 4 11 4· . . . n
II

-6 * 2 2 4 6 1 2 5 • 1 3 5 3 8 3· . . . - II -
-7 . . . - - 1 1 1 2 U * 1 2 D * 1 2 - 1 4 1

ft
II

-0 (Least). - - - * * * * * * II - * * - * * *
Total per cent 100 100 100 100 100 100 ~ 100 100 100 100 .100 100 H 100 100 100 100

II
798 1,449 1,264 015 1,931 705 n 160 3,131 240 3,531Number •••• 246 360 786 768 675 696 8 II

• • •



NOTE TO tABLE 9-13 (po 3 of 3)

The items entering into the two basic scores and the weights assigned them
are shown ·in detail below. The "Net Degree of Psychological Orientation" is de
fined as the "Psychological Orientation Score" minus the "l\atio114l Orientation
Score."

Height Assigned in
Score of

Psychological Rational
Orientation Orientation•

•

•

.lli!
Approaches to Human Behavior

(1) Use of psychodynamic explanations
Used to explain two or more examples
Used to explain one example
Used to explain no examples

(2) Emphasis on rational self-control in modify-
human behavior

None • • • •
Little ••
Moderate •
Great

conceptions of Mental Illness

(3) General usage
Consistent non-psychotic
Inconsistent non-psychotic •
Inconsistent psychotic
Consistent psychotic
None • • • • • • ••

(4) Descr~ptive criteria
Emotional-functional deviancy
Cognitive-control deViancy
General deviancy 0 • • • • • •

(5) Concrete perceptions
Consistently extended through neurosis
Limited to psychosis generally
Limited to violent psychosis
No concrete perception
Unclassifiable • • • • • • •

Fear of Psychoais.

(6) Dangerousness of the "insane"
Generally not dangerous
Generally dangerous
Unclassifiable • • • 0 •

(7) Prognosis for "insanity"
Can generally recover completely
Can generally get better but not recover

completely • • • • • • • • • •
Generally cannot even get better
Unclass1fiable • • • • • • • • •

(0) Reaction to recovered former patient
Normal behavior, no difference
Care, consideration
Dubiousness, discomfort
Fear ..•.....
Rejection, avoidance •
Unclassifiable • • •

1
o
o

1
I
o
o

1
o
o
o
o

1
o
o

1
o
o
o
o

o
o
1

o
o
o
1

o
o
1
1
o

o
1
o

o
o
1
1
o



•

TABLE 9-14

POSSIBLE DETERRANTS TO THE USE OF PSYCHIATRY IN RELATION TO KNOWLEDGE OF PSYCHIATRIC PROCEDURES
8

===============~======~~===============c=

Possible Deterrant
Pro ortlon of Rca ondcnte in I~dicutcd ~~owlcdHe Group Rctcrrlnn to ~aCh YOOD1D~C ueterrant

to Use of Psychiatry No Field Psychiatry Psychiatry Psychiatry Psychotherapy Psychotherapy" Total
Knowledge Exists Is Name Is .Physical Is Is Is II.

of Field TheraDv Talk Rational Emotional ft Respondents

ALL RESPONDENTS H
Direct limitations • • • • • • • • • • • • • • "9 15 13 25 26 31 43 " 24

High cost of psychiatric treatment • • • • (6) (8) (9) (14) (12) (16) (22) U (12)
Shortage, unavailability, of psychiatrists (1) (3) (2) ( 3) ( 3) ( 3) ( 4) II ( 3)u
Social diaapproval • • • • • • • • • • • • (1) (2) (5) ( 8) ( 6) ( 9) (13) ft ( 6)
Undependable professional standards · . . (2) (4) (7) ( 3) ( 9) (11) (15) II ( S)R

Indirect by delegation to physician
II. . . . . 24 30 36 32 3!l 34 38 n 33n

Neae mcntloned • • • • • • • • • • • • • • • • $9 54. 52 ~ 4:3 37
II

~369 II

Total per centb • • • • • • • • • • 102 104 103 109 112 113 118 r 110

Number . . . . . . . . . . . . . . 719 ~82 277 63 736 1,037 317 3,531
g

RESPONDENTS WHO MENTIONED DIRECT LIMITATIONS n

High cost of pOJcblatrlc trcatoent · . . 67 54 51 c 47 53 52 II 52
Shortage, unavailability, of psychiatrists !l 20 10 11 9 9 G 11
Social dioapproval • • • • • • • • • • • • 12 12 27 23 20 30 I 25
Undependable professional standardo · . . 10 27 37 35 35 35 33

Total per cent
b 105 113 125 116 125 126 I 121. . . . . . . . . .

Number . . . . . . . . . . . . . . 66 59 51 16 190 325 136 843

~~s~==~=.=~c===================================p=================a==========.c~================

4sased on all relevant volunteered remarks throughout the interview.
bTotals exceed 100% because some respondents mentioned more than one type of factor.

cToo few caoes to report percentages.

• • •



• TABLE 10

INCONSISTENCIES IN FIRST llAPRESSIONS OF MENTAL ILINESS~

AND V!E'HS OF "NON-INSANE" MENTAL 11LL1ESS AND
"NERVOUS BRFAKDOWNS"

Proportion in
Type of Inconsistency Each Group

Explicit1yself-contradictory

Referred to "nervous conditions" as category of mental illness,
but did not classify "nervous breakdown" as mental illness 16

Volunteered term "nervous breakdown" as category of mental ill-
ness, then did not classify "nervous breakdown" as mental illness 2

Other self-contradictory use of terms •••••••••••••• 1

Described same s~drome under "nervous breakdown" and mental ill-
ness but did not classify "nervous breakdown" as mental illness • 7

Inconsistent with technical criteria

Included "non-insane" within mental illness,
IInervous breakdown" in non-psychotic terms,
it as mentaJ. illness •••••••••••

and described
but did not classify

31

•
Described "nervous breakdown" in psychotic terms but did not
class~ it as mental illness • • • • • • • • • • • • • • •

Did not include "non-insane" within mentaJ. illness but described
"nervous breakdown" in non-psychotic terms and classified it as
mental illness . . . . . . . . . . . . . . .

DeScribed "non-insane" in psychotic terms

Used diagnostic labels with other than technical meaning

Did not include "non-insane" within mental illness, after having
described non-psychotic syndromes as mental illness • • • • • • •

Uninformed

No conception of mentaJ. illness other than mental deficiency •

ApParently no conception of mental illness • • • • • • • • • • • •

Consistent

Conception of mental illness limited to psychosis ••••••

Conception of mental illness included non-psychotic syndromes

Total per centa

Number

7

5

15

6

4

1

2

7
28

132

3,531

•

~otal exceeds 100% because some respondents were inconsistent in more
than one way•



TABLE 11 •RELATION OF VIDrJS OF "NERVOUS BREAKDOWNS"

TO VIm.r,) OF mrVJ, ILLNE&S

Proportion of Each Group
Classifying "Nervous

'I:lreakdoll'U" as
Menta:' D.lness

Mental nlness

of Non-Psychotic

Rating of First Impression of

Mental Illness and View

~ .
IRespondents! Respondents

.Whose Des
I Whose Des- I ri ti

All '[' criptions.: Of
c

"PN ons
f "~T I ervous

o "ervous Breakdown"

I
.Respondents,: Breakdown II, in N. ,were on-·

, Included; P h ti
, Phis' sye 0 c; sye os : T Onli i : erms y

. rl _

(1758)8 66 (417)
(1582) 66 (264)
(191) 75 ( 37)

First impression

PSJOhosis only •
Includes non-psychotic •
Other •••••

Mental illness VB. "insanitY"

"Insanity" only • • • • • •
Includes more than "insanity"
Undecided, donrt know. • • • •

Rating of "non-insane" mental illness

Includes psychosis •
Non-psychotic only •
Other. • • • • • ••

45 ( 359)
50 (2914)
31 ( 258)

48 ( 523)
51 (2012)
42 ( 379)

72 ( 89)
66 ( 566)
57 ( 63)

66 ( 118)
67 ( 366)
61 ( 82)

'1 41
(1181):,,56 (1194)

36 ( 142)

!
j:

I':" ~ .~-:.2)

I:;' (2L1 1.)
3'; ( 171)

46 ( 355>
50 (1537)
45 ( 222)

•
First impression was psychosis only and:

Mental illness was "insanity" only •• 41 ( 287) 72 ( 78) 34 ( 178)
Mental illness included "non-insane, II but

described as including psychosis.. • 45 ( 341) 62 ( 90) 43 ( 220)
Mental illness included "non-insane,"

described as non-psychotic only . . . . 46 ( 832) 67 ( 183) 44 (597)
...• , First impression included nen-psychotic and:

Mental illness was "insanity" only •••• 56( '5P) b ( U) 59 ( liS)
Mental illness included "non-insane, II but

described as including psychosis • • • 58 ( 126) b ( 24) 56( 96)
Mental. illness included "non-insane,"

described as non-psychotic only . . . . 56 (1158) 65 ( 200) 57 ( 887)

&rhe number in parentheses is the number of cases on which the percentage
is based.

brae few-cases to report percentages.

•
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Chapter 4 Tables

•
TABLE 12

MENT!l.L ILLNESS CLASSIFICATION OF SIX EXAMPLES OF HUMAN BEHAVIOR
--=:==- :-:=':::=:-=.:--::::':::::.

Proportion Classifying Given Person in Each Way

• r,.._ .-..0("

:;'~~fi~t~~l!:~' f:~\~;,,~ ,.,

~_.

Classification ""'snk Jro.s" I "Bstty Smith" I"Bill Williams"I "Goorgs Brown" "Bobby Greyl' "Mary White"I (Simple I (Anxiety (Conduct (Compulsive-
(Paramid) Schizophrenic) I (Alcoholic) Neurotic) Disturbance) Phobic)

Something wrongs

Mental illness•••••• 15 34 29 18 14 1

Undecided, don't know •• 8 9 8 1 8 2

Not mental illness•••• 12 28 34 26 29 14

Nothing wrong. 5 29 29 49 49 71

Total per cent • • • 100 100 100 100 100 100

Number • • • • • • • 3,531 3,531 3,531 3,531 3,531 I 3,531
I !

... ~ -.j. .. , .~ .... - _ ..

.~ .
.;-< : .



TABLE 1)

NUMBER AND TYPE OF EXAMPLES OF
HUMAN BEHAVIOR CIASSIFIED AS

MENTALLY-ILL

Proportion or All Respondents

Number and Type

•
None is mentally-ill.

One is mentally-ill •

17

34

Paranoid olllY
Alcoholic only • •
Simple schizophrenic
All other

only

28
3
2
1

Two are mentally-ill. •

Both psychotics
Paranoid and alcoholic • •
Paranoid and anxiety neurotic
Paranoid and child • • • • • •
All other •• • • •

Three are mentally-ill

Both psychotics and alcoholic •
Both psychotics and anxiety neurotic
Both psychotics and child
Paranoid, alcoholic and child
Paranoid, alcoholic and anxiety

neurotic •
All other •• • • • •

Four are mentally-ill •

Both psychotics, alcoholic, anxiety
neurotic • • • • • • • • • • • • •

Both psychotics, alcoholic, child
All other •• • • •

Five are mentally-ill ••

All but compulsive-phobic
All but child
All other •••••

10
7
3
2
2

4
3
2
1

1
2

3
2
2

2
1

*

24

13

7

3

•

All are mentally-ill

Total per cent

Number ••••

*Less than 0.5%.

.. .

. . . .

2

•
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TABLE 14

RELATIONSHIP OF GENERAL IMPRESSION OF MENTAL ILLNESS TO PERCEPTION OF MENTAL ILLNESS IN SIX EXAMPLES OF Hm{AN BEHAVIOR

f
'j

====-==~=-==~---=========

Proportion Classifying Each Person or Type as Mentally-Ill among Those
with Indicated "Total" Impression of Mental Illness

1

52

No

Impression

2

Usage

75

Psychotic

Consistent

8

77

Usage

Psychotic

Inconsistent1

5

82

Usage

Non-Psychotic

Inconsistent

91

Consistent
Non-Psychotic

UsagePerson
OIl

bPe

At least one of above • • •

Non- j Nc·~··
Psychotic PsycDJtic

Included.in Not Included
First in First

Impression Impression
"Frank Jones" Paranoid.. -a2-~~~I---------:7::-::3:------+-----::70:::------+----677:::-------t-------;4-::2-----

"Betty SmithU (Simple
Sohizophrenic). • • • • • 45 10 30 31 27 14

"Bill Williams" (Alcoholic) 43 37 25 22 16 8
"George Brown" (Anxiety

Neurotic) • • • • • • • • 30 24 15 I 13 I 7 I 6
"Bobby Grey" (Conduct

Disturbance) •••••• 21 16 12 12 I 9 I 8
"Mary White" (Compulsive

Phobic) • • • • • • • •• I 11 I 8

90

Four-question summaryt
Personality disordered (and
all oi;,b. below) included 8 4 3 3

Neurosis (81ld all othe11!l b9- s
low) included. • • • • • • 12 11 7 6 5 2

Limited to psychosis,
generally • • • • • • • • 21 21 16 17 19 6

Limited to violentPl~osis 34 36 42 38 40 33
No apparent recognit:...on. 11 14 22 26 30 51
Usage not consistently
cl.Qssitiable. • • • • • • 14 14 10 10 6 8

Total per cent. • • 100 100 I 100 100 100 100

Number •••••• 572 426 1,644 548 239 102



TABLE 15
SEVFRrry AND TYPE OF MENTAL ILLNESS PERCEIVED IN SIX EXAMPLES OF HUMAN BEHAVIOR

- - - - --
Proportion Classifying Mental Illness of Given Person as Each Degre~ of

Severity or Type among Those Vfuo Regarded Person as Mentally-Ill
Severity or "r~lluk Jonea" ! "Betty Smith" "Bill Williams" "George Brown" "Bobby Grey" f1Mary White"

Type I (Simple (Anxiety (Conduct (Compulsive-
(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic)

SEVERrry
Serious. . . . • . .. .. .... .. .. .. .. .. .. .. .. .. .. .. .. . 11 41 1J 34 62 19
Not serious. .. .. .. .. .. .. .. .. .. .. . .. .. .. .. .. .. .. .. .. 20 43 19 53 28 14
Undecided, don't know. • • • • • • • • • • • • • • • 9 10 8 13 10 7

Total per cent. • • • • • • • • • • • • • • • • 100 100 100 100 100 100

DIAGNOSTIC TYPE
Schizophrenia. .. . .. • • .. • .. . .. .. • .. .. .. . . .. 3 2 * * * -
Psychosis, other or unspecified. • • • • • • • • • 20 3 3 2 1 2
Incipient or borderline psychosis. • • • • .. .. .. .. 6 2 * 1 * *
Neurosis, emotional disorder, personality dis-

turbance .. • • • .. .. • .. • .. • • .. .. • • .. .. . • 1 2 1 3 1 5
Nerves, nervousness, nervous disorder. • • • • • • 4 2 1 19 * 12
Non-psychotic mental illness, ~ther~r unspecified 5 8 6 9 3 9
Mental illness, not further specified. • • • • • • 61 80 89 64 96 11
Incipient or borderline mental illness, not further

specified. . . .. ... .. . .. .. . . .. . . .. .. .. .. .. 3 1 - 2 1 1

Total per centa .. . . . .. . .. . .. . .. .. .. .. .. 103 I 100 100 100 102 100
Number . .. . . .. . .. .. . .. .. . .. . .. . .. . .. 2,664 1,194 1,001 640 I 494 242

*r.ess than 0.5%.

aTotals exceed 100% because a few respondents were undecided between alternative diagnoses.

-.

.;-

• •
.- -

•



- -------------- --- =:-"-=----.----________________==-====-:::- i -=--=---
Proportion Categorizing Given Person in Each Way

egory "Frank Jones" IIBetty Smith" 11 Bill Ui11iams" "George Brownll "Bobby Greyn "Mary Whiten Any One of
(Simple

(Alcoholic)
(Anxiety (Conduct (Compulsive-

(P2!'anoid) Schizonhrenit::) Neurotic) Disturbance) (Phobic) Precedine:

ALL RESPONDENTS
Mental illness•••••••••• . . . 75 34 29 18 14 1 83
Emotional illness, disorder • • • • • • * * * * * * 1
Nervous illness, disorder • • • • • • • 2 1 * 6 * 2 10
Physical illness, disorder . . . . . . 1 2 4 4 * * 10
Other illness • • • • • • • • • • • • • i.' * 5 * * - 6

Temperament, conditioning, personality. 14 59 23 56 36 88 96
Bad will, defective character • • • • • 4 1 36 6 18 1 49
Supernatural influence, witchcraft,

possession. • • . • . . . . • • . • • * * * * * - *
Reasonable response to current circum-

35stanQ es • • • • • • • • • • • .. • • • 2 1 4 11 22 1
Disapproved response to current cir-

stances • • • • • • • • • • • • • • • * * * * 1 - ..6..
Normal, transient stage of development - * * * 4 - Ii
No classification • • • • • • • • • • • 2 2 2 3 2 3 *

Total per centa • • • • • • • • • 100 100 103 104 103 lQ2 302'
Number. .. • • • • • • • • • • • • 3,531 3,531 3,531 3,531 3,531 3,531 3,53r

• •
TABLE 16

CATEGORIZATION OF SIX EXAMPLES OF Htn.~N BEHAVIOR

•

*Less than 0.5%.

8rotals exceed 100% because respondents sometimes offered alternate categories.



TABLE 16--Continued
F~-==~~=~===~==~-===~ .. .- -- _. - -- . - ..

Proportion Categorizing Given Person in Each Way
Category "Frank JO!les ll "Betty Smith" "Bill Williams" 'George Brown" "Bobby Grey" 'Mary "Whitell ,. Any One of

(Simple (Anxiety (Conduct (Compulsive -
(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) (Phobic) Preceding

RESPONDENTS MAKING CATEDORIZATION OTHER
THAN MENTAL ILLNESS

Emotional illness, disorder • • • • • • • 1 * * * * * 1
Nervous illness, disorder • • -. • • • • • 8 1 * 8 * 2 10
Physical illness, disorder•••••••• 4 3 5 5 * * 10
Other illness • • • • • • • • • • • • • • * * 7 * * - 6

Temperament, conditioning, personality. • 61 94 32 70 43 98 98
Bad will, defective character • • • . . . 20 1 51 7 21 1 50
Supernatural influence, witchcraft,

possession. • . . . . . . . . • . . . . * * * * * - *
Reasonable response to current circum-

stances • • . • • . . • . . . . . . . • 10 1 5 14 26 1 16
Disapproved response to current cir-

cumstances••••••••• . . . . . . i~ * * * 9 - 8
Normal, transient stage of development ••• - * i~ * 4 - 4

Total per centa • • . . . . . . . 104 100 100 104 103 102 223

Number • • • • • • • .. .. • • • • • 806 2,228 2,468 2,763 2,958 3,176 3,457
======:; - - -- .- = - -- --,,=, L-.. -

•
0. "

• •
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TABLE 17

CATEGORIZATION OF SIX EXAMPLES OF HUMAN BEHAVIOR IN RELATION TO JUOOMENT OF PROBLEMATICAL CHARACTER OF THE BEHAVIOR
"-- ------- - ===-=======--=====.======~~=.:::=::::=-=--====. - - _. - . -:

Proportion categorizing Given Person in Each Way
"Frank Jones ll

I
IIBetty Smith" I IIBill Williams" 'f "George Brown" "Bobby Grey" n IlMary White"

(Simple 11 , (Anxiety (Conduct ! (Compulsive-
(P;:.:;:oe.noid) Schizophrenic) Ii (Alcoholic) I Neurotic) Disturbance)

,
Phobic)

someth~ I SomethingI ' II Something! ' Something' SomethingI ,Somethingt
Wrong B'J:;:' ~;b.;..liing Wrong But I Noth~ng;IWrong But! Not~ing 11Jl1rong But! Nothing IWrong But I Nothing Wrong Buti Nothing
INot Msr " Wrong : Not Mffital[ Wrong I, Not Menta1! Wrong .Not Mental' Wrong :I"bt Menta\i Wrong ,lbtMentall Wrong

Illnf)ssa· Illnessa ; I Illnessa II Illnessa . Illnessa ' Illnessa '
-T I: Ii H I I

I
,! I

r
* 2

II
1 -

:1 * - *
I

* 1

I
- ,

* *
:1

i
9 4 1 * 1 12

,
4 ;

5 1-
'i

i - * i I4 2

11

4

1

1 8 1 7 i 3 1 * ,i * *.1 * 1 * - 10 3 * - 1 I * I' -
I -i 'j

I
II

, :1 II'I, 56 60

II
87

[
95 30 35 ;j 61 73 43 41 88 96

17 23 1 1
II 45 56 7 I

7
I

23 19 1, . i 1

1 II

~!
i

11

. -
1

* I * 't * * * i * * * - -
I Ii ;1 I
I ;1 !! i ,I9 9

I
1

I
1 5 6 I; 10 16 23 I 28 1 1'j I II

II
i

I

:1
* 1 *

I
* *

ii * * 7 9- i

II

- -
I

III
I- - * * II * - - * 2 6 - -

-I 9 1 6 2 3 2 6 3 4 1 I 5 . 3
I

I II 103
~I 105 103 I 101 100 i 102 103 106 105 104 100 102i I684 I 183 /11,357 980 , 1,536 988 ~11,222 1,669 1,364 1,673 656 2,633

Category

No classification•••••• ~ ...
Total per centb

Number •••••••

Temperament, conditioning, personaDt
Bad will, defective character. • •
Supernatural influence, witchcraft,

possession • • • • •

Ra4ec~b~e ~€nponse to curront
oircumstances. • • • • • • • • •

Disapproved response to curront
circumstances••••••••••

Normal, transient stage of deve1op-
rnent • • • • • • • • • • • • • •

ALL RESPONDENTS
Emotional illness, disorder. • • •
Nervous illness, disorder.
Physical illness, disorder • • • •
other illness. . . . . . . . . . .

*Less than 0.5%.

arhis category includes both people who said it was not mental illness and people who were undecided about Whether or not it was mental illness.

brotals exceed 100% because a few persons were undecided between alternate categories.



TABLE 18

STRUCTuRE OF DISCUSSIONS OF SIX EXAMPLES OF

HUMAN BEHAVIOR

".~~~~D==.~=C.D ••••=====Z==C===========:==s======:=c=e===E======C===~=====~~~S=CC

•
i Proportion Whose Answer Included Given
i Descriptive Elements and Each Type
I of Causal Reasonin

~Causal Reasoning I Specific '-SpontaneoUs! ~O----;SYCho-l
Psycho- Categori- i logical
logical zation j Descrip- Total

Trends as Iofental I tion
___________----I!r--- .ii.IllneSS OnlY, J

"Frank Jones" (Paranoid) , 1 .

100

3,531

9

2,806

10 ~ 1. I - I 11'f 3' 3 ! II
7 -. - j 7

• ·1 58 I 7 1 6 1--.:71:.=.--
80 t II i

i 387 I 338

Total per cent

Number ••••••

Not ascertained • • • • • •
Respondent did not know. • •
"Personality" reasons only00

other causes • • • • • • • •

3,531

133,327

2,989

· .

• • 0

Total per cent

Number ••••

Total per cent •

Number

IIBettr•.~~th" (Sinip1e Schizophrenia
Not ascertained •••••••• 8: * - ~
Respondent did not know • • • • 6 * 4 10
"Personality" reasons only 0 • 0 4 - - 4
other causes ••••••••• 61 1 10 78

85; 1 i 14 100
i i
, 53 I 489
1 I

''Bill Williams" (Alcoholic) 0 • • • I i
1 INot ascertained • • • • • • • • 26 ,. * I - 26

Respondent did not know •• • • 6 * I 2 8
"Personality" reasons only. • • , I - : - ,
other eauses ••••••••• 57 * i 4 61

I
94 * I 6 100

I
! 191 3,531

j

•
"George Brown" (Anxiety Neurotic)

21
10
9

._.f:!J,__

100

3,531

3

9

. . . . . .
Total per cent • • • • • • •

NlU11ber • • • ••

Total per cent • •

Not ascertained. • • • • • •
Respondent did not know ••
"Personality" reasons only.
Other causes • • • • • • • •

21 i * ,
7 I * ~: I

· oj 9 ~ - ; -• • 54 * ! 6_. __"_

91 I * !
Number • • • • • • • • • ..1 3,203 I 17 i 311

"Bobby Grey" (C(lI:l(iue~ Dbtnrbanee) I !I' 1
Not ascertained •• • • • • • • 9 * I - 9
rtespondent did not know •• • 0 2 *! 3 5
"Personalit.y" reasons only 0 • • 3 -' - 3
Other causes • • • • • • • • • • 1 83

100
I
~,222 3,531

''Mary White" (Compulsive-Phobic) I : !
Not ascertained •• • • • • • .,' 28 *! - 28
Hespondent did not know •• • • 6 *. 3 9
"Personality" reasons only • • • h -) - 4
Other causes ••••••••• 57 * 2 . 59

Total per cent • • • • • • '1 95 * 5 100

Number ••••••••• 0; 3,343; 4 184 3,531•
*Less than 0.5%.



• •
TABLE 19

DESCRIPrION OF PSYCHOLOOICAL TRENDS IN SIX EXAMPLES OF HUMAN BEHAVIOR

•
--_ .. .-

Proportion Mentioning Each Psychological Trend for Gjven Person
Psychological Trend I I ' ·"Frank Jones" "Betty Smith" "Ellll W:llllsmd' "Oeorgo Brown" "Bobby Grey" i"Mary White"

(Simple (Anxiety (Conduct I (Compulsive-
(Paranoid) Schizophrenic (Alcoholic) Neurotic) Disturbance) Phobic)

EMOl'IONAL TONE ITense, jumpy, restless, unable to relax ••• • • '. • • • • • • • • • • 4 1 1 20 * 3
Irritable, excitable, sensitive, easily upset •••• • • • • • • • • • 2 1 * 16 * *Unhappy, depressed • • • ., • • . • • • • • . • • .. • • . . . • .. . . . . 1 2 2 3 1 *Disappointed, frustrated, dissatisfied. • • • • • • • • • • • • • • • • 4 1 6 8 1 *Worried, fearful, anxious. • • . • • • • . . . • . . . . • . . • . . . . 8 4 6 43 * 10
Emotionally disturbed, conrlictful • • • • • • • • • • • • • • • • • • • 1 1 1 1 * *Hostile, aggressive, difficult • • • • • • • • • • • • • • • • • • • • • 12 * 2 7 2 *Resentful, retaliatory . . . . . . . . . . . . . .. . .. . .. . . . . . . . 5 1 1 2 6 *Shy, bashful, timid . . . . . . . . . . . . . . . . . . .. .. .. . . . . . * 21 * * * *Withdrawn, introverted, asocial . . . . . . .. . . .. .. .. . . . . . . . . 1 29 - * * *Secretive, self-concealing, compensatory • • • • • • • • • • • • • • • • 3 4 * 3 1 *Apathetic, indifferent, inert . . .. . . . . . . . . .. .. .. .. . . . . . * 5 * - * -
Defeated, surrendering, hopeless • • • • • • • • • • • • • • • • • • • • * 1 1 1 - 'i~" J *Inhibited, repressed, emotionally inaccessible • • • • • • • • • • • • • * * * * * *

SELF-IMAGE, CHARACTER TRArrs
6 4~ocentric, self-centered, demanding • • • • • • • • • • • • • • • • • • 3 3 3 *A tention-seeking~ self-individuating," impressing others •••••••• * * 1 1 13 *Boasttul, self-important, self-aggrandiZing •••••••••••••• 1 * 1 1 1 *Se1f~righteous, selr-justif)ing, obsttnate • • • • • • • • • • • • • • • 1 * * 2 2 *Insecure, lacking.self-confidence, selt-conscious ••••••••••• 15 25 4 12 2 10

Selt-accusatory, selt-blami~gUiltfeelings ••••••••••••• 7 1 2 5 * *Martyred, self~ityingi feel s of reiection •••••••••••••
~

3 1 1 2 *t:kt seU-ind gent, aCkingl:lself-con rol ••••••••••••••• 1
3i

6 1 1
a ure, desendent, lacking elt-reliance. • • • • • • • • • • • • • • * 2 1 * 1

lazy, ne'er- o-well, irresponsible •••••••••••••••••• * 1 * * *lacking pride, selt-respect ••• • • • • • • • • • • • • • • • • • • • * * 1 - * *Independent, ambitious, reasonably assertive • • • • • • • • • • • • • • * - * 1 1 *



TABLE 19--Continued
I - ------

Proportion Mentioning Each Psychological Trend for Given Pers9n
"Frank,Jones nI"Betty Smith" !"BillWi1llams"j·"Gaorge Bro1In'I I"Bobby Grey"

(Simple : ~ety (Conduct
(Paranoid) Schizophrenic) I (Alcoholic) Neurotic) Disturbance)

*Le8S ,han O.5lC.
~his category was not separately coded for this item.

brotals exceed 100% because many respondents mentioned more than one descriptivD category.

Psychological Trend

PERCEPrION OF REALITY
Suspicious, distrustful ••••• • • • • • • • • • • . . . . . •
Inability to accept. face, adjust to reality .•••••••••••
Lack of perspective, inadequate judgment • • • • • • • • • • • • •
Unrealistic or improper goals. values • 4 • • • • • • • • • • • •

Phantasizing. day dreaming • • • • • • • • • • • • • • • • • • • •
Overimaginative. other or unspecified • • • • • • • • • • • • • •

INTELLEnTUAL ORIENTATIO~

Lacking intelligence 01' ability • • • • • • • • • • • • • • • • •
Distracted. absentminded, forgetful •••• • • • • • • • • • • •
Brooding, preoccupied . • . . • . . . • . . • • . . . . . . . . .
Obsessive. compulsive, driven by uncontrollable impulse •••••
Cautious. careful, conscientious • • • • • • • • • • • • • • • • •
Careless, inattentive ••••••• • • • • • • • • • • • • • • •
Overactive, hurried __ .
Idle, lacking useful occupation •••••• • • • • • • • • • • •
Lacking diversity, balance in living • • • • • • • • • • • • • • •
Conscious choice. preference, willed action •• • • • • • • • • •

Otbetl gelleral 'rends • • • • • • • • • • _. • • • • • • • • • • • • •
Specific. discrete fears. motives • • • • • • • • • • • • • • • • •
Vague. unspecified psychological trend • • • • • • • • • • • • • • •
No mention of any of these psychological trends ••• • • • • • • •

Total per centb • . • . . . . . . . . . . . . . . . . . . . .

Number •• • • • •

•

42
1
4
1

*1

1

*9
1

*
*
*1
*
*
a
a
2

20

163
3.531

•

2
2
1

*3
*

3

*2
*
*
*
*
*
*
3

a
16

2
15

154
3.531

*8
6
1

*
*

1

*1
14

*
*
*
*12

a
a

15
6

146
3.531

2
2
6
4

1

1

*9
*
3

3
*2
1

a
a
2
9

185
3.531

*
*3
1

*1

1

*2

2

*2
19
22
5

35

129

3.531

"Mary White"
(Compulsiva

Phobic)

1

*
*
*
*1

*22
5
1

38
5
5
*
*1
2

61
3
5

115
3.531

•



• •
TABLE 20

USE OF SELECTED TERMINOLOOY IN INTERPRETING HUMAN BEHAVIOR

•
,. -

Proportion Using Each Term in Discussing Given Person "

"George Brown"r "Bobby Grey'
.1

Term "Frank Jones" "Betty Smith" "Bill Willi8lJlS" ! "Mary White" Any
(Simple (Anxiety I (Conduct (Compulsive .. ot

(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic) Preceding
Inferiority (or "interior") complex • • • • • 9 12 1 2 I * * 21
Persecution complex · . . . . .. . . . . . 4 * .. * I .. .. 4
Guilt complex .

1 * * * i .. * 1. . . . . . . . . ... . . . .
Fear .complex . . . . . . . . . . . . . . . . * * .. * I * 1 1
Other spec~tic complexes . . . . . . . . . . * * * * * * 1
Complex, unspecified · . . . . . . . . . . . 2 2 * 1 * 1 6

Claustrophobia, claustrophobic . . . . . . . .. .. .. .. .. 2 2
Other compound phobia terms • • • • • • • • • .. - .. .. .. * *
Phobi~ not compounded . . . . . . . . . . . 1 * * * * 5 6

Alcoholism, alcoholic • • • • • • • • • • • • * - 23 * - - 23
Dipsomania, dipsomaniac • • • • . . . . . . . - .. * - .. - ·"r: *Kleptomania, kleptomaniac • • • • • • • • • • * - - - 3 * 3
Other compound mania terms . . . . . . . . . - * .. * * * *Mania, not compounded • • • • • • • • • • • • * .. .. * * * 1

Habit . ... .. . .. . . . . . . . . . . . 1 1 23 1 5 1 32
SUperstition, superstitious • • • • • • • • • 1 * .. * - 3 3
Fixation, fixed ideas • • • • • • • • • • • • * * .. * .. * *Obsession, obsessive · . . . . . . . . . . . 1 * * * * 1 2
Compulsion, compulsive . . . . . . . . . . . * * * * * * 1
Delusion . . . . . . . . . . . . . . . . . . 1 * * "* - * 1
Hallucinat~on • • • • • • • • • • • • • • • • 1 - * * .. * 1

Nervousness, nervous .. . . . . . . . . . . . 6 2 1 1$ -II 8 26
Neurosis, neurotic . .. . . . . . . . . . . 1 1 * 1 * 1 3
Schizophrenia, IIchilllOphrebic . . . . . . . . 2 * * * * .. 2
PS1Chos1s, psychotic · ..-.-......... * * * * .. * 1
Mental Ulness volunteered .in terms other than
than neUrosis, psychosis, schizophrenia • • 3$ S 3 3 1 1 40

*Less than O.os%.



==========-=========:
TABLE 2o--Continued
- -Proportion Using Each Term in Discussing Given Person

Totals exceed 100% because some respondents used more than one kind ot terminology•

,
"

Term "Frank Jones" IlBetty Smith" "Bill Williams" "George Brown" "Bobby Greyfl "Mary White" Any ot
(Simple (Anxiety (Conduct (Compulsive- of

(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic) Preceding

lntroversion, int-roverte<i, introvert . . . * 3 - * * * 4
other "technical" terms ot personality
-analySis • • • . • . • • • • • • • • • • • 1 1 1 * * 1 3

Specific types and type words, not elsewhere
classified: worrier, weakling, criminal
type, etc•••...• ............ 1 2 12 11 2 3 27

Quirk • • • • -. ... .... • -. .. • • • • • • • • • * * * * * 2 3
Idiosyncracy . . . . . . . . . . . . . . . - - - * - * *Other terms implying individual deviation:
eccentricity, peculiarity, notion, odd
type, etc. • . • . . . • . • . . . . . . • 1 1 1 1 1 4 7

other ternsrofCl'rmg generally to personalit
or elements or personality: trait, char-

4acteristic, disposition, makeup, etc. . . 4 5 3 9 3 22

None ot these terns used . . . . . . . . . 39 72 47 61 84 64 7

Total per centa . . . . . . . . . . . 112 107 115 105 100 107 254

Number . . . .. . . . . . . . . . . 3,531 3.531 3,531 3,531 I 3,531 3,531 3,531-
ft --

• • .,



TABLE 21

..~===a==~=====~=============~=a.~c=.====.========.================~ss•••••••••==••=

DESCRIPTION OF PSYCHOLOGICAL TRENDS IN SIX EXAMPLES OF
HUMAN BEHAVIOR TIT RELATION TO JUIXU1ENT OF

PROBLEMATICAL CHARACTER OF THE BEHAVIOR

• Ferson and
PsyeJ:101ogical

Trend

Proportion Mentioning Each Psveho1ogi
cal Trend among' !bose~

Behavior 'In Jhdi-cat.AR llIilv

i Something I
~ntal j Wrong but jNOth!ng Total
Illness Not Mental Wrong

: nlness a

n:mi\NK JONEs'; (PARANOID)
ALL ,RESPONDENTS

RESPONDENTS WHO USED PSYCHOLOGICAL
DESCRIPTION

22
9

41
15
12
9
8

7
7
5

53
19
16
11
10

2,732

41
24
27
2

14

56
18
13
12
10

2,012

••• 2,664

. . .
. . . . . . . . . .,

Number • • • • • •

Total per centC

Number •••••

47
19
22
9

11

9 10 10 9
8 I 8 10 8
6 897

other trends in combination with above 28 32 27 28
other trends only • • • • • • • • • • .+----"1l=-_-t-_.,..;1;;;;;2'-----t_---:9'---+_.,..;1l=-_

171 178 173 172

559 i 161
I

Suspicious, distrustful • • • • • • • •
l!llBecure, lacking self-confidence • • • •
Hostile, aggressive, difficult. • • •
Brooding, preoccupied • • • • • • • • •
Worried, fearful, anxious • • • • • • •
Self-accusatory, self-blaming, guilt-

feelings. • . • • . •••••••.•
Over-iJIlaginative •••• • • • • • • •
Resentful, retaliatory, rebellious ••

Suspicious, distrostful • • • • • • '. 42 38 36
]neecur!?f 1acld.ng self-confidence 14 15 21
Hostile, aggressive, difficult 10 18 23
Brooding, prec.ecupied • • • • • • 9 8 2
Won-ied, fearful, anxious • • • • • • • 8 9 12
Self-accusatory, self-blaming, guilt-

feelings. • • • • • • • • • • • • •• 7 8 9
Over-imaginative. • • • • • • • • • •• 6 6 9
Resentful, retaliatoryJ rebellious •• 5 6 8

other trends in combination with aboveb I 21 26 23
~ tIoends oa1Jl:b. • • • • • • • • • •. 8 I 10 8
Vague unspecified psychological

trends only • • • • • • • • • • • • • 1 2 3 2
No mention of psychological trends •• .+---=2;.=2_-+,_--=1::::6~-+_......::9~+_.::2=O __

c ~ ITotal per cent •••••••••• 1:;>3 I 162 163 lS7

684 183 3,531

•

llInc1udes those who said it was not mental illness and those who weren't
sure whether or not it was mental illness.

bAll categories included here had total frequencies of 4% or less.

cTotals exceed 100% because many respondents mentioned more than one
category.

•



TABLE 21--Continued
...........==~:&=========~=====~======:====================:==:==*=~s.~..__ .

Proportion Mentioning Each Psychologi
cal Trend 8IIlong Those chassif11.ng

Behavior in Indicated WayPerson and
Psychological

Trend
Somet.hing

li!ntal Wrong but Nothing
Illness NotMental WrorIk

D.lnessa
Totai •

aBETTY SMITH" (SIMPLE SCHIZOPHRENIC)
ALL RESPONDENTS

•
22
11

35

30
26
12
6
5
5
5

157

2,901820

34

22
38
10
4
4
4
4

15
9

144

28

35
30
11
5
5
5
5

23
11

158

1,100

45

31
12
15

7
7
6
5

27
13

168

981

154

1,194

..1
I

. . . ". .

. . . .. .

.. . .

Number • • • • • •

Total per centC

Total per centC

N'urtl'be.r • • •• ••••

Withdrawn, introverted, asocial • •• 37 23 29 29
Insecure, lacking self-confidence J

self-conscious • • • • • • • • •• 26 29 19 25
Shy, bashful, timid • • • • • • • •• 10 25 32 21
Fear, dislike of people • • • • • •• 12 9 8 10
Apathetic, indifferent, inert • • • • 6 4 3 5
'Worried, fearful, anxious • • • • • • 4 4 3 4
Fear, dislike of men. • • • • • • • • 4 4 4 4
Secretive, self-concealing. • • • • • 4 4 3 4

Other trends in combination with abovl P 22 19 13 18
Other trends onlyb. • • • • • • • • • 11 9 8 9
Vague, unspecified psychological tren<

only. • • • • • • • • • • • • • • • 2 3 2 2
No mention of psychological trends • j_---:1;:;6;,-.~f--=16~---+_-=14=--4_--=1:.:5;.....-

149 138 146

1,357 980 3,531

RESPONDENTS WHO USED PSYCHOLOGICAL
DESCRIPTION

Withdrawn, introverted, asocial •••• j
Insecure, lacking self-confidence,

self-conscious •••••••••
Shy, bashful, timid ••••••••• [
Fear, dislike of people ••••••• 1
Apathetic, indifferent, inert • .1

Worried, fearful, anxious • • :: .: :: ••• ,'Fear, dislike of men • • • •
Secretive, self-concealing •

I

Other trends in combination with ab~
Other trends only • • • • • • • • • •

+--~--+----+---+-----

•



• Person and
Psychblogical

Trend

TABLE 2l-Continued

I,rt°portio:o.Ment4oming Jiaob PsJQho1og1
cal Trend among Those ClasBif11ng

Behavior in dicated W
, oomething'

Mental ~v.rong butI Nothing Total
Illness 11'1"... Mental! Wrong

! ILJ.nesaa i

37

14

35

10

37

17

39

13

action · 0 · o • 0 o 0 · · 0 o 0 0 0 6 I 12

I
20 12

Lazy, ne' er-do~wel1~ irresponsible 5 8 12 8o • 0 I
Unable to accept, face, adjust to I

4 8reality o 0 · · o 0 · . o • 0 · . • 0
16 6

Lacking perspective, judgment inadequate 8 5 4 6

Dissapointed, frustrated, dissatisfied. 8 5 4 6

Worried, feart:ul, anxious o 0 o 0 · · · 6 5 5 6
Immature, dependent, lacking se11'-

Ireliance 0 o • 0 · 0
• 0 0

o 0 0 o • 0 6 5 4 5

other trends in combination with aboveb • 19 15 II 15

other trends onl~ · . o • 0 o • · · . · 7 7 6 7
Vague, unspecified psychological trend

15only 0 • o • o • • · • 0
0 · • 0 • · 0 12 15 17

No mention of psychological trends 0 •
01

6 6 5 6

Total per centC 0 · 0
• 0

o 0 0
• 0

151 143 137 145

Number o 0 o 0 0 0 0 o 0 0 o 0
• 0

1,007 1,536 988 3,531

RESPONDENTS WHO USED PSYCHOLOGICAL
DESCRIPTION

Weak, self-indulgent, lacking self·
45 46control · . · . · · · . · · · · · . · 47 46

Obsessive, compulsive, driven by un-
controllable impulse • 0 0 · · . · • 0

16

I
21 12 17

Conscious choice, preference, willed
action 0 • . o • • o 0 • ·. 0 0 · • 0

11 19 25 l~

Lazy, ne"-<er-do-well, irresponsible o 0 0 6 11 15 I 11
Unable to accept, face, adjust to

reality
• 0 · o • · o • · 0 o • o • 0 19 8 S 11

Lack:ing perspective, judgment :inadequate 10 7 6 7
Disappo:inted, frustrated, dissatisfied • 10 7 5 7
Worried, fearful, anxious 0 · . • 0 • 0

8 5 6 6
Immature, dependent, lacking self-

5 6reliance 0 • 0 · · • 0 0 • 0
· . . . . 8 6

Other trends in combination with above • 23 I 19 14 19

other trends only
• 0 • 0 · · o 0 o • · 9 9 8 9

Total per centC
0 · o • o 0 0 · • 0

167 158 146 154

Number 828 ,1,211 I 770 2,809o 0 · · o • 0 o 0 o 0 · · 0 I
I I

"Bn.L w±LLIAMS" (ALCOHOLIC)

ALL REsPONDENTS

Weak, self-indulgent, lacldng se11'-
control .•..•. • • . . . . .

Obsessive, compulsive, driven by un-
controUable impulse • 0 • • 0 • 0 .,'

Conscious choice, preference, willed

•

•



TABLE 21--Continued

•

•

•
43

23

6

20

16

12

9
8

7
6

6

6

5

23

18

13
11

9
8

7

7

6

6

Total

6

4

21

8

L2
19

16
10

8

1
7
6

6

6

4

18

II

9

8
8

7

7

5

6

24

5

38

21

16

13

9
1
7
1
6

7

6

6

26

5

18

16

1h
9
8
7
6

Person and
Psychological

Trend

~r •••••

Self-accusatory, self-blaming, guilt
feelings •• • • • • • • • • • • • _ j

Other trends in combination with above_l 28 28 I 24

9

26

other trends only • • • ·~i__5__I_--:.6_-+._""';"'_-1-_..;,7__

Total per centC
.: 209 I 190 I 119 188

.i 594 11,04911 ,499 (3,143

RESPONDENTS HID USED PSYCHOLOGICAL
DESCRIPTION

~=."'." •••••••••C.=C2=~=C.~=~===========:======================~=====~••••=••=ee=c)

I Proportion Mentioning Esab P.ho1og1
i cal Trend among Those Classifying

-,-__...;;B;;.:e;.:,:h:;:;<l':2:9E.J:TI Indicated Way
I ,::hJl1,;:,:r.i.ng /,

Ii Mental !W~'':!!C: out Nothing
I Illness !N',!" 1'bntal Wrong
I • Tllnessa

-'-'G-E-OR-a";;'E-B-R-tom-I'-'-(ANX--IE-TY-~-IEU-RD-T-I-C-) ----Ii-,----4

ALL RESPONDENTS I

IWorried, fearful, anxious • • • • • • • I 50
Tense, jumpy, restless, unable to

relax • • . • . . . . • • • e' • • • .! 23
Irritable, excitable, sensitive, easily I

upset ••.•••....••..• I

Insecure, lacking self-confidence ••• J

Brooding, rreoccupied • • • • • • • • • j
Disappointed, frustrated, dissatisfied. I
Hostile, aggressive, difficult •••• ,

Egocentric, self-centered, demanding. • I
Lacking perspective, judgment inadequatE!
Weak, self-inclulgent, lacking se1f- ;

control • . . . . . . . . . . • • . .;
Self-accusatory, self-blaming, gullt I

feeling • • • •• • • • • • • • •

I
Other trends in combination with aboveb i

b fOther trends only • • • • • • • • • • • i
Vague, unspecified psychological trend I

only • • . • . . . • . • • • . . . • \ 1 2 2 2

No mention of psychological trends ••J...__6__1-_1_2__t__8__! 9

Total per centC
•• ! 202 178 I 170 I 178

Total ••• • • • • i 640 1,222 11 ,669 3,531

I I
I \

Worried, fearful, anxious • • •• '1 54 44 I' 47
Tense, jumpy, restless, unable to

relax • • • • .• •••••• • I 25 25 21
Irritable, excitable, sensitive, easily I I

upset • • • • • • • • • • • • • • •• 19 18

Insecure, lacking self-confidence • ..( 17 15 1

Brooding, preoccupied • • • • • • • • • I 15 10 1

Disappointed, frustrated, dissatisfied. I 10 .8 I
Hostile. aggressive , difficult •• • • 9 8

I
Egocentric, self-centered, demanding. • 7 8

Lacking pempective, judgment inadequate 1 1
Weak, self-induJ.gent, lacking self-

control . . . . . . . . . . . . . .• 7 6

7



TABLE 21--Continued

13
10

6

S
4
4

6
7

3
3

14
13

5
35

128

3
7

4
4

13
10

5
4
5
4

13
11

5

40

128
i

;1,673,,

14
9

1
6

4
4

6
9

2

3

15
13
6

33

*
*

J.h
12

8

S
3

3

17
21

4
26

13
3

129

494

~Somethingr '
Mental ;Wrong but

j
, Nothing Total

D.lness iNotMental, Wrong!IUnes,aj -!" _

I II .
I

. .

. . .

..

Person and
Psychological

Trend

Total per centC

Number • • • • •

Attention-seeking, self-individuating,
iInpressing others • • • • • • • •

ea,aving, desiring t~ss • , •••

Reeeti"~J lIGtaliatoPy"; I'Obe111ous

Fearful or punishment •••••••
I

Egocentric, self-centered, demanding•• t
I

Craving excite11lent, loving adventure • i
i

Delinquent, anti-social, evil ••

Bad, naughty, "ornerylt •••••

other trends in combination with aboveb

other trends onlyb ••••••

Vague, unspecified trend only • • • • •

No mention of psychological trends

Full of life, lively, mischievous •

F.xperimenting, reality-testing ••

"BOBBY GREY" (CONDUCT DISTURBANCE)

ALL RESPONDENTS

........cs.c••••===.=:ce====z=====z====================z====z==z=••= c .
Proportion Mentioning Each Psychologi

cal Trerid SDi.mg Those Class11'ying
- Behavior in Indicated Wa

•

•

RESPONDENTS MlO USED PSYCHOLOOlCAL
DESCRIPTION

Attention-seeking, self-individuating,
iInpressing others • • • • • • ••

Craving, desiring things •••••

Resentful, retaliatory, rebellious

Fearful of punishment • • • • • • •

Egocentric, self-centered, demanding •

Craving excitement, loving adventure

19

17
12

7

4
S

22

15
11

10

6

7

24
17

9

8

8

6

23

16
10

9.,
6

Delinquent, anti-social, evil •••

Bad, naughty, "ornery" • • •

FUll of life, lively, mischievous •

Experimenting, reality-testing •

19

5
1

1

10

14
3
S

6

13
7

7

10

12

4
5

other trends in combination with above

other trends only • •

• Total per centC

Number •••••

..
2S
30

24
22

833

24
19

148

920

24
22

148

:2,098
i-----------------_--:._--'--------



TABLE 21--Continued

I Proportion Mentiom..ng Each PsJOho1ogi
cal Trend among Those Classify1J2g

Behavior in Indicated 'ia.v-Person and
Psychological

Trend
,SomethingI'

Mental IWrong but! Nothing
Illness I Not Mentall Wrong

I D.ln ai ess i
Total •

"MARY ,WHITE" (COMPULS!VE-PHOBIC)
ALL RESPONDENTS

Cautious, careful, conscientious •••

Distracted, absentminded, fdrgetful •

WorriE!d, fearful, anxious ••• • • •

InSecure, lacking self-confidence•••

Careless, inattentive ••••••••

Overactive, hurried •••••••••

Brooding, preoccupied • • • • • • • • I

13

29

21

19

3

3

4

I I
25

23

16
13

8

7
4

44
20

9
6

4
5
5

22

10

10

•

43
6

S
5

4
2

10

2

11

6
2

46
6

5

5

3

2

10

28

8

5
6

8

3

14

194

242

. . . . . .,. . . . .
. . . . . . . . . . . .

Total per centC

Number •••• • •

Fear of death

Fear of heights

Fear of fire •

Fear of closed spaces

other trends in combination with abovel: 16 14
bother trends only ••• • • • • • •• 4 4

Vague, unspecified psychological
trends only. ••• ••••••• 4 3 3 3

No mention of psychologicaJ. trends •• 1_---=6::.-_i-_..:..7_-1-_~5~__t--5~--

191 190 191

656 2,633 3,531

Fear of elevators

Fear of falling. • • .• • • • • • • • •
other and unspecified discrete fears

or phobias ••••••••••••

RESPONDENTS WHO USED P'3YCHOLOGlCAL
DESCRIPl'IOlI

Cautious, careful, conscientious • • •
Distracted, absentminded, forgetful •
Worried, fearful, anxious •• • • • •
Insecure, lacking self-confidence ••
Qareless, inattentive • • • • • • • •

Overactive, hurried •••••• • • •

Brooding, preoccupied ••••••••

14
33
23
21

5
3
4

27
26
17

14
9

7

4

48
22
9
9
5
6

S

42
24
12
11

6
6

5

•12

47
7
5
5
4
3

202

31
9

6

6

9

3

16

206Total per centC • • • • • • • • •

Fear of elevators •••••• • • • •
Fear of heights ••••••• • • • •

Fear- of fire • • • • • • • . . • . . •

Fear of death •• . . . • . . . . . .

Fear ot closed spaces •• • • • • • •

Fear ot falling •• • • • • • • • • •
Other and unspecified discrete fears

or phobias • • . • . • • . • • • • •

L1 50
7 I 7

i 6 I 5

i 4 I 5
j ~ ~.

I 16 I II I
Other trends in combination with above 16 II 1

4

5 9 I 10
other trends only ••••••••••+-_..:;5_--1-_--=:....--1_......;2;;...._1-_,3__

!I 205 I 200
Number • • • • • • • • • • • • • I 218 ~ 589 ,2,415 ,3,222

~--=~_=:_~~_z..._=._~.•.==••======.z~=a.====.=S=E.==========~ec=_==.==a •••••
I I I I
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TABLE 22

CAUSAL EXPLANATIONS OF S[X EltAMPL~ OF HUMAN BEHAVIOR
-= - -======

I Proportion Mentioning Each Cause for Givan Person ,.

Cause
I "Frank Jones"

(Paranoid)

"Bettv Smith" I "BIll Vd1lia.ms lit II(k)OIIge .Bf!o1m11 t "Bobby Greyll
(Simple ! (Anxietj (Conduct

Schizophrenic)1 (Alcoholic) Neurotic) I Disturbance)

"Mary Whitell

(Compulsive
Phobic)

22 I

k
16 4 2

11 2 15 1
14 10 15 R29 11 39 31
21 ~6

19 2 j~11 11 11

2 1 1 2 *11 10 8 10 5
11 8 26 21 9

138 I 128 I 132 111 124
-1531 I 3,5:31 I 3,531 3,531 3,531

SUMMARY
Phys1.cal factors affecting brain" nervous system •••• • • .,
General physical causes • . .~~. .. ... . • • . . . . . . . . . . •
Innate personality,. will, ·eholce . •.• • • • • • • • • • • • • •
External environment, circumstances • • • • • • • • • • • . . .
Direct, equivalent· conditioning .•••••••••••••••• \
Psychodynamic relationships, other than conditioning •••••

Causes too vague to classify • • • • • • • • • • • • • • . . . I
Don' t knoW ,"uses • • • • • • • • • • • • • • • • • • • • • • .\ b
Answered in descri~ive terms only • • • • • • • • • • • • • • .

Total per cent ~ • • . . • . . . . . . . . . .

Number • • • .. • • • • • • • • • • • • • • • • • • • • •• 3, :.

<.
6 3 * * 1 *
9 * 13 1 - *1 * - 1 - *1 * * * - -- * * * - -
* 1 - * - -
4 1 * * * *2 * * * * *3 1 2 1 * 1

1 * * * * *
* - - - - -
* - - * - -
* 2 - * 1 ** * * * * *

Physical afrects of alcohol" alcoholism • • • • • • • • • • •
Physical effects of "drugll addiction •• • • • • • • • • • •
Venereal disease •. • • • • • • . • • • • • • • • . • . . •
Physical effects of masturbation • • • • • • • • • • • • • •
Physical effects of other sex practices • • • • • • • • • • •
Accidents, injuries to brain, nervous system • • • • • • • •
P!lysical effects of accidents or injuries, other or ULfpecif1£ld
IU-defined organic malfunctioning of brain or nervouS system
Diseases that clearly affect .braiD. or nervous system,

not ~laewhere o~assified. __ -••••••••••••••••
Senility, diseases or· old age-••••••••••••••••
lIenopaus e • • • • • • • • • • • • • • • • • • • . • • . • • •

...other. glandular disord.ers • .. .. • • • • • • • • • • • • • • •
-t~lc and convulsive d.isordera •••••••••••••••

~
PHYSICAL FACTORS AFFECTING BRAIN, NERVOUS SYSTEM

Hereditary or congenital ~ental illness or tendency toward
mental illness. . . .., ·-e ". • • • • • • • • • • • • • • • •

*Less than 0.5%.

8orotals exceed 100% because 80me respondents mentioned more than one type of cause.



TABLE 22--Continued

Proportion Mentioning Each Cause for Given Person

Cause

OTHER PHYSICAL CAUSES

"Frank Jones" I"Betty Smith" 1"llfIl 'l\UUlIC$" r"George Brown" { "Bobby GreY"
(Simple I (Anxiety (Conduct

(Paranoid) ISchizophrenic) (Alcoholi.c). .Neurotic) Disturbance)

"Mary Whiteu

(:ompulsive
Phobic)

Overwork • • • • • • • • • • • • • • • • • • • • • • .• • • • •
Bad physical health practices, other or unspecified ••• • •

General physical effects of disease, illness • • .• • • • • • •
General effects on susceptibility from pOor phYS1cal health •
Specific diseases, not elsewhere classified •• • • • • • • •

5
1

3
2
1

*
*
2
2
*

*
*
1
**

7
1

4
3
3

*
***

**
**
*

INNATE PERSONALITY, WILL, CHOICE
Hereditary, constitutional or congenital determination of

Gpecilic behavioral or personality patterns•••••••.•
Prenatal influences,· "marking" of child •••• • • • • • • •
Fate, predestination, possession, supernatural influences. • •
Vague, ill-defined but inherent or innate "nature" • • • • • •
Causal significance attributed to psychological tendencies:

"Entities" like complexes, phobias, habits, etc. • • • • • •
"Discrete traits" like fear of elevator, dislike of father, etClo
D~ao~de~ed self-image or character traits ••••..•••
Disordered emotional tone. • • • • • • • • • • • . . . • • •
Distortion of reality • • • • • • • • • • • • • • . • • • •

Person's own objective misdoings •••••••••••••••
Intellect, thought, cognition, intent • • • ~ •.• • • • • . •

EXTERNAL ENVIRONMENT, CIRcm4STANCES
"Reasonable" response to own physical qualities, appearanoe,

practices. . . • . . . . . . . . . . . . . . . . . . . . . .
Present economic deprivations or difficulties ••••••••
Past economic deprivations or difficulties ••••••••••
Present job conditions, problems, difficulties • • • • • • • •
Past ~ob conditions, problems, difficulties••••••••••
ObjecT.ively handicapping, competitively disadvanta.g1ng oircum-

stances outside individual's control 1 - •••.••••••••

Rapid pa~... oontusion, ~mplexity, l.anccnriily of modern lire •
Cumulative pressures of every-day problems or living •••••
Failure, frustration, disappointment, vague • • • • • • • • •
other or unspecified external, objective difficulties ••••

" ~ ...

•

2
**
*

*
1
1
1
8
1

3
8
1

i
J.

*1
~

•

4
*
*1

*
***
**

5
*
*

3..
*1
1

6
***

**
1
*

2
5
1
3
*
*
*1
It
1

5
*
*2

*
**
*
7
*

2,
1

1
2
1

i

6

I
2

* 1

* *1 *

* *
* ** ** ** *
* ** *

* *1 ** *- *- *
* ** *- *.. *1 *I

•
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TABLE 22--Continued

•
--- _.. - - 0- - - -- _.._- -- - _. - - - --_._._- -

Proportion Mentioning Each Cause for Given Persoq.
Cause "Frank Jones" I Betty Smith" "Bill Williams" I George Brown" "Bobby Grey" "Mary Whiten

(Simple (Anxiety (Conduct (Compu1~ve -
(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic)

DIRECT. mUIVALENT CONDITIONING

Influence of mass media . . . . . . . . . . . . .. .. . . * * * * 4 S
Influence of experiences of others · . · . . . . . . . * * * 1 * 8
Others were precept, example; influenced person to act

as they do • • • • • • • . . . . . . . . . . . . . . . 2 2 20 2 27 7
Other related experience • • • • • • • • • • • • • • • • b b b b b 39

INTERPERSONAL RELATIONSHIpsc
ACTS:

Others failed tOI
Provide sufficient spending money · . . . . . . . . . - - - * 12 -
Provide other material things needed • • • • • • • • • * * - * 6 -Teach sociability, social conduct · . . . . . . . . . * 2 - * * -
Teach reasonable attitudes toward sex · . . . . . . ,. - S - - * -
Teach values, moral standards; inculcate, develop

character, other or unspecified · . · . . . . . . . 1 1 2 1 11 *Encourage contacts wi.til people . . . . . . . . . . . * 4 * * * -
Provide constructive activities . . . . . . . . . . . - * 1 ~~ 1 -
Exercise discipline, control, supervision, other or

unspecified. • • • • • . • • . • • • • • • . . . ~ • * * * 1 20 .
*Foster self-confidence • • • • • _'.0 • • • .• • • • • • • * 1 - * * *Give love, satisfy emotional needs • • • • • • . . . . 3 J 1 1 8 *

Other specific acts of omission . . . . . . . . . . . . * * * - * -
Neglect or inattention, vague and unc1assifiable.. • • • 1 2 * * S *

~ot separately coded for this item.

O~tvpersona1 relationships" are-c1assiried--as~ither"external environment, circumstances," "direct, equivalent conditioning" or "psychodynamic re
lationships, but the exact sub-categories -so' assigned varies With the particular case. In general, interpersonal experiences in adult life are assigned
either to"external environment, circumstances" or "to '!direct, equivalent conditioning," while interpersonal relationships that are not clearly adult are
assigned either to "conditioning" or to "psyehodynamics.." The exact sub-categories so classified are discussed in text with reference to each case.

. .": ..



TABLE 22--Continued

- ----r- - - -=========:
Proportion Mentioning Each Cause for Given Person

=======_=::1

Cause

ACTS: Continued

"Frank Jones" 1"Betty Smith"
(Simple

(Paranoid) Schizophrenic)

"Bill Williams" r "George Brown"

I (Anxiety
(Alcoholic) Neurotic)

"Bobby Grey"
(Conduct

Disturbance)

"Mary White"
(Compu1s i ve

Phobic)

others were overindulgent, overprotective, overattentive
Others slighted, rejected, ostracized because of person's

characteristics •••••• • ~ •••••••••••••
others slighted, rejected, ostracized, other or unspeci-

fied. . . . . . . • • . . . . • . . .. .... • . . . . .. • •
Others ridiculed, belittled, humiliated, active1y·under

mined person's self-confidence, because of person's
characteristics • . • • • • . • . . . . . .• . . . . . •

others ridiculed, belittled, humiliated, actively under
mined person's self-confidence, other or unspecified •

others barred, restricted person from contacts with
people •• • . • • • • • • • . .. . -.. . ..• • • . • • •

others made excessive demands on, set· unreasonable stand-
ards for person • • . . • • . • . • . . ... '. . • . . . •

Others improperly resolved normal (Freudian) sexual
psychodynamics ••••••••••••••.• • • • •

others have been too strict, dominating or repressive,
other or unspecified • • • • •.• • • • • • • • • • • •

others discriminated against person, treated him
invidiously . • • • • • . • . . . . • . . • .• • . . • •

others sena11y injured person •• • _. • • • • • • • • •
others objectively betrayed person's trust, confidence
Others acted unfairly, unjustly, inconsistently toward

person, other and unspecified • • • _. • •• _. • • • ••
others frightened person, vague and unspecified.. • • • •

-others- a-cted-damagtngly, hostilely, distrustfully toward
person, ~ther and unspeoified • • • • • • • • ~ • • • •

others (wi'th whom person compared himself)· were or
appeared to be superior, better-ott .. - .

•

1

*
1

1

)

*
*

2

1

11

2

*
8

2

•

5

1

4

2

9

16

1

*
II

2
2
1

*3
4

2

)

*
*

*
*

*

*
1

*
1

*

2

*

4

*

*
1

*
1

1

*
2

*
*
2

*

7

*
*

*
1

*
1

9

1

2

*
2

4

1

*
*

*

*

*
*
*

•
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TABLE 22--Continued

•
- -- - ---- - - -===:=====:::=====--==::::;==--==

Proportion Mentioning Each Cause for Given Person

Cause "Frank Jones" "Betty Smith" "Bill Williams" "George Brown" "Bobby Grey" "Mary White"
(Simple (Anxiety (Conduct (Compulsive-

(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic)
ACTS: Continued
others have contributed to an atmosphere of dissension • • • • 2 2 * 1 2 *
Relationships with others were conflictrul, unpleasant,

unhapp~r (e.g. "family troubles") • • • • •. • • • • • • · . . 10 4 16 13 2 *
Relationships with loved ones have been involuntarily dis-

rupted, terminated (e.g. deaths) ••••• ~ ••.•••••• 2 * 1 1 * *
Relationships with others are lacking, absent (i.e. not

4otherwise explained social isolation) •••••••••• · * * * * -
Relationships with others, vague and unspecified • · · · . . . 2 4 1 1 * 1

~:

Parents ••• · . . . . . . . . . . . . . · · · . · · . · . · · 13 48 9 10 67 2
Spouse • • • · . . . · . . . . . . . . · · . . . · · · . · . . 7 - 13 7 - -
Off-spring • · . . · . . . . . . . . . . . · · . · . . · . . . 1 - 1 1 - -
Siblings • • • • • • • . . . . . . . . . . · · · · . . · · · . 1 1 * * :L *
Family, generally · . . . . . . . . · · . . . . · · · · . . . 7 3 8 6 * "*
Parental surrogates · . . . . . . . · . · . · . · · . · · . . 1 1 * * 2 .'*
Romantic partners · . . . . . . . . · · · . . · · · . · · . · 1 6 1 2 - 1
Business associates · . . . . . . . . . · · · . · · · · . · · 2 - * 2 - -
other specific adults: friends, etc. • · . . · · . · . . · . · 2 2 16 1 * *other specific children: playmates, etc •• · . . . . · · · . . 3 4 * * 29 *Actor not identiUecl: someone, somebody, etc. · . · . · · . . 16 IS 3 4 2 1

- - - - - _.- _._-------- - . __._---

"..~ .



TABLE 23,

CAUSAL EXPIANATIONS OF SIX EXAMPLES OF HUMAN BEHAVIOR, IN REIATION TO JUOOMENT OF THE PROBLEMATICAL

CHARACTW OF THE BEHAVIOR

*Less than 0.5%.

8Inoludes those who said it WIlS not mental illness and those wbo weren'tt sure 'Whether or no1i it was men1ia1 lllnBS'S.

brota1s exceed 100% because Some respondents me!)t1oned more than one type or oause•

==============,==..=:- - ,"- -. - -==='======================
Proportion Mentioning Each Cause for Given Person and Classification

"Frank JCflCl~" '~ lIBetty Smith" lIBill Williams II If' "Goorge Broym" Ii lIBobby Grey" ! "Mary White"
'. (Simple (Anxiety (Conduct (Compulsivc-

(Paranoid) ~ Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic)
Cause I Some- Some-f Some- Some- Some- Some-

~ ~I ~ ~ ~ ~Mental, Wrong N~th~ Mental Wrong Hath· Mental Wrong Hoth- Mental Wrong N~th Menta Wrong Noth- Mental Wrong Hoth-
Irnness' OOt Hot l.ng Illness but Not ing mness but fiot ing ~ess but Not l.ng nJness OOt Not ing Illness bIt Not ing

Mental Wrong Mental Wrong Mental Wrong Mental Wrong Mental Wrong Mental Wrong
IDneSl3~ TIlnesll DJne;Ji mseSli~ [:J:lm;Ji mres~

Physical factors affecting
, brain, nervous system. • • 24 11 9 12 6 1 16 18 12 9 4 .3 9 2 1 1 .3 *

General physical causes •• 11 10 1 5 5 2 2 2 1 12 20 1.3 2 1 * 5 2 1
Innate personality, will,
choice ••••• • • • • • 12 16 11 6 1 9 8 8 6 1h 15 13 15 9 6 2 4 4

External environment,
circumstances • • • • • • • 31 26 20 20 16 11 42 39 38 39 36 37 -8 9 :.8. 6 3 2

Direct, eqUivalent condition-
ing • • • •• ••• • • • 26 30 30 41 51 51 11 20 21 3 2 2 31 S4 61 45 48 53

Psychodynamic relationships,
other than conditioning • • 11 9 8 26 25 21 13 11 11 15 12 8 39 41 31 4 4 2

Causes too vague to classify J 2 2 2 2 1 1 1 1 1 2 1 1 * * 6 4 .3
Don't know causes ••••• 11 11 6 11 10 8 1 9 1 4 12 9 1 1 .3 12 1) 1
Answered in descriptive terms

only ••••• • • • • • • 11 12 22 1 9 IS 28 25 32 19 16 28 10 7 12 21 25 .32

Total per OGntb • • • 140 IJJ 121 136 1.31 122 1.34 1.33 129 116 119 114 128 130 122 108 106 lOh

.~ber •• • • • •• 2,"':64 684 183 1,194 1,357 980 1,001 1,536 988 640 1,222 1,669! 494 1,)611 1,61.3. 242 656 2,633

. .
,..;,.'

•
,,-"j.' ... :

• •
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TABLE 24

cAusAL EXPLANATION OF SIX EXAMPLES OF HUMAN BEHAVIORt IN REIATION TO CATEGORIZATION OF THE BEHAVIOR

•
--------;;::=-===-.-==========----===----- - -- "

Proportion Mentioning Each Type of Cause among Those Making
Person and Cause Indioated categorization ot the BebaVior a

Of Behavior Mental Nervoust Physical Temperamentt Bad Wi11t Response to
Illness Enlotional Illness Conditioningt Defective Current

orOther nlness Personality Character Circumstances

"FRANK JONES" (PARANOID) \.
Physical factors affecting brain, nervous system • • • • • • 24 19 b 10 20 25
General physical causes . .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 11 28 4 3 20
Innate personality, will, choice ••••••.••••••• 12 16 15 33 3
External environment, circumstances .. .. .. .. .. .. .. .. .. .. .. .. 31 31 22 13 64
Direct, equivalent conditioning .. .. .. .. .. .. .. .. .. .. .. .. .. .. 26 25 40 1) 23
Psychodynamic relationships, other than conditioning • • • • 11 1 14 5 -
Causes too vague to classify • • • • • • • • • • . • • • • • J 3 3 1 -
Don't know causes .. .. .. .. .. .. .. .. .. .. . .. .. .. .. .. .. .. .. .. .. 11 6 5 8 3
Answered'in descriptive terms only ••••••••••••• 11 10 14 24 -"

Total :per centC .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. • 140 139 127 120 1)6

Number .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 2,664 68 22 473 151 61

&aespondents who made alternative categorizations of the same hypothetical person are omitted.

broo tew oases to report percentages.
Crotal-s exceed 100% because some respondents mentioned more than one type or cause.



TABLE 24.....COntinued
- --:=-::-=:::-=::=:=====---=- -=~-- ------=====-===:---- ---------

Proportion Mentioning Each Type of Cause among Those Making

Person and Cause
Indicated Categorization of the BehaviorQ

Mental
Nervous,

Physical
Temperament. Bad Will, Response to

of Behavior Emotional Conditioning, Defective Current
Illness <r Ot.her nlness Illness Personality Character Circt\lIIstan~e8.

"BErTY SMITH" (SIMPLE SCHIZOPHRENIC)
Physical factors affecting brain, nervous system • • • • • • 12 13 66 2 b b
General physical causes • • ~ • • • • • • • • • • • • • • • 5 10 32 3
Innate perscnality, will, choice • • • • • • • • • • • • • • 6 3 2 9
E;xternal environment, circumstances . . . . . . . . . . . . 20 26 9 15
Direct, equivalent conditioning . . . . . . . . . . . . . . 47 35 9 54
Psychodynamic relationships, other than conditioning •••• 26 23 7 25

Caus es too vague to classify • • • • • • • • • • • • • • • • 2 3 2 1
Don't know causes . . . .. . . . . . . . . . . . . . . . . . 11 - 2 6
Answered in descriptive terms only ••••••• . . . . . . 7 6 2 9

Total per centc • • • • • • • • • • • • • • • • • • • 136 119 131 124

Number . . . . . . . . . . . . . . . . . . . . . . . 1,194 31 44 2,073 24 22

'. ,.: - ;'.-

• • •
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TABLE 24--Continued

•
1. -

Proportion Mar,t.:i-oning Each Type of Cause among '1'h:;se Making
Person and Cause Indicated Categorization of the Behaviora

of Behavior Mental
Nervous,

Physical
Temperament, Bad Will, Response to

Emotional Conditioning, Defective Current.Illness or Other nlness Illness Personality Character Circumstances

"BILL WILLIAMS" (ALCOHOLIC)
Physical factors affecting brain, nervous system • 16 18 46 IS 13 8
General pllJrsical causes ••••••••• • • • • 2 2 8 1 1 3
Innate personality, will, choice • • • • • • • • • 8 1 10 10 10 -External environment, circumstances . .. . . . . . 42 45 21 41 34 90
Direct, equivalent conditioning . . . . . . . . . 11 22 20 11 24 1
Psychodynamic relationships, other than condition-

8ing . . . . . . . . . . . . . ... -. . . . . . . . 13 9 9 14 -
Causes' too vague to classify ••••••••••• 1 1 2 1 1 4
Don't know causes . . . . . . . . '. . . . . . .. . 1 9 1 10 6 3
Answered in descriptive terms only • • • • • • • • 28 24 14 25 34 -

Total per cent c. • • • • • • • • • • • • • 134 136 143 129 131 115

Number ... . . . . . . . . ... . . . . . . 1,001 191 121 184 1,221 102



TABLE 24--Continued

- ::- - -
Proportion Mentioning Each Type of Cause among Those Making

Person and Cause Indicated Categorization of the Behaviora

of Behavior Mental
Nervous,

Physical
Temperament, Bad Will, Response to

Emotional Conditioning, Defective Current
Illness or Other Illness Illness Personality Character Circumstances-.

"GEORGE mOWN" (ANXIErY NEUROnC)
Physi"Cal factors affecting brain, nervous system • 9 9 16 2 2 1
General physical causes . . .. . . . . . . . . . 12 40 65 9 3 22
Innate personality, will, chot-ce • • • • • • • • • 14 6 1 11 25 1
External environment, circumstances . . . . . . . 39 34 4 32 9 81
Direct, equivalent conditioning . . . . . . . . . 3 5 - 3 1 -
Psychodynamic relationships, other than condition-

4ing . . . . . . . . . . . . . . . . . . . . . . 15 1 11 23 -
Causes too vague to classify -0 '0 0 • • • • • • • • 1 - - 2 1 1
Don't know causes .. . . . . . . . . . . . . . . . 4 8 1 8 9 2
Answered in descriptiva terms only • • • • • • • • 19 18 3 28 36 -

Total per centC • • • • • • • • • • • • • • 116 126 111 112 109 11"

Number . . . . . . . . . . . . . . . . . . 640 211 19 1,851 119 291
I

• • •



• • •
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TABLE 24--Continued
--~~---,._.._---------- ---~--.......-~--.;.... --------------------_._-------_.__._--~--_._-----_._---------

Proportion Mentioning Each Type of Cause among Those Making
Person and cause Indicated categorization or the Behaviora

of Behavior Mental
Nervous, Physical Temperament, Bad Will, Response to
Emotional Conditioning, Defective Current

Illness or Other Illness Illness Personality Character Circumstances
"---

"BOBBY GREY" (CONDUCT DISTURBANCE>
Physical factors affecting brain, nervous system • • 9 b b * 1 *
General physical causes " . . . . . . . . . .. .. . . 2 * * 1
Innate personality, will, choice • • • • • • • • • • 15 7 9 1
External environment, circumstances . .. . . . .. .. . 6 8 6 14
Direct, equivalent conditioning . . .. " . . .. .. .. .. 37 55 56 74
Psychodynamic relationships, other than conditioning 39 41 30 41

Causes too vague to classify • • • • • • • • • • • • 1 * - 1
Don't know causes . . . .. . . . . . .' . . . . . . 7 2 5 3
Answered in descriptive terms only • • • • • • • • • 10 11 9 -

Total per cent C .. . . . . . . . . . . . .. .. 1?8 It!h U6 13S

Number • • • • • • • • • • • • • • • • .. .. .. • 494 20 4 1,181 599 920

*Less than 005%.

".. ,~ .



TABLE 24--Continued

------ - ---------- --------- - - ------.--- - - ----
Proportion Mentioning Each Type of Cause among Those Making

.. J'eX'sQn a!)Q, Call-se Indicated Categorization of the Behaviora

Mental
Nervous,

Physical
Temperament, Bad Will, Response to

of Behavior Emotional Conditioning, Defective Q1rrent
Illness or Other Illness Illness Personality Character Circumstances

"MARY WHITE" (COMPUISIVE-PHOBIC)

Physical faotors affecting bX'ain, nervous system • • 1 18 b 1 b b
General physical causes . . . . . .. .. .. .. .. .. .. .. .. S 11 1
Innate personality, will, choice • • • • • • . • • • 2 9 4
External environment, circumstances .. .. .. .. .. .. .. .. 6 4 2
Direct. equivalent conditioning .. .. .. .. .. .. .. .. .. .. 45 20 S8
Psychodynamic relationships, other than conditioning 4 2 3

Causes too vague to classify ••••••••••••• 6 S 3
Don't lmow causes . .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 12 1 1
Answered in d~scX'iptive terms only • • • • • . • • • 21 36 30

Total peX' cent C • • • • • • • • • • • • • • • 108 112 109

Number .. . .. .. .. .. .. .. .. .. .. .. . .. .. . .. . . 242 SS 1 3,06S 21 12

========.=-=.~~--------------------------_..----_._----_._--=o==-,---"=,.==,=--====---=======,..-===-==~=~-~--.-. ---------===

• • • ....
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TABLE 25

TIME REFERENCE OF CAUSAL EXPLANATIONS OF FIVE EXAMPLES OF HUMAN BEHAVIORa

-r--

•
Proportion Locating Causes of Given Person's Behavior at Each Time Period

Time Period . "Frank Jones" "Betty Smith" "Bill Williams" "George Brown" "Mary White"
(Simple (Anxiety (Compu1sive-

(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Phobic)

Adult life only • • • • • • • • • • • • • • • • 41 15 SO 44 15

Adult life or indeterminable time as
a1ternatives · . . . . . . . . . . . . . . . ) 4 2 ) 4

Adult l'fG~ohildhood as alternatives • • • • 6 9 4 4 6
Childhood reinforced by adult life . . . . . . 1 1 * 1 *
Childhood only · . . . . . . . . . . . . . . . 14 36 6 10 14

Indeterminate time . . . . . . . . . . . . . . 22 24 12 17 33

No mention of causes . . . . . . . . . . . . . 11 9 26 21 26

Total per cent . . . . .. . . . . . . . 100 100 100 100 100

Number · . . . . . . . . . . . . . . . 3,531 ),531 3,,31 ),,31 ),,31

*Less than OS:'.

agince "Bobby Grey" was presented as a child, the time reference of all causes of his behavior was necessarily located
irr his childhood and is, therefore, omitted.



TABLE 26

TIME RFFERENCE OF CAU~AL EXPlANATIONS OF FIVE EXAMPLFS OF HUMAN BEHAVIOR, IN RElATION TO CATFDORIZATION OF THE BEHAVIORs
. -

ProporUon MaIaiig-~CliTIiii8"·lteterence,among Those MakIng Indicated Citegorlz;tJi~n if tiie Be~aVlori;==

"''''rson IIIld"!'.:l.me "Reference
Mental

Nervous,
Physical

Temperament, Bad Will, Response to
'.or CauaJ. -!:lg>lanat1on Emotional Conditioning, Defective Current

Illness or other Illness Illness Personality Character Circumstances

"FRANK JONES" (PARANOID)
Adult life on17 • • • ~ • • • • • • • • • • • • • • 40 S6 c 30 40 92
Adult life or indeterminate time as alternatives . 3 6 3 2 -
Adult life or childhood as alternatives • • • • •• 9 3 8 6 -
Childhood reiriforced by adult lire . . . . . . . . 1 - 1 1 -
Childhood only . . . . . . . . . . . . . . . . . . 1h .3 22 6 -
Indeterminate time . . . . . . . . . . . . . . . . 22 22 22 21 8
No mention of causes . . . . . . . . . . . . . . . 11 10 14 24 -

Total per cent • • . • . . . . . . . . • . . 100 100 100 100 100

Number • • • • • • • • • • • • • • • • • • • 2,6a. 68 22 413 1Sl 61

liBErTY SMITH" (SIMPLE SCHIZOPHRENIC)
Adult life only • • • • • • • • • • • • • • • • • • 16 33 18 12 0 c
Adult life or indeterminate time as alternatives . 6 10 2 4
Adult life or childhood as alternatives • • • • • • 11 - 1h 6
Childhood reinforced by adult life . . . . . . . . 1 3 - 1
Childhood on17 . . . . . . . . . . . . .. . . . . 36 29 2 42

Indeterminate time . . . . . . . . . . . . . . . . 23 19 2 24
No menti()n or causes . . . . . . . . . . . . . . . 1 6 2 9 y

~ per Cellt.••••••••••••••• 100 100 100 100

Jfumber • • • • • • • • • • • • • • • • • • • 1,194 31 44 2,013 24 22.
"Since "Bobby GreY" was presented as a child, the time referenoe of all causes or his behavior was necessarily located in his ohi1dhood and is,

theretor~ omitted.
bRespondents who made alternative categorizations or the same hypothetical person are omitted.

0.,00 lew cases to report percentages •

• • •
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TABLE 26--Continued

•
--=, -- --

Proportion Maki~ Each Time Reference, among Those Making Indicated C;tegorization of the Behaviot>
Person and Time Reference Nervous, Temperament, Bad Will, Response to

of Causal Explanation Mental. Emotional Physical Conditioning, DefectiVl:f CurrentIllness or Other Illness Illness Personality Character Circumstances

"BILL WILLIAMS" (ALCOHOLIC)
Adult lire only • • • • • • • • . • . • • • • . . • 46 55 69 50 44 92
Adult life or indeterminate time as alternatives . 3 2 - 3 1 6
Adult life or childhood as alternatives • • • • • • 5 3 3 3 4 -
Childhood reinf'orced by adult life . . . . . . . . * 1 - * * -
Childhood only • • • • • • • • • • • • • 1I • • • • 7 3 2 4 6 -
Indeterminate time · . . . . . . . . . . . . . . . 11 12 12 15 11 2
No mention of causes · . . . . . . . . . . . . . . 28 24 14 25 J4 -

Total per cent • . . . . • • • . . . . . . • 100 100 100 100 100 100

Num.ber • • • • • • • • • • • • • • • • • • • 1,007 191 121 184 1,221 102

"GEORGE BROWN" (ANXIETY NEUROnC)
Adult life only • • • • • • • • • • • • • • • • • • 38 65 96 J7 22 98
Adult ~ife or indeterminate time as alternatives •

~
1 - 2 1 1

Adult Ufe or childhood as alternatives •••••• 1 1 4 4 -Childhood reinforced by adult life • • • • • • • • 1 * - * 1 -Childhood only • • • • • • • • • • • • • • • • • • 14 3 - 11 20 -
Indeterminate time · . . . . . . . . . . . . . . . 18 12 - 18 16 1
No mention of causes · . . . . . . . . . . . . . . 19 18 3 28 36 -

Total per cent • • • • • • • • • • • • • • • 100 100 100 100 100 100
Number • • • • • • • • • • • • • • • • • • • 640 211 79 1,857 179 291

"UARY WHITE" (Cm,,'PULSlVE-PHOBIC)
Adult lite only • • • • • • • • • • • • • • • • • • 13 29 c

l~
c c

Adult lire or indeterminate time as alternatives •
~

2
Adult life or childhood as alternatives • • • • • • -
Childhood reinf'orced by adult life ••••• • • • * - *Childhood only • • • • • • • • • • • • • • • • • • 26 2 14
Indeterminate time ·. . . . . . . . . . . . . . . 32 31 33
No mention ot caua es · . . . . . . . . . . . . . . 21 )6 30 ---

Total per cent • • • • • • • • • • • • • • • 100 100 100
Humber • • • • • • • • • • • • • • • • • • • 242 S5 1 ),065 21 22
*Less than 0.5%.

.......



TABLE 27
Reasons for Classifying Human Behavior as Mental Illness

ReAson "Frank Jones"

(Paranoid)

ITop()r~lonQ~V1np,EaoJiReason

"Nervous

Breakdown"

Any
One
of

Precedinga

ITS CHARACTER
Lack of sociability, withdrawal, dis
ruption of social relations is
mental illness • • • • • • , • • • •

Apathy, indifference, lack of inter
ests or activities is mental illness

Disordered outlook or emotional re
sponse, other or unspecified, is
mental illness • • • • • • • • • • •

Weakness, self-indu1genoe, failure to
exercise self-oontro1 is mental i11-
ness . . . . . . • . .. . . . • . . •

Physically violent behavior is mental
illness •...... . . .. . . . .

Intellectual deterioration, cognitive
impairment is mental illness • • , •

Impaired functioning, inability to
cope with reality is mental illness

Anti'lJlboial, criminal behavior is
mental illness • • • • • • , • • • •

Uncontrolled, irrational behavior,
other or unspecified, is mental
illness •••....•... . .. .

Sooially deviant behavior, gen-eraUy,
is mental illness .......". -. •

PersOn8lly deviant behavior, - gener
ally, is mental illness •.•• -. , •

*
*

28

2

13

4

2

*

10

lS
1

29

7

13

2

*
3

6

*

1

21

*

*

4

28

1

4

9

1

24

4

*

*

42

S

*
2

4

*

6

6

*

7

1

7

2

22

19

J.h

38

4

*
18

2

5

7

*

b

b

5

7

b

S

3

b

9

3

b

10

3

33

J.h

11

10

7

4

21

20

1
*tess than 0.5%.
~1s oolumn represents the proportion of the entire sample who cited each reasoD"in response to any of the preoeding seven items, irrespective of

Whether er not they classified the item as mentally ill.
"1'his category was not separately coded for "nervous breakdown ,"

• • •
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TABLE 27-~Cvnt;inued

--- r= -- - -- ===--=======
Proportion Giving Each Reason

8

6

4

19

12

16

Any
One
of

Precedingll

6

4

b

10

20

11

nNervous

Breakdown"

7

5

1

2

1

107

4

*

11

1

2

9

*

6

1

14

*

6

5

4

*

12

Respondents Classifying Given Behavior as Mental Illness

4

7

1

*

6

1

9

1

5

*

8

1

"Frank Jones"
Reason

T"Betty Smith"t"BIll Williams" "George Brown" "Bobby Grey" "Mary White"
(Simple (Anxiety (Conduct (Compulsive-

(Paranoid) : Scbizophrenic)i (Alcoholic) Neurotic) Disturbance) Phobic)----------------+1----- .4-...•.. - ...~-.--..:.+--.:-.:.---......:...+------=.-+----___t-----~-----~I_-----
ITS CAUSAL ruPLICATIONS

Emotional or mental strain, con-
flict, fatigue is the cause of
the behavior or symptOms ••••

Behavior or symptoms have no "real"
(physical) causes, affect only the
mind, are "all in the mind" • • •

Behavior or symptoms proceed from,
can only be accounted for by,
mental illness (Mental illness is
the cause of behavior which cannot
be otherwise explained) • • • • •

Physical causes or conditions have
mental consequences ••••••

Brain is part of, related to, af
fected by, nervous system • • • •

Malfunctioning of nervous system
is, causes, mental illness •• •

ITS TRFATMENT DIPLICATIONS
Indicated prooedures are 'lpsychiatrlc"
Recovery is difficult, impossible

Don't know reasons •••••••••
Reasons too vague to classify •••
No reaSOn given • • • • • • • • • •

Total per centC • • • • • • •

Number •••••••••••

1

*
1

17
2

120
2,664

2

*
2

11
1

117

1,194

2

*
2

10
1

U7
1,007

2

*
2

1.3
1

11$

640

3
1

2
16

1

U8
494

2

1
e
2

11.3

242

2
1

.3
21
1

111

1,682

7
1

1
7
9

224

3,5.31

CTotals exceed 100% because some respondents mentioned more than one reason.



TABLE 26

REASONS FOR Nar CLASSIFYING HtllMN BEHAVIOR AS MENTAL ILLNESS
-_.- - - - -

=========~._.========--===-==--:-._------------------------_ .._-- -- -- -----;-- - ----- -- -----------_._----------
Proportion Giving Each Reason

Respondents Not Classifying Given Behavior as Mental Illness I Any
Reason IIFrank Jones ll "Betty Smith" "Bill Williams" "George Brown" "Bobby Grey" "Mary White" "Nervous One

(Simple (Anxiety (Conduct (Compulsive- of
(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance} Phobic) Breakdown" Precedinga

ITS CHARACTER
Nothing is wrong, not further
specified • . • • • . . . . . . • • 16 2~ 27 3S 23 44 b b

Behavior is widespread, commonplace 4 ~ ~ 16 16 24 1 43
Behavior is desirable, non-proble-
matic (i.e. "sensible," IIreasonable" 1 3 1 2 1 14 b 17

\ Behavior is not classifiable as
psychosis • . • . • . . . . . . . • 4 2 J 2 3 2 7 11

Behavior is not sufficiently deviant,
other or unspecified . . . . . . . 4 3 1 J 1 3 2· 10

"Mind," thought, rationality, intel-
lectual or cognitive processes are
not affected . . . . . . . . . . . 1 4 9 2 6 2 6 20

Functioning is not (seriously)
6 4impair!ld, . . . . . . . . . . . . . S 1 1 * b 10

Dobavior is not (ooopletely)" un-
.. .- -

controlled, dangerous to others • • 2 4 1 2 * 1 b j S

*Less than O.S%~

'rhis column represents the proportion ot the entire sample who cited each reason in response to any of the preceding seven items, irrespective ot
whether or not they classified the item as mentally ill.

bThis category was not separately coded tor "nervous breakdolill."

• • •
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TABLE aa--Continued

•
" = .- -- - -- _. - ::: ---Proportion Giving Each Reason "

Reason
Respondents Not Classifying Given Behavior as Mental Illness 'i Any

"Frank Jones" "Betty Smith" "Bill Williams" "George BrOlIn" "Bobby Grey" "Mary White" "Nervous One
(Simple (Anxiety (Conduct (Compulsive- of

(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic) Breakdown" Precedinga

ITS CAUSAL IMPLICATIONS
Behavior is caused by, symptomatic
ot, ~toal agent, disorder or

4i1lJless • • • • • • • • • • e· • • • 3 ) 1) * * )0 29
Behavior is caused by, symptomatic

1ot, malfunctioning of nervous system 1 * * * * 12 7
Organic damage to, deterioration of,
brain is not present . . . . . . . 1 * * * 1 * b 1

Behavior is caused by, symptomatic of,
faulty character, moral weakness,
lack of will power (it can andshou14
be controlled by the individual) . 6 4 16 9 1 ) 4 If 2)

Responsibility for the beha~or is
attributable to others . . ... . . * S 1 * 18 * b 19

Behavior is ingrained in the individu.-
al, caused ~' symptomatic of,
(irreversible temperament or con-
ditioning ............... .3 7 2 2 ) 1 b 11

Dehavior is caused by other or un-
specified environmental, external,
realistic, causally-adequate,

4difficulties .. . . .. . . .... .-. 9 S 2 7 1 7 11
Behavior is anomolous, because indi-
vidual's JOuthfulness makes it dif-
ficult to determine responsibility

4 4or ingrainedness . . . . . . . .. ... - 1 - - * b
I



TABL~ 28--C~u~inued

. - - - -- -- --
Proportion Giving Each Reason

Reason
Respondents Not Classifying Given Behavior as Mental Illness Any

"Frank Jones" ~ "Betty 8mithl \"B1J1 Williams" "George Brovm"' "Bobby' Grey" "Mary White" "Nervous One
I (Simple ' (Anxiety (Conduct (Compulsive- of

(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic) Breakdown" Precedingll

ITS TRFATMENT IMPLICATIONS
Condition is controllable by' lay,
interpersonal, psychological
measures • • • • • • • • • . . • . • 4 12 5 2 19 1 b 26

Condition is controllable by lay,
commonsense, physical measures • • 1 * * J * * 6 6

Condition is controllable by cor-
poral punishment • • • • • • • • • 1 * 1 * 6 * b 6

Condition is controllable by medi-
cal treatment . . . . . . . . . . 1 1 1 2 * * b J

Condition is self-limiting, self-
correcting; no countermeasures are
needed • . . . . . . • • . . • . . 1 4 1 1 11 1 b 14

Condition is temporary, easily re-
covered froll9 other or unspecified 5 4 3 2 2 1 13 IS

Unclassifiable, simple counter-asser-
tion that the behavior is a manifes-
tation of emotional makeup, person-
ality or character • • • • • • • • • 10 1 8 6 2 3 b 1

Don I t know reasons . . . . . . . . . 2 1 1 1 1 * 2 *Reasons too vague to classify • • • • 3 2 3 1 1 1 5 1
No reason given • • • • • • • • • • • 25 10 10 1 5 3 19 5

Total per centC . . . . . . . 113 113 115 113 131 109 114 304
Number • • • • • • • • • • • • . 861 2,331 2,S2h 2.891 ,,0'7 ),Cl8!} 1,849 3,531
c
Totals exceed 100% because some respondents mentioned IIIOre than one reason.

"

•
". ' ~ .

• •
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'l'ABLi 29

REASONS FOR ClASSIFYING MmTAL ILLNFBS AS SERIOUS

,"Frank
Any
One
of

Precedinga

======---==

Respondents Viho Classified Given Person as Seriously Mentally-Ill

Jones" l "Betty Smith" 1'"Bill Williams" I"IJeorge Brown" 1"Bobby Grey" l "Mary White"
(Simple (Anxiety (Conduct (Compulsive-

Schizophrenic) (Alooholio) Neurotic) Disturbanoe) Phobic)

PrOporliOI1--Q1TiLng Eaoh Reason-----

(Paranoid)

1
Reason

--

ITS CHARACTER
Person is (will or may beoome) physically
dangerous to others • • • • • • • • • • • •

Person is (will or may become) suicidal,
physically dangerous to himself • • • • • • •

Person is (will or may become) uncontrolled,
irrational, irresponsible, unpredictable,
other or unspecified • • • • • • • • • • • •

Person is adversely affecting (will or may ad
versely affeot) the lives of specific other
persons •••••.• ••••••.. . . •

Person is (will or may become) a deleterious
influence on sooiet,-, geJ.1eraUy • • • • • • •

Person is damaging (will or may damage) his
own physical health • • • • • • • • • • • • •

Illness is impairing, spoiling (will or may
spoil) ~ffected person's life, other or
'Ql'lspecified. • • • • • • • • • • • . • • . . •

Illness--i13 ·(will or may become) psychosis ••
Person is (-will or may become) unable to
_function, out of touch with reality • • • • •

. -.!nTlIIental- illness is serious ••• • • • • •

69

1

5

3

2

*

5

8

2
2

4 12 9 I 6

S 4 6 I 1

1 12 4 I 2

5 37 9 6

8 12 1 58

2 I 17 I 9 -
30 26 11 11

16 9 11 3

6 3 5 *5 1 10 2
I

4

4

4

2

4

4

4

11
6

42

6

6

11

CW· 9

5

14
10

J
3

~ess than o.s%.
afhis column represents the proportion of the entire sample who cited each reason in response to any of the preceding six items, irrespective of

whether-or:..not they claBsified the item as seriously mentally-ill.

c."



. " .

TABLE 29··' G~.·Jinued
~-=---===:="==::::::=

I

Proportion Giving Each Reason

Reason

. . . .. . . . .. . . . . .. . . . .. . .

rrs TRFATMENT D1PLICATIONS
Treatment is needed; condition must be caught,

cured, controlled • . .. • . . . . . . . . . . . .
Brain is (mayor will become) (irreversibly)
damaged, affected • • • • • • • • • • • • • • • •

Illness is (mayor will become) incurable, un
alterable, other or unspecified • • • • • • • • •

Illness is (mayor will become) more serious, more
difficult to cure, other or unspecified • • • • •

Don't know reasons ••••••
Reasons too vague to classify
No reasons given • • • • • ••

Total per centb

Number

. . . . . . . . . . .. . . . . . . . . . .

Respondents Who Classified Given Person as Seriously Mentally-Ill Any

"Frank Jones"I"Betty Smith" "Bill Williams","George BrOVln"I"BobbY GreY" f "Mary White" One
(Simple ! (Anxiety (Conduct I (Compulsive- of

(Paranoid) Schizophrenic) (Alcoholic) ! Neurotic) Disturbance) I Phobic) Precedingll

17 I 24 13 lS 27 17 23

1 11 4 1 * - 2

S 10 11 6 9 6 9

3 I 7 7 16 7 26 8

1 I 2 * 2 14*
3 9 2 6 1 13 2
1 1 1 1 1 - 29

134 I 136 I 111 I 134 141 uS 182

1,892 569 730 220 308 47 3.531
------~ --=

b
Totals exceed 100% because some respondents mentioned more than one reason •

• • •
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'l'...B....' )'0

REASON FOR NOT CLASSIFYING MENTAL ILLNESS AS SERIOUS

=",.==============: ..::.==:;----=====~.==":.:-=.=.-:.:===:::=-=.:'=:_--
Proportion GiVingEach Reason

Any
One
of

Precedinga

Respondents Who Classified Given Person as Not Seriously Mentally-Ill
Reason

"Frank Jonesll~lIBEttySmithll '''Bill Williams"" "George Brown ll "Bobby Gr.eY" lIMary White"

I (Simple (Anxiety (Conduct (Compulsive-
____________________________________________-+__(~p_a_r_an_o_i_d~)~SChizoPhrenic) (Alcoholic) Neurotic) Disturbance) Phobic)

s

13

10

10

10

2
4
3
1

2

2

7

14

1

7

17

6

14
6

27
9
2

4

)

1

28

1

12

2

9

18

10

14
2

12
8
1

1
2

11

)

22

2
1
2
2

8

4
1
2
2

9 26 19

9 8 25

1) 12 6
Condition can be cured, controlled, by medical

treatment • .. • .. . . • • • • . . .~ • . • . . • . 6 4 4 S
Condition can be cured, controlled, by lay, cODllllon
sense physical measures 0 0 0 0 0 0 0 0 0 0 • 0 0) * - 4

Condition can be cured, controlled
i

by remedying
the immediate, objective, externa cause 0 0 0 0 2 1 1 ) 3 I 1

Condition is se1f-1i1niti~~ self-correcting; no
countermeasures are needed 0 0 0 0 0 0 0 0 0 0 0 5 9 2 8 31 13

Condition can be cured, .controlled, overcome,
other or unspecified . 00 0 0 0 • • • • • • 0 • 0 21 14 22 1) . 19 10

Donlt know reason ..... ·1..... . . . . . . . . . . 1 * 1 * - 1 *
:.easons too vague 'w_cia881t'y • • • • • • • • 0 • • 7 4 S 4 h 7 2

No reasons gi.ven .. • ....... .. • • • • • • • • • • • • 18 12 13 1) 13 8 48
" Total per centb _............ 111 119 11S 124 121 129 133
'Number ...... ·.1. . . . . . . . . . . . 772 625 _ 217 _420~1~~ 19S 3,531

ITS CHARACTER
Person is not dangerous, harmful to others 0 0 0 0

Person is not (completely) irrational, uncontrolled
other or unspecified 0 0 0 0 0 0 0 0 0 • 0 0 0 0

Functioning is not (seriously) impaired 0 0 • 0 0

Symptoms are widespread, commonplace 0 0 0 • • • 0

Illness is not (will not become) psychosis 0 0 0 0

ITS TREATMEm' IMPLICATIONS .
Condition can be cured, controlled, by lay inter- I
personal, psychological measures 0 0 0 0 0 0 0 0

Condition can be cured, controlled, by will-power,
selt-help • . . . • • . . . . . . . . . . . . . .

Condition can be cured, controlled, by psychiatric
treatment • . . .... • . . • . . . . . • . . . • .

*tess than 0.$%.
Brbis ~olumn ~epresents the proportion of the entire sample Who cited eaoh reason in response to any ~ the pi:~ng six items,

lIbether or not they clanified the item as not seriously mentally-ill. . ..
brotala exceed.1OO% because Bome .respond~~!'m~t1Qned lIOJ:e.,.~~· ........··.

1rrespectlve or

," -
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TABLE 31

SUMMARY OF TYPE OF PROBLEI~ SEEN IN SIX EXAMPLES OF HUMAN BEHAVIOR

*r.ess than 0.5%.
&totals for this category are smaller than the sum of its sub-categories because a few respondents mentioned more than one type of action.

=----=====----===:=:===-==:===:========-=---=c==:='==,====== f= ~========,======,='==='=:===-====,===o, - -
Proportion Classifying Given Person as Each Problem Type

Problem Type "Frank "Tonos" "Betty Smith" "Bill Williams" "George Brown" "Bobby Greyll "Mary White"
(Simple (Anxiety (Conduct (Compu1sive-

(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic)

ALL RESPONDENTS

Mentally ill • • • • • • • • • • • • • • • • • • • • 15 34 29 18 14 ..1
Not mentally ill

Action requireda • • • • • • • • • • • • • • • • • 11 20 50 34 63 6
Psychiatric . . . . . . . . . . . . . . . . . "1 "1 "* 1" "1 "*Medical . . . . . . .. . . . . . . . . . . . .. . * 1 1 2 * *Physical • • • • • • • . . . . . . . . . . . . . 1 3 10 7 * 1
Practical . . . . . . . . . . . . . . . . . . . 4 1 4 14 35 2
Lay psychological · . . . . . . . . . . . . . . 1 1 4 2 13 1
Moral, self-help · . . . . . . . . . . . . . . 5 3 34 11 16 3

Action not required · . . . . . . . . . . . . . . 5 34 12 Z2 18 19
Problem too trivial . . . . . . . . . . . . . . "1 Ii" 1 1 "> 1
Behavior non-problematic • • • • • • • • • • • • 1 11 4 10 4 3.7
Personality with which "nothing wrongll ••••• 3 19 7 21 9 41

Action not referred to • • • • • • • • • • • • • • 9 12 9 16 5 8
Nervous, emotional or other th<ln ;'hysi.cal j lJ/lllSS, "1 "1 "3 "> "* 1
Personality with which "sonething wrong II •••• 6 11 6 9 3 6
No discussion of person . . .. . .. . . .. . . . . 2 * * 2 2 1

Total per cent . . . . . . . . . . . . . 100 100 100 100 100 100

Number . . .. .. .. . . . . . . .. . . . . . 3,531 3,531 3,531 3,531 3,531 3,531
..

'.

• • •
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TABLE 31--Continued

• ..., .. ~ ..

..-== - . =~:-::::---==-==:=.:== F'::;=='====--===========---===='~=========O="'===============""'====
Proportion Classifying Given Person as Each Problem Type

Problem Type "Frank Jones" "Betty Smith" "Bill Williarns"~"George BroWl" "Bobby Grey" "Mary White"
(Simple I (Anxiety (Conduct (Compulsive-

(Paranoid) Schizophrenic) (Alcoholic) . Neurotic) Disturbance) Phobic)
RESPONDENTS NOT CIASSIFYING PERSON AS MENTALLY ILL i

i

Action requireda
II • • .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 46 31 71 42 74 .J..

Psychiatric .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 2 2 1 1 1 *Medical . . .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 2 1 1 2 * *Physical .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 6 4 14 9 * 1
Practical .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. IS 11 6 17 41 2
Lay psychological • • • • • • • • • • • • • • • • • • 3 11 S 2 IS 1
Moral, self-help 20 5 48 ! 13 18 3.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. ..

I

Action not required .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 19 51 16

I
39 20 84

Problem too trivial .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 3 6 1 1 6 ··1
Behavior non-problematic .. .. .. .. .. .. .. .. .. .. .. .. .. .. 4 17 5 i 13 4 39
Personality with which "nothing wrong" .. .. .. .. .. .. .. 12 28 10 I 25 10 44

I
Action not referred to . .. . . .. .. .. .. .. .. .. .. .. .. .. .. 35 18 13 ! 19 6 9

Nervous, emotional or otber tban physical illness . (; 1 4"
\

b * 1
Personality with which "something wrong" .. .. .. .. .. .. 22 17 8 11 4 7
No discussion of person • • • • • • • • • • • • • • • 7 * 1 2 2 1

I

Total per cent 100 100 100 I 100 100 100.. .. .. .. .. .. .. .. .. .. .. .. .. .. I

Number 867 2,237 2, S21~ I 2,891 3,037 3,289.. .. .. .. .. . . .. .. .. .. .. .. .. .. .. .. .. ,

";'.'

'. ~. .. .



.... .-, .

TABLE 32

TREATMENT RECOi'MENDATIONS FOR SIX EXAMPLES OF HUMAN BEHAVIOR, WHEN CLASSIFIED ,IS M~mALLY ILL

*Less than 0.5%.

arotals for this category are smaller than the sum of its sub-categories because a few respondents mentioned more than one type of action•
'*

--_..__.__.__._-~_ ..--- ---_. ,------- ---- .._. -- ... - . ~-----_._.- ----_._-_._--- __._. ___•_________ -_____._ - --_••.-.----•.. ----- ._.- -.-----------,---------.•-----___._. __.._____.•____...•.• _. _______ • ____ :"::;';-;;0.:-.=

Proportion of Those Classifying Given Person 5a Mentally-Ill Who Recommended Each Treatment
Recommended "Frank Jones" lIBetty Smith" II Bill Williams" 'George Brownll "Bobby Greyll IIMary Whitell
Treatment (Simple (Anxiety (Conduct (Compulsi ve-

(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic)
a

lction required . . . . .. .. . . . .. . .. . . . . . .
Psychiatric .. . .. . . . . . . . . . . . . . . . . 8 9 4 9 10 6
Medical . . . . . . .. . . . . . . . . . .. . .. . .. 3 3 3 4 2 1
Physical . . . .. . . .. .. .. . . .. . .. .. . . .. .. .. . 1 * 2 4 * *
Practical • • . • . . . . .. . .. . . . . . . . . . . 1 1 * 2 4 *Lay psycholo~ical • • • • • • • • • • • • • • • • • 3 15 9 6 13 5
Moral, self-help . . .. . . . . . . . . . .. . . . . 3 5 11 14 1 11~
Type unspecified .. . . .. . .. . . . . . . . . . . .. 15 16 -_-!~ 13 17 11-_.....--

33 47 38 45 45 36

Action not required • • • • • • • • • • • • • • • • • 2 5 1 8 8 15

Action not referred to . .. . . . .. . . . . . .. . . .. 65 48 61 4'1 47 49

I

Total per cent • • • • • • • • • • • • • • • • 100 100 100 100 100 100

Number . .. . . . . . . . . . . . . . . . . . 2,664 1,194 1,001 640 494 242
><

• • •
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TABLE 33

NUMBER OF CAUSAL FACTORS USED IN E!!';.AINING SIX EXAMPLES OF HUMAN BEHAVIOR

•

~~'~ .

:::::::::==.::::::==.:==--=--.---:"'-:':=-:.:===:-::::;===.:=.==.-:::'~===:,.:::=:::::.::::-:-~==~====::;:"-== ==::':'::-.=====:-::=== ':':==:::::::====:-':=;:~;~.=::.'=====-==--===:=..-==-.....:.=:=--===:::==::=====:::=.....--=====:==

I Proportion Using Each Number of Causal Factors among Those Explain-
Number of Different •. In~Clt\'ed ~jUT.lber or kanp-lae

one Two i Three Four l''ive SiX All
Example ExamnIce. EKamp1es EKamples Examples Examples Respondents

One • • • • • • • • • • • • • . . • . • . .1 86 I 18 S 1 * * 6
'I'wO • • • '. • • • • • • • • • • • • • • • • 12 63 36 19 il 4 18
Three . • • • . • . • •. • • • . . . .. . . . 2 18 h4 41 36 28 33
Four · . . . . . .. . . . . . . . . . . .. . - 1 llt 29 38 36 27
Five · . . . . . . . . . . . . . . . . . . - * 1 9 16 26 13
Six · . . . . . . . . . . . . . . . . . . - - * 1 2 6 2

Total percent 100 100 100 100 100 100 . 100a

Number I 126 301 4'i7 19S 989 800 3,531
I

Mean number of different C"U3 r,S uflfJd for: I
Each example explained • • • . . • • . . 1,2 1.2 1.2 1.3 1.3 1.4 1.3
All examples explained •••.•••. '1 1.2 2.1 2.8 3.3 3.7 4.0 3.3

Mean number of examples explained by same I
cause •••• • • . . • . • . . . . . . .1 1.0 I 1.1 I 1,3 \ 1,6 I 1.8 2.1 1.7.

I

*Less than 0.5%.
aIncludes one percent who did not discuss any example in causal terms •

. ~'

., .



TYPFS OF CAUSAL FACTORS USED IN EXPIAINING SIX EXAMPLES OF HUMAN BEHAVIOR
'.-:1=:=:=:::====.:. ::.:==':.::::=:==::::.:::--=... ::::.:::-=:-=:. ====-_=::-::: ==--=== :":':=::-:::...-::~==~. =-=---========== ==:::::=~:::::=::-==-====:.~=.====:::::::::.::-_--===.~--=-=---:::==--::=

Cause
Proportion of Respondents \'lho Explained Indicated Number of Examples Using

EAch Causal Factor

One Two I Three I !,'our Five I Six All
Example Examples Examples ! Examples Examples, Elcamples Respondents

Organic factorsa (25) (5)
,

(46) i (53) (60) ! (61) (52). . . . . . . . . . . . . . .
i iAffecting brain. nervous system . . . . . . 17 I 23 i 33 )9 43 46 38

General or diffuse • • • . . . . . • • . • • 10 15 I 19 I 24 33 31 21I r I
Personality factorsa . . . . . . . . . . . . . 20 28 i 31 I 43 46 I 53 43

Itlllate • . . . . . • . • . . . . . . . . . . (17) (22) (JO) (29) (0) I (30) (28)
Ambiguous . . . . . . . . . . . . . . . . . (3) ( 7) (12) I (20) (21)

!
(1) (20)

Voluntaristic . . . . . . . . . . . . . . . ( -) ( -) ( *)

I
( 1) ( 1) ( 1) ( 1)

i
Social factorsa • • • • • • • • • • • • • • • • (70) (95) (97) (99) (100)

I
(100) (98)

ElCternal environment. etreomeienoes . . . . 21 40

I
64 i 15 88 92 75

Direot. ecpivalent conditioning ...... 37 67 81 I 92 95 i 98 88
Psychodynamic relationships . . . . . .. .. .. 2) 38 46 , 58 j 66 i 75 59

Total percentb . . . . . . . . . . . . . 125 211 I 280 I 331 I 311 I 401 I nOc
I I

Number . . . . . . . . . . . . . . . . . 126 301 I 477 I 795 , 989 I Boo 3.531.,

*Less than 0.5%.
aTotals for this sub-group are smaller than the sum of its subcategories because a respondent may have used IOOre than one sub

category.

brhese are the totals of the six original causal categories shown in bold face. Totals exceed 100% because most respondents
used Jll)re than one of the six categories.

cIneludes one percent who did not discuss any example in causal terms.

• • •
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"Bol)by Grey"
(Conduct

Disturbance)

8 11'901111 862
16 203
38 39

61 7281':t;9 1,064·
10 81 ....
15 ~32 :Co·

581 573~65 942
69 881
71 {J:)9 J

2 11,851jJ 833
5 . 257

14 64

* 12,17.9j1 6$6
2 145
4 25

l§ fl'~~l
65 ~ n~

~ 11'~1
13 2~g

82 I 637j89 825
93 S26
98 141

1 11,351j4 56L.
7 176

13 38

~ !l'G~~l7 85
c 13

g!1'~~1
12 12~

c 21

~ f r.'s6j
~ ~ ~~~

26! 833131 1,003
37 449

c 17

12 11
'43

0
24 65~

~l 1~5

23 !l,62
n31 55

36 103
c 16

211'~~!
' 100c 9

11 11'617\l% 5~g
c 12

58 f 8901*~ e~
3 ~ 872~3 1,030
5 45-'

~ ~l,~~~~
64 ~ l78i

13 ~1'575~19 658
35 122

21 {1'99S~36 331
55 29

19 ~1,916~

~3 t 4~6~

5 ~1'74l~10 531
21 83

8 (2,447)
11 ( 394)

4 (2,512)
12 ( 329)

5 (2,208)
19 ( 633)

"Betty Smith" 1 "George Brown" '"Bill Williams" ~ "Mary White" I
(Simple i (Anxiety , 1· (Compulsive .

Schizophrenic) i Neurosis) I (Alcoholic) Phobic)

Ig f1'~~l
I
I 59 (1,990)
I 70 ( 851.)

i
" 28 (2,498)
\ 47 ( 343)

lII! • •

. . . . .
,-~-_.---- .

'l'AIL,it. ;;;,
RELATION OF PRIOR CAUSAL USAGE TO MODE OF CAUSAL EXPLANATION OF HUMAN BmIAVIOR

- - :- -; Proportion ·U;lng Each Ca~e fo; Indicated ~p1e-among Th~se= Explaining-
That Example and Having Each Previous Causal UsageaCause and Previous Usage

Organic proccesses directly affecting brain, nervous system
Not previously used . . . • • . • . • . . . . . . . . . .
Previously used once .....• • • . . . . . . . . . . .
Previously used twice • • • • • • • •
Previously used three or more times • • • • •

Diffuse physical processes
Not ~revious1y used • • • • • • • •
PreV1ous1y used once ••• • • • •
Previously used twice • • • • • • • •
Previously used three or more times •

Innate personality, will, choice
Not previously used • • • • • • • •
Previous:Ly used once ••••• ••
Previously used twice • • • • • • •
Previously used three or more times

External environment, circumstances
Not previously used • • • • • • • • • • • • • •
Previously used once ••••• • • •
Previously used twice ••••••••
Previously used three or more times • •

Direct, equivalent conditioning
Not previously used • • • • •
Previously used once •• • •
Previously used twice • • • •
Previously used three or more times

other psychodynamic relationships
Not previously used • • • • • • • • •
Previously used once • • • • • • • • • • • • •
Previously used twice • • • • • • •

~vi2.~.!Y-.use<1....!-Ju'el!_o.!'... more times
*Less than 0.5%.
&.rhe examples are shown in this table in the order in which they were presented to the public, while earlier tables have shown them in or

der ot the frequency with which they were classed as mentally-ill. ''Frank Jones" was the first example presented and is, therefore, omitted,
since no relevant discussion could precede it.

brhe number in parentheses is the number on which the percentage is based. It may be read, as in this first instanoe, that there were
2,208 people who oausally explained "Betty Smith" who had not previously used direct nervous system processes in explaining the preceding ex
ample, ~Frank Jones." Of this group, 5% offered this explanation of "Betty Smith."

"'loo few cases to report a p-eroentage.

...... '
,;.'J ...
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RElATION OF PRIOR CAUSAL USACE TO ABILITY TO EXPL.UN HIJMI\.N BEHAVIOR

. .:-: =====.:=:==-=-~===~:=;:==-=.:=.:; .:=--.=:- =,===;::;;=;:-:-:=::.::~_~==::::-:.-: :=:==:::-==:--'=-:-:=.:=:-':::---:-==~::-:::::::::=7==-:-====--==-===":==_-=-..:::::::." :::==============

ItMary White"
(Compul'sive

Phobic)

"Frank Jones" 'I' "Betty Smith"
(Simple

(Paranoid) :Schizophrenic)

Mean Number'of SUbsequent Examples Explained by Respondents
Explaining Indicated Example in Each War

+?----=-"""-~~'-;===----'--~--.............- 1tGe~rge Br~vm1t\Itm:~~ Williams" I'
(Anxiety t ;
Neurotic) I (Alcoholic)

Cause

Organic processes directly affecting brain,
nervous system

Used for this example • • •
Not used for this examplec •

Diffuse physical processes
Used for this example ••c.
Not used for this example •

Innate ~ersonality, will, choice
Used for this example • • • • •
Not used for this examplec••• . .

I

I).7 ( 761)b ( 2.9 ( 23S) I 2.3 ( }h8) l.h ( 66S) ! 0.9 ( SO)
3.8 (1,909) 2.9 (2,606) 2.2 (2,201) 1.5 (1,131) 0.9 (2,019)

3.7 ( 386)
t

I 2.2 ( 5h2) 1.5 ( Sh) 0.9 ( 39)2.9 ( 141) ,
3.8 (2,290) 2.9 (2,100) I 2.2 (1,813) 1.5 (2,2h8) 0.9 (2,09:»

3.8 ( h70) I 2.8 ( 262) 2.2 ( 515) I 1.5 ( 330) 0.9 ( 203)
3.8 (2,206) 2.9 (2,519) , 2.3 (l,8hO) 1.5 (1,912) I 0.9 (1,926)

Ext~Dal environment, circumstances
Used for this example • • • •
Not used for this examplec•••••

4.0 ( 953) I 3.0 (1,1hl) I 2.h ( 80) I 1.6 ( 67h) I 0.9 (1,826)
:_ 3.6 (1,72:) ~i_2.8 (1.100) i 2.2 (2.275) l.h (1,628) ! 0.9 ( 303)

aThe emmples are shown in this table in the order in which they were presented to the public. "Bobby Grey,'1 the last
example presented, is omitted because no relevant diecussion could follow it.

'b.rhe number in parentheses is the number of people using a specified cause for the particular example, the number on
which the mean is based.

cIncludes only people who used some causal explanation for the example.

• • •
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TABLE 36--Continued

_=:-=~=====."",=====c==:=== - :'".~:':::-:==-:-=:::-= =:::"

Mean Number ot Su1Jsequent Examples Explained by Respondents
Explaining Indicated Example in Each WayaCause

"Frank Jones" [ "Betty Smith"
, (Simple

(Paranoid) !Schizophrenic)

"George BroWl"-\"Bill Williams"
(Anxiety I
Neurotic) I (Alcoholic)

"Mary White"
Compulsive

Phobic)
Direct, eqlivalent conditioning

Used for this example • • • • • • • • • • •
Not uned for this examplec •• • • • • • •

4.0 ( 953)
3.6 (1,123)

3.0 (1,141)
2.6 (1,100)

2.b ( 80)
2.2 (2,215)

1.6 ( 614)
1.4 (1,628)

0.9 (1,826)
0.9 ( 30)

Other psychodynamic relationships

Used tor this example • • • • • •
Not used for this examplec•••••

4.1 ( 316)
3.1 (2,300)

3.0 ( 852)
2.8 (1,989)

2.3 ( )7)
2.2 (1,982)

1.6 ( 402)
1.5 (1,900)

0.9 ( 64)
0.9 (2,045);;:

domits t.he few respondents who never offered any causal explanation ot any example.

,,~

0.9 (l,929)Y
0.9 ( 200)
0.8 (1,359)

1
1.6 (1,125)
1.4 ( 511)

I 1.4 (1,186)

2.3 (1,(;49)
2.1 ( 106)

I 1.8 (1,133)

2.9 (2,S38)
2.6 ( 303)
2.3 ( 641)

3.9 (1,953)
3.S ( 123)
2.9 ( 812)

Summ"ry:

~ocial causes used for this example • • • •
.No social causes used for this axamplec • • I
No oauses used tor this example •••••

I ~ ...j.i ........__

" .. '

."

...... ,"
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TABLE 31

•

•.! Proportion of Examples Explained
by Each Causal Factor among

SUMMARY OF CAUSAL EXPIANATIONS OF HUMAN BEEAVIOR" IN RElATION

TO JUDGMENT OF THE PROBLR1ATICAL CHARACTER OF THE BEHAVIOR
1

. ~
NUlJber of eX£l!!plee ••••••• '.. h,_Q22 ._ 5~100---- a __ h .- -_•• - - -_.

Includes both people who said it was not mental illness and people who were
undecided about whether or not it was mental illness.

b '
Totals exceed 100% because some respondents referred to more than one type

of cause in connection with a single example.

Examples Classified
, Cause in Indicated Way

Mental SO~hingr Nothing I TotalIllness e . Wro IWrongll . ng I

aJJ./J

OrPD&c processes directly affecting

I 8'~'lIleIIU8e'IS'- · . · . · · · · 17 3 9
Diffuse physical processes · · . · . · • 8 6 3 6
Innate personality, Will, choice 10 I 11 9 10· · · · IExternal environment, circumstances • · 29 24 11 23
Direct, equivalent conditioning • · . · · 28 33 40 34
Other psychodynamic relationships • • · 16 I 19 13 16

I ,
Causes too vague to classify · . · · · · 2 1 2 2
Don't know to causes . . · · . . · . . . 9 ~O 7 6
Descriptive answers • . . · . · . · · · . 15 14 23 16

b
134 126 117 126Total per cent • . . · · . · . · .

Number of exaJ:lp1ea ·. · . · . · . 6,243- 6,619 8.126 21.166

EXAMPLES WHICH WERE CAUSALLY EXPIAINED IOrganic processes directly affecting
Ibrain, nervous system . · . · . · . · 23 11 4 12

Diffuse. physica1~oeee•• · . · . · . . 10 I 8 5 8
Innate personality, will, choice. · . · 14 13 13 lh
E>..-ternal environment, circumstances . . 39 ! 32 25 32
Direct, equivalent conditioning . · . · 37

1
45 ! 58 47

other psychodynamic relationships · . . ! 22 26 18 22

Total per centb • • · . · . · . . i U5 ! 135 I 123 135

•



• • •
'fA. ~_I1JJ': 38

SUJ.IMARY OF CATIDORI<.Al'IONS OF BEHAVIOR iN RELATION TO iviODE uF CAUSAL EXPLANATION
---=--==---·l·'==·===~=~·:======::'~====--=:···=::===-=:·===--=====--..:._=: =:....::===.====----=:::======

Proportion of Examples Explained by Indicated Cause That Were Categorized in Each Way

, Direct Brain" Diffuse j Innate External Dll!eOt Ps,obod,namlc No
Category INervous systeml Physical Personality. Environment, Equivalent Causal Total

Processes . Factors Will, Choice Circumstances Conditioning Relationships Explanation

Mental illness • • • • • 57 41 32 31 24 30 27 29
Nervous, emotional or

other illness . . . . 4 10 2 4 1 1 3 3
Physical illness • • • • 6 9 1 1 * 1 1 1

Temperament, Condition-
ing, personality • • • 15 23 44 32 54 42 47 45

Bad will, defective
oharacter . . . .. .. .. 11 2 15 11 9 12 12 10

Response to circumstances 2 7 * 11 10 11 * 7

other and mixed
categories • • • • • • 5 8 6 4 2 3 1 2

No classification . . . - - - - - - 9 3

Total percent • • 10n 100

I
100

I
100 100 100 100 100

Number of examples 1,844 1,185 2,071 4,808 7,219 3,366 • 5,880 21;186

*Less than 0.5%.



TAB:;"E 39

RELA.TION OF ACTION ORIENTATION TO PIl0BLEMATIC CHARACTER OF HUMAN BEHAVIOR

=========='11===-'==========----====='
Proportion Making Each Reference to Action among Those With Indicated View of Problematic Status of Example

Action Reference

"Frank Jones" "Betty Smith" i"Bill Williams!: 1"George Bl'own"! "Bobby Grey" , IIMary White" ~ All 'I'r' Any
(Simple I! , (Anxiety I (Conduct I (Compulsive- II

(Paranoid) Schizophrenic) (Alcoholic)' Neurotic) I Disturbance) Phobic) I Examples8 Ii ElKampleb

Some- 'Nothing! Some- INothingt-some- 'Nothing Some- !..Nothingl Some- ..iINothing Some- ,Nothing!l Some- rNothin,t Some- 'Nothing
thing : I thing , thing : thing : I thing thing I Ithing ! I thing 1
~1~1~!~,~I~~:~I~~~~~I~i~l~

Total percent • •i 100

Number • • • • ,1'3.348

ALL RESPONDENTS t I ! : I i I I I I I - i !
No action needed •••• / 3 I 2 I 16 I 18 I 5 I 5 I 11 I 15 10 11 36 I 40 10 21 I 32 I 46

Self-help needed •• "l 1 i 24 I 6 I 4 I 31 55 I 15 I 12 I 13 19 8 2 13 1$ I 39 32
I ' I I

Other action needed •• 30 : 22 31 17 31. 15 I 31 29 I SS 52 16 3 36 2~ 66 47

No reference to action.1 60 1 52 41 61 33 25 j 31 I 44 I 22 18 40 SS i 41 42 11 11

J

', 100 1 100 100 i 100 1 100 ! 100 : 100 100 100 100'; 100 ::! 100 • 100 I 148 142

, 183 ~2.551 980 ,2,543 i 988 ~1,863 11,668 '1,851 1,61b 897 12'~.'1~,_0$9 8,121 1\3,410 3,0$1

aThese percentages are based C~ the total number of examples classified as having something (or nothing) wrong. They are therefore an average of
the action references in the six preceding examples. weighteci by the frequency with which each example was classified as having something (or nothing)
wrong.

~ese are the percentages of all respondents who classified one or more examples as having something (or nothing) wrong who made each kind of
action reference for any example so classified. "No reference to action" therefore includes only those who did not refer to action in connection with
any of the examples they classified in the particular category. The swn of the three types of action references (and, consequently, the total percent)
exceed the proportion of people referring to action because it was possible for a single respondent to make different types of action references for
different examples.

, .

..... '
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TABLE j,,····-Uontinued

•
, ==>= _. -- - - - . _. - -

Proportion Maldng Each Reference to Ao11on alliOn;s '.'ho.:1a With Indicated View of Problematic Status of Example

"Frank Jones" ! "Betty Snitb- 1"Bill Williams"
. -

"ueorge Brown" ~ "Bobby Grey" I "Mary White" ~ All .: Any"
. (Simple I (Anxiety I (Conduct I (Compulsive- Ii Ii

Action Reference (Paranoid) ISchizophrenic) (Alcoholic) Neurotic) Disturbance) . Phobic) Exam'p1esa j' Examp1eb

Some- Nothing Some- !Nothing Some- rNothing Some- f~!oo:;:1~;~1 ~ome- 'Nothing Some- !Nothingn Some- Nothing Some- rNot.h1ng
thing thing thing I oi;hillg I thing thing I II thing I thing.
Wrong Wrong Wrong Wrong Wrong WrOng Wr"ng Wrong Wrong Wrong Wrong Wrong Wrong Wrong I Wrong , Wrong

BESPONDmrS REPERBDG ITO ACl'ION
No action needed • • • • 9 I ) 27 46 7 7 18 26 12 13 60 88 18 )6 35 55

" I 49 46 15 24 1) 5 26 43Self-help needed 17 10 9 73 23 17 22 39

othet action needed 74
I

46 6) 45 47 20 59 59 71 63 27 7 60 38 7W 57..
',,·e

Total percent • • 100 100 100 100 100 100 100 100 100 100 100 100
1

100 100 1)2;; 151

Number 1,)47 87 Jl,505 38) 1,710 742 1,176
I

928 1,455 1,376 542 1,186 ~7, 735 4,104 3,102 t2•533. . . . . t
- .:-_",--=.:==--==.-,.4:=====:= o. ~=:=- - .L , ,

~



TI.CLE 40

RElATION OF ACTION ORlmTATION TO CONC~:E \'!ITH CA1JSl'.L EXPLANATION OF HUMAN BEHAVIOR

- - --'='==:=~==;:Pro~~ti;~-'~r=Th~~e with Ea~~-rl:';i~~~o;i~t~ti;;~-to~;dI~di~at;d=F;~;l~wh~-=='==';:==-==--:=
M&~0 ~c Reference to Causation

'·AU

Examplr:lsa

15 (1,362)
24 (i,928)
15 (5,214)
10 (4,555)

41 (1,110)
31 (1,310)
23 (3,295)
1 (1,152)

326)
73)

355)
lli3)

21 (
J6 (
26 (
11 (

40 (1,044)
45 ( 82)
26 (1,430)
11 ( 78)

"Mary White"
(Compulsive

Phobic)

181)
350)
283)
860)

13 ( 119)
12 ( 261)
10 ( 394)
4 (1,023)

52 (
12 (
li(
4 (

22 (210)
24 (215)
20 (685)
11 (693)

41 (249)
45 (2lli)
31 (132)
8 (413)

~

21 (122)
29 (S03)
28 (158)
21 (160)

46 ( 54)
36 (601)
26 (195)
lli (132)

178)
13)

560)
169)

7 ( 406)
10 ( 183)
9 (1,025)
5 ( 931)

29 (
2i (
13(

7 (

~)c

4~)
95)
40)

11 ( 119)
21! 233)
11 (1,991)

9 ( 999)

b (
39 (
22 (
5 (

"Frank Jones" I "Bett: Smith" 1;:-Bill Williams" ftoeorge. JI.rown"l "Bobby Grey"

I (S1mple I' (Anx1ety (Conduct
, (Paranoid) JSChizophreniC) I (Alcoholic) \ Neurotic) l.?isturbance)

I

I
I
I
\
I

Action Orientation

Nothing wrong
Behavior acceptable, or no action neededl
Behavior voluntary, or self-help neede
No reference to action dimension • • •
Behavior requires corrective action •

Something wrong
Behavior acceptable, or no action needed
Behavior voluntary, or self-help needed
No reference to action dimension • • •
Behavior requires corrective action

aThese percentages are based on the total number of examples in the particular classification. They are, therefore, an average of the six pre
ceding examples, in which each example is weighted proportionally to the frequency of that category for the example.

bToo few cases to report a percentage,

cThe number in parentheses is the number of persons (or, for the "total" column, the number of examples) with this action orientation toward the
example and is, therefore, the base of the percentage.

•
....J: ....

• •
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TABLE 41

CRITERIA USED IN DEI'ERMINING MENTAL ILLNESS
====:;;=========== or- - - --o==,::========-- - - . - - - _,===-

Proportion Using Each Criterion for Indicated Example

8
1

44

38
8
1

Total

*

6
3
2

50
18
6

*

6
1
3

21
43

1

"Nervous

Breakdown"

*

2
1

*
2

5
10
6

*

5
2
1

*

9
1
2

1*

Criterion8 "Frank Jones" l "Betty Smithll '''Bill Williamsllj "George Bro'Wtl" IlBobby Greyll t IlMary Whfte"
r . P (Anxiety (Conduct (Compulsive-

___-----------+--(l.:P:...::a~r..:::a~no~1.~·..:d~)L......j...:S~c~h~i~z.:::o~Ph~r~e::::n~i~c.L)-.. (Alcoholic) I Neurotic) Disturbance) Phobic)
ALL RESPONDENTS j

Single criterion ; I
Character • • • • • • • • 52 49 i 45 59 I 35 I 84
Cause .••••••••• 14 14! 21 I 14 18 4
Treatment • • • • • • • • 2 8 i 4 j 5 15 2

Multiple criteria !
Character and cause • • • 8 5:
Character and treatment • 1 3
Cause and treatment • • • 1 3
Character, cause and

treatment ••• '..... • •

Vague, unclassifiable or
don It know ......., 15 I 10 I 11 9 5 4 10 9-

No explanation given ••• 1 7 ~ 7 S 4 3 9 6-

T~tal per cent • • ..1 100 100 I 100 100 100 100 100 100 100
~9~r ~._..... t_..... 1 3,.531 I .3...531 ! 3.&.531. 3,.53:1,. . __ ....l.2il~~ 1.S11 . . . .hSJl. ___.12L.:71'.J.hSJl _
* . -

Les!! than 0.5%. .
8The criterion categories are defined in Tables 21-28, where the concrete reasons ~iven for regarding the example as mentally-ill or as not mentally

ill are claS$ified under these major headings.
brhese percentages are based on the total number ·of examples in the particular classification. They are, therefore, an average of the seven preceding

examples.
cThese 'ligures are the .proportion of respondents who made l1se of the indicated criteria at any pOint in their d1f1cussions. Since it b. Jhus • PD'f

posite of the Seven separate discusSions! a respondent may never nave used, for any one example, the ~iCulir COIDbinat.1on he 18. classified :lnto here. t,
thus, represents the range of criteria, n the course of a respondentls discussion.



6
1

sa
22

1

26
53
8

91
4
2

39
20
16

Criteriona

TABLE L.1--Continued

·_'===-======I==c====o-=P~~~tJs"'fu~~'furl~~ro~~~~mple
ft'r.'l l_ .. .... UT'\_.L.L_ '" ~.L'-" ."1"'U'"
"rranK "ones'" "ee"">, vrnl.vn"\"ol..1..1. WIllIams", "Geor~e Brown."! "Bobby Grey" I "Mary White" "Nervous-I- Total

I (Simple : (Anxiety i (Conduct ! (Compulsive- ESC- Respond-
(Paranoid) Schizophrenic) (Alcoholic) : Neurotic) Disturbance) i Phobic) Breakdown" lamplesbJ entsC

RE3POlmENTS USING ClASSIFI- " - 11 II
ABLE CRITERION

Single criterion I I
Character • • • • • • • • 66 59 55 68 \
Cause. • • • • • • • • • 18 18 25 11
Treatment • • • • • • • • J 10 5 5 \

MUltiple criteria \
Character and cause • • • 10 6 11 6 6 2 1 1 36
Character and treatment • 1 3 2 2 11 1 2 3 e
Cause and treatment • • • 1 3 2 1 6 * 4", 2 1
Character, cause and

treatment • • . • • • • 1 1 * 1 2 * * 1 44
Total per cent

==~Number •• _. ~ •••• I 2~::11===~:;;~=~=_.1=_~:~2 =J _3~:~8 ==1=3~;:9 \ 3:::6: '2:::1 l~~:IJ3~:1_

• • •



Type

Person or

.-_:.....--...,..--

REIATION OF DESCRIPl'IVE CRITERIA TO PERCEPTIon OF Hml'AL ILINESS

=========~IN~S;;IX~EXAMP;;;;;;LES~OF HUMAN BEHAVIOR
-. ?r':":0=rt:::::::-io==n=·=o==f=G==r=o=u=p=U=s=;iJ=n=g==

Indicated Criterion "Who

1
! Classified Each Example

. .. as Mentally-Ill•

6S
20
19
13
8
3

70

82
22
34
19
18
3

90

I 72 55I 19 15
I 25 12I

I
11 7
13 6

!
4 2

I 80 68
!
i
I
I

I 1 1
I 5 2
I 10 10
I 49 39

26 42
9 6

100 100

951 884

92
58
50
35
23
lS

98

89
52
39
28
19
11

96

100
1,666

0\

I• I
o I

• I
ooj

. . . . . . . . . .Total per cent

Number •• 0 •

At least one of above

ALL RESPONDENTS

"Frank Jones" (Paranoid) 0 0 0 0 0 •

"Betty Smith" (Simple Schizophrenic) 0 0 0 • •

"Bill Williams" (Alcoholic) 0....
"George Brown" (Anxiety Neurotic)
"Bobby Grey" (Cbnduct Disturbance) 0

"Mary White" (Compulsive-Phobic)

RESPONDENTS WHOSE GENERAL IMPRESSION OF MENTAL
ILLNESS CONSISTENTLY INCLUDED NON-PSYCHOTIC
SYNDROMES

"Frank Jones" (Paranoid) • 0 0 • 0 •

"Betty Smith" (Simple Schizophrenic) 0

"Bill Williams" (Alcoholic)
"George Brown" (Anxiety Neurotic)
"Bobby Grey" (Conduct Disturbance)
"Mary White" (Compulsive-Phobic) 0

Four-question summary:
Personality disorder (and all others below)

included • 0 • 0 • • • 0 • • • • • 0 • 6
Neurosis (and all others below) included 14
Limited to psychosis, generally 0 • 26
Limited to violent psychosis • • • • • 33
No apparent recognition •• • • 0 • 6
Usage not consistently classifiable 15

1----+-----+----

At least one of above

•
1
4

13
38
4

100
681

2
8

12
Sl

100
770

9
16
27
27
4 i 17 3

17 10 10

100 100 100

584 211 203

e~ ~A
$2
13

32 21 10
23 9 ~16 11

9 4 2
9$ 77 67

4 1 1
12 3 1
25 10

II38 ~7
14 9 $

0.\ 100
._~: 1,082

. .

o • •

Four-question s1.1llUDary:
Personality disorder (and all others below)

included • . . . . . . . . . . • • •. . '. I.
Neurosis (and all others below) included
Limited to psychosis. generally 0 0 0 I
Limited to violent psychosis 0 0 • • 0 • o. I
No apparent recognition • 0 • • : 0

Usage not consistently classifiable

Total per cent • • • 0 • 0 • 0 • 0 0 0 •

Number ••••• • • • • • • • •

RESPONDENTS VIHOSE GENERAL IMPRESSION OF MENTAL-ILL
NESS DID NOT CONSISTENTLY INCLUDE NON-PSYCHOTIC
SYNDROMES

"Frank Jones" (Paranoid) 0 0 0 • • ( •

"Betty Smith" (Simple Schizophrenic)
"Bill Williams" (Alcoholic) 0" 0

"George Brown" (Anxiety Neurotic) .,
"Bobby Grey" (Conduct Disturbance) 0

"Mary White" (Compulsive-Phobic) 0 0 0

At least one of above 0 0 0 • 0 0

Four-question swmnary;
Personality disorder (and all others below)

included ••••••.••••••• ••
Neurosis (and all others below) included
Limited to psychosis, generally • 0

Limited to violent psychosis 0 • 0 •

No apparent recognition • 0 • 0 0 •

Usage not consistently classifiable o. •

Total per cent
Numbe~ ••• • • • • • • • •

•



•t6
11
10
18
13
31

862

109

84

1
1

12
29
2

56
101

6
4

13
34

9
41

312

107

!
I

)

44
18

7
5

18
20

466

l12

'I

I

Specific Action Recommendation

"P'RANX JONR3" (PARANOID)
P8ychiatric • • • • • • • • • • • •
Medical • • • • • • • • • • • • • •
Physical • • • • • • • • • • • • •
Practical • • • • • • • • • • • • •
Lay psychological • • • • • • • • •
Moral, self-help • • • • • • • • •

bTotal per cent •••••••

Number making specific
recommendations •• • • • • •

TABLE 43
TYPES OF SPEX:IFIC ACTION RECOMMENDED FOR PROBLEMATIC

AND NON-PROBLEMATIC HUMAN BEHAVIOR
=.....,.'""".-===========:n=~====TIj~~~~m:::==;::==~

I Mentil jsometlrliig I Notl11rig " Total
Illness IElse Wm:IgtJ! Wrong

•

3
3

18
8

11
65

108

108

2,046

1,089

I
1,413

221

701

1
2

15
~8

3~

**5
9
1

81
102

103

628

1
2

28
9
8

60

4
7

28
31
5

32

108

107

578

17
12

8
2

33
43

207

27
13
12
8

G~
121

115

266

30 9 3 15

~ 19 5 ~
I 43 31 II h1 24
1_....;;1;.;;,.l_+---::.U~-+-_3~1~_-+----.....;i;:;.:.~_
I 109 109 I 105 109

I 373 495 I
i
I
I
!
j
i

"BErTY SMITH" (~1!IPI.E SCHIZOPHRENIC)
Psychiatric • • • • • • • • • • • •
Medi.cal • • • • • • • • • • • • • •
Physical •••••• ••••••
Practical • • • • • • • • • • • ••
Lay psychological • • • • • • • • •
Moral, self-help • • • • • • • • •

Total per centb••••••••

Number making specific
recommendations ••••••

"BILL WILLIAMS" (ALCOHOLIC)
Psychiatric • • • • • • • • • • • •
Me11ca.l • • • • • • • • • • • • • •
Physical ••••••••• • • • •
Practical • • • • • • • • • • • • •
Lay psychological • • • • • • • • •
Moral, self-help • • • • • • • • •

Total per cent b. • • • • • • •
Number making specific

recommendations ••••••

"GIDRGE BRO'!'IN" (ANXIErY NEUROTIC)
Psychiatric • • • • • • • • • • • •
Meclical • • • • • • • • • • • • • •
Physical • • • • • • • • • • • • •
Practical • • • • • • • • • • • • •
Lay psychological • • • • • • • • •
Moral, self-help .b. • • • • • • •

Total per cent • • • • • • • •.
NUmber making specific

recommendations ••••••

_... , .. ~-------_....:...._-----------------
*Less than 0.5%.
Sorh1s category includes both people who said it was not mental Ulneas and

people lIho were undecided about lIhether ·or not it was menta). illnellll.

~otals exceed 100% because people sceetimes JIlade Jilo're thaJl one type ot
recommend~tion. .

"OOBBY GREY" (CONDUCT DISTURBlI.NCE)
Psychiatric • • • • • •• ••••
::Medical • • • • • • • • • • • • • •
Physical •••••••• • • • • •
Practical • • • • • • • • • • • • •
Lay psychological • • • • • • • • •
Moral, self-help •••••• ••

Total per cent b. • • • • • • •
Number making specific

recommendations ••••••

'"lORT 1IHJTE" (COMPUlSIVE-PHOBIC)
Psychiatric • • • • • • • • • • • •
Medical • • • • • • • • • • • • • •
Physical • • • • • • • • • • • • •
Practical • • • • • • • • • • • • •
Lay psychological • • • • • • • • •
Uoral, self-nelp •• • • • • • • •

Total per centb • • • • • • ••
Number making specific

recommendations ••••••

3~
1

111
4~

107

139

24
3
2
2

21
53

lOS
62

2
1
1

55
22
23

104

Ij 1,038

11
5

13

~
38

1

1
56
18
27

103

1,193

100

123

3
1
1

53

~
104

2,370

102

289

•



TABLE 43--Continued

Specific Action Recommendation
== - '1-Menta::'l==;':::S=Qm==e=t=hll1l!:='=.=f'·l==N=ot==hing====T==o=ta==l=

I :rllness I~ Wtc.:fn""i"g 1 Wrong
I .. . I• SUMMARY

ALL EXAMPLESc
P.sychiatric
Medical ••••
Physical ••
Practical •••
~ psychological
Moral, self-help . . . .

32
13

6
5

31
26

3
3

11
31
15
31

1

*S
40
13
42

8
4

11
29
11
31

Total per centb 113 106 101 106

Number of examples for which
specific action recommendations
were made •••••• 1, 513 3,606 8,069

cThese percentages are based on the total number of examples in the particu
lar classification. They are, therefore, an average of the six preceding examples,
in which each example is weighted proportionally to the frequency of that category
for the example.

IS
8

23
56
34
62

198

1
1
7

53
18
51

5
4

2$
43
22
48

lb7

35
15
8
6

36
31

131
I
i 131
!

Number making specific I 1
recommendations • 1 1,121 2,261 j 1,911 , 3,295

Ut 1UI8!lOIDI1ITS UAKING ACTION
RBOO'MNE"I'DiTIOHS

·Psychiatric ..,;
Medical •• • • • •
Physical • • • • • •
Practical ••• •
Lay psychological.
Moral, self-help •

Total per centb.

•

•



TABLE 44
TYPE'S OF LOGICAL CONTRADICTIONS

IN DISCUSSION OF MmITAL ILLNESS

Proportion Making Each
Contr:-:liction •

77

92

256

Logical Contradiction

Descriptive criteria for saying it is not
mental illness (e.g •• lack of functional
impairment, lack of irrationality, etc.)
are seme as criteria used to distingu;~h

non-psychotic mental illness from
psychosis • . . . . . . . . . .

CHARACTER
Behavior is not mental illness because it

is not psychosis, but mental illness in
cludes non-psychotic syndrOmes • • • • • •

CAUSAL IMPLICATIONS
Behavior is not mental illness because its

causes are external, environmental,
causally-adequate; but external. environ
mental, causally-adequate factors are
given as causes of mental illness

i All !Respondents Using
IRespondents ]That Criterion of

..J I Mental Illness-------------, I:.....-------,·~~-=.;.::.:.....;-

I i

I 9 I

i
I
I
I,

Behavior is not mental illness because its
causes are physical, but physical causes
are given as causes of mental illness

Behavior is mental illness because it has
no "real" causes, but "real" causes are
given as causes of mental illness • • •• ,

i
Behavior is not mental illness because it is I

indicative of ch~ter defect controllable •
by 'I'li.ll-power, but character defects are i
given as distinguishing characteristic or I

cause of mental illness or self-help is
given as treatment of mental illness •••

22

16

19

68

97

83

•
Behavior is not mental illness because it is

indicative of malfunctioning of nervous
system, but malfunctioning of nervous
system is also given as symptom, cause
or definition of mental illness 7 81

Behavior is not mental illness because it is
result of irreversible conditioning ,or
temperament, but these same factors are
given as causes of mental illness 6 52

•



TABLE 44-Continued

='====
i Proportion Making Each

pontradiction
All ,Respondents Using

Respondents jThat Criterion of

1"""'" Illn..,• Logical Contradiction

TREkTMENT IMPLICATIONS
Behavior is not mental illness because it

is curable by some specific measure that
is also mentioned as a treatment for
mental illness . • • . . . . . . . . . . .

Behavior is not mental illness because it is
temporary or curable (other), but mental
illness is elsewhere referred to as
temporary or curable •••••

Behavior is mental illness because it is in
curable, but mental illness is elsewhere
described as curable • • • • • • •

No contradictory logic

Total per centa •

Number

15

15

1

20

167

3,531

43

87

•

•

~otals exceed 100% because it ",as possible for one person to contradict
himself in more than one way•

1. ...: ..•



TABLE 45

IN<nISIS~cm. IN USAGE WCONCEPT OF·ImlTAL ILLNESS IN

INTERPRETATIONS OF SIX EXAMPLES OF. MENTAL ILLNESS

t'VOP. of Inconsistencr

Explicitly self-contradictory

Referred to. "nervous illneSs" as a catego1'Y distinct from
mental illness in examples~ afte~. including it within
mental illness in gener~l 1mp~esaion • • • • • • ~ • • •

Volunteered "nervous breakdown" as a category of mental
illness in examples, but did no~ classify "nervous
breakdown" as. mental illness in general impre:lsion • • •

Proportion
in Bach

Brouij

2

...~:.,

•

Used "nervous illness" in examples, both as a category
of mental illness and as a category distinct··from mental
illness. . . . . . . . . . . . . . . . • 6

other selt-contradictory use of terms 1

Inconsistent with technical criteria

Volunteered non-psychotic mental illness diagnoses in
examples after not including "non-insane" in me:ttal
illness •...•.•....... . . . . . . . . 2

Used diagnostic labels with other than technical meaning. 14

No inconsistencies in examples

Previously inconsistent in general impression of mental
illztess •••.••........ . . . • . . . . •Previously uninformed in general impression of mental
ilhless ••.•••.•...•..........

Previously consistent in general impression of mental
illness:

ConSistently limited to psychosis •• • • • •
Consistently included non-psychotic syndromes

a
Total .per cent

Number

3

6
21

aTotal exceeds 100% because some persons were inconsistent in their
discussion of the examples in more than one way.

•



•
TABLE 46

SUMMARY OF INCONSISTENCIES IN ENTIRE DISCUSSION

OF MEANING OF MENTAL ILLNESS

Consistency or

Usage

Non- iLilld.ted to t· Ii~tal J
Psychotic r Psychosis ~lellCY~I
Syndrollles Only ii'1 Non-YentaI i Total
Included I ·0 .....1 ; 1Une«i8' j. eD~ t ,. •

:Ln General III1.. ... i or Ho
I1nprEission press on Impression

Inconsistent in general discussiona

Inconsistent in usage in
. b

exaDlples
Contradictory logicC • · · · · · 10 2 - 12
No contradictory logic · · · · · 1 1 - 2

Consistent in usage in examples
Contradictory logic · · · · · · 30 10 - 40
No contradictory logic ·· · · · 6 2 - 8

Consistent in general discussion

Inconsistent in usage ii'1 exaDlples
Contradictory logic • · · · · · · 5 1 I * 6
No contradictory logic · · · · · 2 * * 2

Consistent in usage in examples I

Contradictory logic • · • · · · · 17 4 1 22
No· contradictory logic · · · · · 4 2 I 2 8

• Total per cent • . · · · · · · 75 22 I 3 100
I INUII1ber • . . . . . · · · · · · 2,642 787 102 3,531

*Less than 0.5%.
arnconsistencies in general discussion are shown in detail in Table 10.

brnconsistencies in usage in exall1Ples are shown in detail in Table 45.
cContrad1ctory logic is shown in detail in Table 44.

•



RElATION OF RECOGNITION OF RFAL PERSONS IN EKAMPLES TO PERCEPTION OF MENTAL ILLNESS IN HUMAN BEliAVIOR

====-"==-=:0===-==="--:=====-===:===--==j====="'====:
Proportion Who Classified Each Example as Mentally-Ill Among Those Who

Recognition of Id~tified Example With Indicated Persons
1 "Frank Jones" "Betty Smith" !"Bill WiHiams" "George Brown" "Bobby GreY" "Mary Wb1:te'·

I
"Nervcus

Real Persons (Simple II (Anxiety (Conduct (Compulsive-
(Paranoid) Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic) Breakdo1m"

Self . . . . . . . . .. . . . . . . . . 5S ( 22' 23 ( 65) I 26 ( 42) 12 ( 138) 2 ( 41) ) ( 673) 37( 196)

Imrnediate fami1yb • • • • _ • • • • • •
.

1. 54c (
64 ( :0) 17 ( 58) I 12 ( 73) 19 ( 58) lh( 43) 1 ( 81)

I 214)
All others' • .. . . . . . ... . . . .• 77 ( 163) 3S ( 213) 32 ( 265) 20 ( 122) 18 ( 122) 10 ( 96) r! I
None . . . . . . . . . . . . . . . . I 76 (3,315) J4 (3,195) I 29 (),151) 18 (3,213) 14 (J,32S) 8 (2,681) I 45 CJ,061)

: \

arhe number in parentheses is the number of cases on which the percentage is based.

bllImmediate familY" includes only parents, siblings, spouse and offspring.

CData fOr immediate family and others are not available separately for "nervous breakdown."

.,

.... '

• • •
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TABLE 48

TREATMlillT RECOMMENDATIONS FOR SIX EXAMPLES OF MENl'AL ILlNESS, IN RELATION TO ITS SERIOUSNESS

•
- --.--=====---=====:::_- ===-===0---==,====-----=====--==. _. --

Proportion Recommending Each Treatment, Among Those Taking Indicated Position on the Seriousness --

of the Example's Mental Illness and Making Some Action Recommendation

"Frank Jones" I' "Betty Smithll "Bill Williams" "George Brown" IIBobby Grey" "Mary White" 1 Alli (Simple {Anxiety (Conduct (Compulsive-
(Paranoid) Ii Schizophrenic) (Alcoholic) Neurotic) Disturbance) Phobic) Examples&

.•.
. }'ot ~,! ,I Not. . Not ' Not Not Serious' ~t Serious i NotSerious' SE:ri01: 3011, Serious Serious Serious Serious Serious Serious Serious serious Serl.OUS SeJ,'1ous

Psychiatrio • • • • • • . . • • . • • • • 57 37 39

I
26 20 13 36 25 42 29 22 I

41 27c
1Medical. • • • • • • • • • • • • • • • • • 19 17 19 8 17 8 11 13 6 6 3 16

I
11

Physical •..••••.•.•.• . • • t S 9 3 1 13 4 25 9 - 2 2 7 5
Practical • • • . • . . • • . . • • • • • 3 6 3

I
3 1 3 4 8 19 10 2 4 5

Lay psychological • • • • • • • • • • • • 7 24 27 S4 29 37 4 21 34 56 22 20 36
Moral, self-help . . . . . . . . . . . . 14 24 14 17 36 '49 )2 44 4 6 55 II 20 I 29

Total per centd • • • • • • • • • I lOS \ 117 105 I109 116 114 112 120 105 109 106 , 106

1

113

Number . • • . . . • . . . . . •. 113 . 293 ~ 279 124 142 28 179 ; 53 86 2 i 60 I 474 1,039
"

arhese percentages are base~ on the total number of examples in the particular classification. They are, therefore, an average of the six pre-
ceding examples in which eaeh example 1s weighted proportionally to the frequency of that category for the example.

brhis category includes both people who said it was not serious and people who were undecided or did not know.
cToo few cases to report percentages.
Grotals exceed 100% because a respondent could make more than one recommendation for a single example.



"Frank Jones" (85)
"Frank Jones" (S8)
"Frank Jones, "'''George Brown" (40,)3)
"George Brown" (60)

1 89 I"Frank Jones" ~~~~1 86 "Frank Jones'·

4 92 ,"Frank Jones" (98)
1 79 "Frank Jones" (82)

21 38 "Betty Smith" ($)
1 34 "Mary White" (59)
6 43 "Frank Jones," "Betty Smith" (40,)6)

4 I 48 !UBetty Smith" (90)
2 I 1) "Mary WIlite" (100)
6 19 ."Mary 'White" (88)

....
TABIE 49

SUMMARY OF USE OF SELECTED TEIDITNOIOOY m DISCUSSING SIX EXAMPLFS OF HUMAN BE1IAVIOR

Term Proportion of All Respondent;-l'propo;ilo~rAll Us;; ;~e~i~ --- a
- Using Each Term Term to Mental Illness Only Example Primarily Referred to

DIAGNOSIS - .
Schizophrenia • 2 I 9S
Psychosis • • • 1 84
~ur()s!s ••• ) ! 58
Nervousness • • 26 I 33

I
SYMPTOMS I
---Hal,lucination ..
-Delusion
Pers~cution

complex •••
Guilt complex •
Inferiority

complex
Fear complex
Complex, general

Introversion
ClaustrophObia
Phobia, general.

~

Intra-Example Associatlon-----
Between Use of Term end

Perception of Mental Illnessb

+
+
+
o

+
+

+
+

o
?
?

+
+
?

a
Wh~e the term was applied to a single example by over 50% of its users, only that example is listed. If no example had this kind of majority associ-

ation with the term, the two examples to which the term was most frequentlyappl1ed, which together were what the majority had in mind when they used the term,
are listed in order of frequency. The percentage of users applying the term to the example(s) listed is shown in parentheses.

bA plus sign indicates that, for each example where the tem was used, people who used the term were more likely to call the example mentally-ill than
people -.bo did not, while a minus sign indicates the reverse. Jl. zero indicates that use or non-use of the term was not related to the frequency with which
an examp1.e was perceived to be mentally-ill, while a question-mark is used to indicate that differences were not consistent throughout the examples and/or
.there were too few cases to determine the direction of the difference.

i .

...... ":.

• • •



TABLE 49--Continued

======- - T ~.==,,===,,=

Intra-Example Association
Between Use of Term and

Perception of Mental Illnessb

, ~~~~r~ion :f-~ll Users ~eferring""t' - - ====._. -
Term to Mental Illness Only . Elcample Primarily Referred to·

Proportion of All Rellpondent-s
Using Each TermTerm

Sl~CM3--Cont'd.

Obsession •
Fixation
Compulsion • •
Quirk •.••
Superstition
Habit • • •

Alcoholism
Kleptomania • •
MlIlia,general

2

*1
J
3

32

23
3
1

59
41
41
21

9
1

1,0
45
56

"Frank Jones, ""Mary White" (43, 39)
"Mary White. ""Frank Jones" (41,35)
"Mary White" (68)
"Mary White" (58)
"Mary White" (82)
"Bill Williar08" (12)

"Bill Williams" (99)
"Bobby GreY" (98)
I"Mary White,""Bobby Grey"(J3,25)

+
?
?
+

+
+
+

*Less than O.S%.

•,. • •
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TYPE AND l-IUI:BER OF SOURCES OF INFORMATION AOOUT MENTAL IlLNESS WITHIN EDUCATIONAL A'M'AINMENT GROUPS
==========-: =::--: :::-.=~::-==-=-.===-= - - c_ -- ==-< _._- --- -.= =:=::.==== =".=-==.: ============-====::::=---=-====7=:.1=:::=:.=:::t:::'====-==

Information Proportion of Indicated Educational Attainment Group Mentioning Each Information Source

'College Graduate Some High School Some High Gl'umar School Less Than Grammar -
Source and Above College Graduate School Graduate School Graduate I Total

-
KIND: Newspapers • • • • • • • 81 79 7J 65 51 J1

I
62

Magnzines . . . . .. .. . 88 87 76 63 45 28 60
Family nnd friends • • • 16 68 61 57 51 43 56
Radio .. . .. . .. .. .. .. .. 5L 53 48 48 40 J6 II 45
~jovies • • • • • • • • • 62 48 50 L5 28 19 39
Books (other than text) 66 53 32 29 20 15 30
Lectures • • • • • • • • 62 45 26 22 15 12 25
Family doctor . . . .. .. 32 29 20 20 15 15 20
Contacts with mentally-

illa •••••••• 13 13 10 11 10 9 11
General, exer)'day ex-

2 5 4 5 5 4 5perience ••••••
Social ClCn~ctll with pro

fessionally trainet a 7 3 3 3 2 2 3
~n professional train-

ingS- • • • • • • • • • 13 3 2 1 * * 2
Non-professional work

contacts vlith pro-
fessionally trainedB • 1 3 1 2 2 2 2

Generaltbrmll educat:Lona 13 9 1 1 - - 2
Televisiona • • • • • • * 2 1 * 1 1 1
Miscellaneousa • • • • 1 1 1 * * * *

Total per centb 571 SOl 409 372 291 223 363

Chapte Tables
~',' '.

rp
===

1..11""
""f{

*Less than 0.5%.
aInformation sources were, in general, reported in answer to a series of questions which asked specifically about each source; e.g., "Have you

ever read anything in the newspapers about mental health problems?"; "Have you ever read any magazine articles about mental health problems?"; etc.
The last eight categories shown above under kinds of information sources were not, however, specIficallY inquired about, but were volunteered in ans
wer to the final, general questi~!l in the information series: "Have you ever seen or heard anything else about mental health problems?".

bTota1s exceed 100% because most respondents named more than one kind or type of source.

~'".. ". ._~'~i,I(:)';';'~.~ __...~ ~_ •......,;....,... •."



• •
TABLE SO--Continued

•

\.

Information Proportion of Indicated Educational Attainment Group Mentioning Each Information Source

Source
College Graduate Some High School Some High Grammar gchoo1 Loss Than Grammar

and Above College Graduate School Graduate School Graduat.e Total

TYPE:c
All Mentions I

Class media • • • • • • • 78 65 46 40 27 22 I 40
l::iass nledin .. . .. .. .. .. .. 95 95 92 87 75 59

It
81

Interpersonal colJlJllUnicati.on 81 75 69 66 60 53 6S

Total per centb•• 254 235 207 193 162 134 II 186
I!

"Best" Mention

IClass media included . . 78 65 46 40 27 22 40
Mass media, but no

class media • • • • • • 19 30 48 48 50 39 I 43
Interpersonal communi- II

cation only • • • • • • 2 3 3 7 12 16 I 8
No sources .. .. .. .. .. .. .. 1 2 3 5 11 23 9

Total per cent • • 100 100 100 100 100 100 100

NUMBER: None .. .. .. .. .. .. .. .. 1 2 3 5 11 23
,I

9IIOne .. .. .. .. .. .. .. .. 4 4 7 11 19 22 II 1)
Two .. .. .. .. .. .. .. .. 6 6 15 16 20 18

II
15

Three .. .. .. .. .. .. .. 9 15 15 18 J.h J.h 15
Four • • • • • • • • 10 14 17 16 14 9

I
14IFive • • • • • • • • 10 19 16 1) 9 7

I
12

Six .. .. .. .. .. .. .. .. 22 1) 1) 9 7 4 10
Seven .. .. .. .. .. .. .. 18 15 9 7 4 2 7
Eight .. .. .. .. .. .. .. 11 8 4 4 2 1 4
Nine or more • • • • 9 4 1 1 * * 1

Total per cent • • 100 100 100 100 100 100 100
Nwnber • • • • • • 246 360 186 168 615 696 3,s31

C"Mass media" include newspapers, magazines, radio, movies and television; "class media" include books, lectures, professional training and
formal education; "interpersonal conununication" includes talking with family and friends or with family doctors, work or social contacts with pro
fessionally trained persons, acquaintance with mentally-ill persons and general, everyday experience.



TABLE 51
RELAT!O!T OF IrTFOR!1ATION EXPO~RE TO CffilCEPTIONS

OF HENTAL ILWESS

36

39

74

I :

.

1 54 48

90 84

59 48"Nervous breakdown II was mental illness

GEHEHA"L CONCEPTIONS
First impression spontaneously included

non-psychotic syndromes • • • •
~iental illness included more than

"insanity" •••••••••••

===========================================i=====p;;P~;ti~~=~f=E~~h=I~~~t1~~======'

i
Exposure Group with Indicated

Conception of I-rental Conception of Henta1 Illness
nIness F.igh Exposure [Middle ExposurerLow Exposure

! (6 or More (3-5 I (0-2
I Sources) I Sources) Sources)

Total Usage: Consistent non-
psychotic • • • • • • • •

Inconsistent non-psychotic
Inconsistent psychotic
Consistent psychotic
No impression • • •

37
50
11

2

*

30
47
16

6
1

21
45
17
11
6

Total per cent • • • •

CONCRETE PEaCEPTIONS (Proportion classi
fying examples as mentally-ill)

"Frank Jones" (Paranoid) •••••••
"Betty Smith" (Simple Schizophrenic)
"Bill Williams" (Alcoholic) ••••
"George Brown" (Anxiety Neurotic) •
IIBobby Grey" (Conduct Disturbance)
"Nary \Mte" (Compulsive-Phobic)
At least one of above •••

Four-question sumwAry:
Personality disorder (and all others

below) included •••••••••
Neurosis (and all others below) in-

cluded ••• • • • • • • • •

Limited to psychosis, generally

Limited to violent psychosis

No apparent recognition • • •

Usage not consistently classifiable •

100

85
45
44
25
21
13
92

7

11

21

36

12

13

100

77
33
29
17
14
6

85

3

7

20

40
19
11

100

68
28
18
14
10

5
76

2

7

14

39

28

10

•
Total per cent • • . • • • • • 100 100 100

LOOICAL CRITERIA
Descriptive: Emotional-functional

deviancy • . . . • . . .
Cognitive-control deviancy
General deviancy

Total per cent • • • •

61
22
17

100

48
28
24

100

37
31
32

100

respondents often employed more than one cr!-

Non-descriptive: Organic dis-
ease ••• • • • • • • • • •

Non-physical disorder • • • • •
Counter_reality, inexplicable behavior
Volitional defect ••••••
Involuntary action
Descriptive only • •

Total per centa

Logical consistency: Contradicted
own criteria

Number of cases

*Less than 0.5%.
aTotals exceed 100% because

terion.

22
34
66
40
26
9

197

86

798

22
33.
62
40
26
11

194

82

1,449

17
30
56
32
30
16

181

78

1,284 •



• Conception of Kental
, nlness

"Nervous breakdown" was mental illness

GENERAL CONCEPT!ONS .
First impression spontaneously included
non~psychot1c syndromes • • • • • • •

Mental Ulness included moiethan
"insanity" •••••••••••

Limited to psychosis, generally •••

Limited to violent psychosis • •

Uo apparent recognition • • • • • • •

Usage not consistently classifiable •

Total per cent • • • .. • • • • • •
CONCRETE PERCEPTIONS (Proportion c1<'.ssi
fying examples as mentally-ill)

"Frank Jones" (Paranoid) •••••••
"Betty Smith" (S¥nPle Schizophrenic)
"BUI Williams" (Alcoholic) ••••••
"George BrOtffl" (Anxiety l'leurotic) • • •
"Bobby Grey" (Conduct Disturbance) ••
"Mary White" (Compulsive-Phobic) •

At least one of above •••
Four-question summary:

Personality disorder (and all others
below) included • • ••••

Neurosis (and all others below) in-
cluded .••. . . • • • • • •

11

38

7

12
39
27
12

79

42

2

84

45

6

18

39
23
12

3

8

20

44
16

9

I I
47 I 44 41 34

88 I
53 I
3
6
3 I 26 22 20

4 50 47 42
15 I 15 I 17 ! 17
5, 7: 8 I 14
1 ~ 2 I 6 7

100 ! 100 1'00 !100
• J

80 ! 73 71! 68
34 I 31 30! 28
33 ; 26 20 I 18
16 16 18 I 16
16 12 9 \ 11
646 7

88 82 78 I 76

!2 i 3

9 I
16
37
25
II

8

58

l~
13

2

*

10

23
35
13
11

91

61

84
45
44
24
20
12
90

100i 100

I
I
, 87

53
I 52
I 31
! 27
i 15
I

! 95

I
I 9
j 15

I 22

I 31
I 8
I

I 15

1 64

"

92

63

I~
I 1. . .

. . . .
Total Usage: Consistent non-

psychotic • • • • • • • •
Inconsistent non-psychotic
Inconsistent psychotic •
Consistent psychotic
No impression • • • •

•

*Less than 0.5%.
~otals exceed 100% because respondents often employed more than one cri-

tenon. .

18
29
52
27
28
1.9

100

68

696

173

18
29
61
37
29
12

186

79

675

21
34
63
37
26
12

82

768

193

84

786

197

87

360

200

84

246

193

! 100 100 100 100 100 I
I J
I !
; 68 I 60 i 2516 45 4

26
3' 33~1

: 18 I 19 31
I~..;..,---..:2:.:::3-1-~2~4-1---,,3~1~---::2L.9_

1100 , 100 ! 100 100 100 100

i 20 II 25
I 30 29

65 I 65
I 44 I 43

23 30
11 8

LOGICAL CRITERIA
Descriptive: Emotional-functional de-

viancy •• • • • • • • •
Cognitive-control deviancy
General deviancy

Total per cent

Number of cases

Total per cent

Non-descriptive: Organic dis-
ease •••••••••••••••

Non-physical disorder • • • • • • • •
Counter-reality. inexplicable behavior
Volitional defect •
Involuntary action
Descriptive Only •

Total per centa

Logical consistency: Contradicted
own enteria • .• ~ . • • . •

•



TABLE 53
REUTION OF EDUCATION AfT]) INFO;\i1ATIOIj EXPOf>'UIlE TO

COlJCEP'tIOHS OF HEllTAL ILUlESS

•High Exposure' Middle ExpoSU-""e 1m! JSs..'"108m8
(6 or l'!ore (3-5 (Q.·2
Source~) Sources) Sou:o"'Ces)

Conception of Mental Illness
and

EducatiQna+ Level

==~================~====================~===================~==~==s================~==

) p~~~;~nG~~U~n~tc~::~ ~~=~~
Level with Stalied Conception

of Mantal Ulliesil

GENERAL CONCEPTIOns I
First il1!pressionspontaneollsly included I

non-psychotic syndromes
College graduate and above 63 (148)a
Some college • • • • • • • I 59 (145)
High school graduate • • • 51 (205)
Some high school • • • • • • • • •• 52 (157)
Grammar school graduate • LJJ ( 89)
Less than grammar school graduate 40 ( 54)

48 ( 72)
57 (173)
48 (384)
46 (364)
46 (250)
45 (206)

51 ( 26)
38 ( 42)
39 (197)
37 (247)
40 (3)6)
31 (436)

Mental Ulness included more than
"insanity"

College graduate and above 97 86 50
Some college • · · . . . · 93 90 93
High school graduate • • 90 89 87
Some high school • • · · 88 85 80
Grammar school graduate 81 83 75
Less than grammar school graduate 87 80 62

IINervous breakdownll ~1aS mental illness
College graduate and above 66 60 31
Some college • · · . · · · 67 60 43
High school graduate •• · . . 56 54 47
Some high school • • • · · 52 46 38
Gra.nunar school graouate 52 44 38
Less than grammar school graduate 57 Ll2 35

Total usage sometimes included des- •cription of non-psychotic syndromes
82College graduate and above 89 82

Some college • · · . · · · 87 83 74
High school graduate • · · · . · . · 85 78 76
Some high school • • · · · · . · . · 82 76 73
Grammar school graduate · · . · . · I

75 75 65
Less than gramnar school graduate 82 71 58

Total usage consistently included
non-psychotic syndromes

38College graduate and above . • 48 38
Some college • · . . · · . 43 36 31
High school graduate • · . 37 34 28
Some high school • • · · 31 27 22
Gr~~r school graduate 26 2h 20
Less than grammar school graduate 26 25 17

aThe figure in parentheses is the number of cases on ~!hich

(and all others in the table for the same sub-group) is based.

85
79
72
67
68
63

27
36
26
27 •31
26

this percentage

82
84
81
73
75
74

90
86
88
82
78

· I 67
"Betty Smith" (Simple Schizophrenic) was I

mentally-ill I
College graduate aJ:ld above • 59 49
Some college • • • • • • • I 52 L1
High school graduate • • I 46 32
Some high school • • • • • i 38 31

~::a~~c:~~a~~~:~l graduate : i ~~ ~i

CO~Cl{ETE PERCEPTIONS
"Frank Jones" (Paranoid) was mentally-

ill
College graduate and above
Some college • • • • • •
High school graduate • • • •
Some high school • • • • •
Grammar school graduate
Less than grammar school graduate



40 38
41 29
29 26
27 J.7

.,

25 11.
25 15

28 19
23 12
14 12
16 11
20 16
16 16

18 12
22 12
16 12
12 9

9 9
14 8

8 4
10 5

5 4
4 2
7 4
4 6

94 92
90 86
88 83
81 78
83 72
83 72

17 12
15 10
8 7
8 6

10 12
10 10

: 34
I 20
i 22
. 17
III
I 6
!,
I
I

i 20
117, ~

110
• : 17

I
196
~ 94
i92
190

87
• ~ 83

I

l30
124
:19
III
III

· I 7

61
52

• • I L.4
I 38
I 28· i 22

I
35
28

•• 22
22
20
18

Concrete perceptions consistently ex-
tended at least through neurosis

College graduate and above
Some college • • • • • •
High school graduate • • • • • •
Some high school •••••••
Grammar school graduate •
Less than grammar school graduate

"Mary White II (Compulsive-phobic) was
mentally-ill

College graduate and above •
Some college • • • • •
High school gr~duate

Some high school ••
Gra~r school graduate
Less trAn granmlar school graduate

At least one of above Has mentally-ill
College graduate and above
Sor.le college • • • • • •
High school graduate • • • •
Some high school • • • • • •
Grammar school graduate
Less than grammar school graduate

"Bobby Grey" (Conduct Disturbance) l~as

mentally-ill
College graduate and above •
Some college • • • • • •
High school graduate • •
Some high school • • • •
Grammar school graduate. • • •
Less than grammar school graduate

"George Brown" (Anxiety Neurotic) Has
mentally-ill

College graduate and above
Some college • • • • • • •
High school graduate • • • •
Some higb school • • • • •
Grammar school graduate ••••
Less than grammar school graduate

'conGIlB!E COECEP'.PIOUS;.-GontilllUad
IlBill--~1illiams" (Alcoholic) was mentally-

ill
College graduate and above •
Some college • • • • • •
High school graduate ••
Some high school • • • •
Grammar school graduate
Less than gr~Ar school graduate

TABLE 53--Continued
~=======.===================================l========================~===s=a==========Proportion of Indicated Information

Exposure Group at Each Educational
Conception of Mental Illness i Level ~rith Stated Conception

and "of1'1ental Illness
Educational Level High Exposurelliidc1le_, .uOl~ Exposure

(6 or More' (3-5 (0-2
Sources) _~ource:.::s~~__t-_-=S..::o.=urc::.=..:e:;s:.!)_

•

•

•



===============~===========~=======================;============~===========%~=======c

TABLE 53--Continued

•
64
58
52
45
46
38

72 i.

65
60
52
61
55

Proportion of Indicated Information
I Exposure Group at Each Educational
i Level vr.i.th Stated Conception of

I
~·!enta1 Illness

FJ.gb Exposure lMiddle Expo Low Exposure
(6 or Nore ' (3-, (0-2

Sources) 'Sources) Sources)

Conception of Hental Illness
and

Educational Level

LOGICAL CRITEiUA
Descriptively defined mental illness

as emotional-functional deviancy
College graduate and above
Some college •• •••• •
High school graduate • • • • •
Some high school • • • • • • • •
Grammar school graduate •
Less than grammar school graduate

Used any non-descriptive criteria
College graduate and above
Some college • • • • • • •
High school graduate • • • • •
Some high school • • • • • • •
Gr~~~r school graduate
Less than grammar school graduate

89
89
94
90
89
98

92
94
[,9
89
90
83

81
91
89
87
87
78

•23
26
34
J6
29
26

15
14
16
22
17
16

62
69
65
59
60
47

28
28
32
1.:0
28
33

72
65
65
62
59
59

26
28
21
20
21
19

17
26
23
21
21
22

I 62
! 62

68
71
69
61

..
. . ..

Used criterion of non-physical disorder
College graduate and above 35
Some college • • • • • • ' 32
High school graduate • • • 39
Some high school • • • • • • •• • i 28
Grammar school graduate ••• •• I 31
Less than grammar school graduate • j 39

I
!

Used criterion of counter-reality,
ine~:plicable behavior

College graduate and above
Some college • . •
High school graduate
Some high school •
Grammar school graduate
Less than grammar school graduate

Used criterion of organic disease
College graduate and above
Some college • • • • • • •
High school graduate •••••
Some high school • • • • • • •
Grammar school graduate
Less than grammar school graduate

84
85
88

R~
~ 85

Used criterion of volitional defect
College graduate and above • 40
Some college • • • • • • 43
High school graduate • • • 39
Some high school • • • • • • • • 38
Grammar school graduate 40
Less than grammar school graduate • i 37

Used criterion of involunta~ action
College graduate and above • • • •
Some college • • • • • • • • • • •
High School graduate • • • • • • •
Some highschool • • • • • • • • • •
Grammar school graduate ••••••
Less than grammar school graduate.

Contradicted own criteria of mental
illness

College graduate and above
Some college • • • •
High school graduate • • • •
Some high school • • • • •
Grar.una.r school graduate ••••
Less than grammar school gradua~_

50
44
LO
39
38
34

~
29
25
24
27

86
87
83
82
81
74

50
38
45
32
J6
23

19
29
27
27
34
30

81
86
80
80

II •



TABLE 62--Continued

E.: Occupational Differences

37

69

43

36

72

41

41

80

47

42

M

49

44

14

45

52

87

52

50

89

61

S7

87

60

" ·-Proportion- of Each occupational Group with
.j Indicated Conc~io~l!EI1tal lllnes~b
I PrO-rMane._1 i ' f I" f~

fes-,,', "Cler- Serv-:SdJle Semi- Un- Farm-
sion-",gerli-l ica1: ice I ., Ell"
al a ! .

Conception of Mental
Illness

GENERAL CONCEPTIONS
Firs~ impression spontaneously in

cluded. non-psychotic syndromes,.
Mental, illness included more than
ninsanit~ •••••••••

"Nervous breakdOwnII was mental
illness .

•

2

72
26
17
17
11
6

78

8

13

41
25

11

22
45
16
12
5

100

5

20
47
16
13
4

1

100

70 ,I 69
27 32

~~ I ~
l~ I ~
79 I 79 I

!

2 I

100

3

31 25
41 46
17 I 20

7 I 8
4! 1

100

23
47
16
10
4

100

36
49
10
4
1

100

20
8

93

41
42
10
6
1

88
40
41
22

7

24
11

91

81 76 72
35 37 32
36 30 25
20 20 17
1

8
7 i,' 9 I 13

10 8

88! 85 82

6 I 4\ 31
1 1612811 758

16 22 II 20 18 16 I 17 ! 1.4
33 43 41 I 36 38 37 I 36

12 11 I 15 i 20 I 23 26 I 26

16 6 i 12 I 12 13 13 I 11

Limited to psychosis, generally.

Limited to violent psychosis • •

No apparent recognition ••••

Usage not oonsistently classifiable

Four-question summary:
Personality disorder (and all

others below) included •
Neurosis (and all others' beloW)

included • • • • • • • • . . .

Total Usage: Consistent non-
psychotic •••••• 40

Inconsistent non-psychotic • 45
Inconsistent psychotic • • 11
Consistent psychotic 3
No impression •• 1

~--t---+--t-"":;;'-r-----'~---t----'-+-"'-

Total per cent 1100

CONCRErE PERCEPTIONS (Proportion 1
classifying examples as mentally-iu)

"Frank Jones" (Paranoid) • • • • • ! 83
"Betty Smith" (Simple Schizophrenic) I 47
"Bill Williams" (Alcoholic) ••• 46
"George Brownd (Anxiety Neurotic). 32
"Bobby Grey" (Conduct Disturbance)
"Mary White" (Compulsive-Phobic) •

At least one or above ••••••

•
35
33
l2

19$

100

23
34

59
36
32
11

100

20
27

53
29
28
15

37
35
28

100

172

100Total per cent • •• • • • • • ,'100 100 I 100 , 100 100 100

I ! I
,1 ; i
I ~~ ~~ i ~~ ~~ I ~~ ~6
I 17 16 I 21 22 i 21.1 27

Non-descriEtive: Organic disease •
Non-physical disorder •••••
Counter-reality, inexplicable

behavior
Volitional defect
Involuntary action • •
Descriptive only • •

Total per centa 1195 206 I 203 ! 184 1199 182

I I', ILogical consistency: Contradicted I j
own criteria. • • • • • • • • : 87, 85 I 84! 78 ! 82 73 I 74 77

Number or cases • • • • • • • : 234 : 213 ; 312 ! 176 ~ 342 ; 311 ; 220 I 242

--'-~-h""e-"-n-ot-gainfullY employed" ~oup, consisting largely of housewives, the reo-
-tired. and students, is omitted for simplicity•

LOGICAL CRITERIA
Descrintive: Emotional-functional

deViancy ••• •••
Cognitive-control deviancy
General deviancy •

Total per cent

•



•

•

a

4

3,

68

43

22
40
16
17,

71
36
21
22
13

7

79

10

18

33
24
11

100

71
427

100

39

23
50
17
5
5

100

3

7

I. ~;
23

15

! 100

2

7
18

41

22

10
100

47

88 82 I 18

;'0 46

,
30 26
49 49
15 17

3 6
3 2

77 74 71
34 : 32 30
31 25 23
17 1$ 19
14 11 11
658

85 81 79

3

9
18

40
20

10

100 100

100

,1

9

15
40

17

14
100

100
~

575559

I I i III :~ I 9$ i 9:) 87

1

1561 &J151

43 45 I 40 jj i
39 i 37 I 44 46 I

113Il~!12 l~
i ~! 3 i i 3

!100 T100 j' 100
I I
I !

!
9:) I 86 83 78
48 ! 46 41 35
44 i 43 43 34
18 ! 23 ! 20 22
22 ! 25 I' 21 I 20
8i 18 ,81 9

1%191 91 88

I l.L 13 5 5 I

1

I
10 6 I 10

\3

2~9 I 23 I 23

I ~ I ~
: 10 i 8! 9
1100 !100 I 100

I i I II I I

I 58 I 54 I 57 I 55 53 42 42 40

I 21 : 18 j' 25 26 23 31 31 32
21 ! 28 18 19 24 27 27 28

TABLE 62--Continued

F.: Economic Differences

Limited to psychosis, generally.
Iimited to violent psychosis • •

No apparent recognition • • • •
Usa~e not consistently classi-

fJ.able . . • • • • • • • . ..
Total per cent. •••••

LOGICAL CRITERIA
Descriptive: Emotional-fUnctional

deViancy • • • • • • • •
Cognitive-control deviancy •
General deviancy.. • • •

Total per cent. •••••

======== =========:_-=-==

GENERAL CO~ICEPTIONS

Firs~ impression spontaneously in
cluded non-psyChotic syndromes •

Mental illness ineluded more than
"insanityb '. • • • • • • • • • •

"Ne~us breakdown" was mental
illness 0I.... _. . . . .

Total Usagei Cohs1stent non-
psychotic •••••• • •

Inconsistent non-psychotic •
Inconsistent psychotic •
Consistent psychotic • • • •
No impression •••• • •

Total per cent • • • •
CONCRC'l'E PERCEPTIONS (Proportion
classitying examples as mentally-ill)

"Frank Jones" (Paranoid) • • • • •
"Betty Smith" (Simple Schizophrenic)
"Bill Williams" (Alcoholic)
"George Brown" (Anxiety Neurotic).
"Bobby Grey" (Conduct Disturbance)
"Mary White" (Compulsive-Phobic) •

At least one of above • • • •

Four-question summary:
Personality disorder (and all

others below) inchded ••••
Neurosis (and all others below)

included • • • • • • • •

r100 : 100 T100 100 100 100 100 100

Non-descriptivel Or!1:anic disease. 'I 14 I 16 I 25 20 19 I 21 20 20
Non-physical disorder •• • 34 ; 32 I 39 32 34 31 30 30
Counter-reality, inexplicable ! I i I

behavior. •• I 69 ! 64 i 64 i 63 ,I 63 63 55 58
Volitional defect 42 39 I 42 I 42 I 38 38 31 34
Involuntary action • • i 2

1
6
0

I 18 i 24 j 26 27 27 27 I 34
Descriptive only • • +--~--+i-=-15~1_....:8~i_.=:12=--+_=:10::....j----:ll==-+-_1=:8::..+-1_l:;;3::.....

Total per centa !195 l84! 202 I 195 191 ,I 191 1811 189
Logical consistency: Contradicted I' 86 i I I I

own criteria • • • • • • • • • 84 I 83 I 83: 85 I 81 I 13
I 85 - 5 '392 76~!, 870 I 538 "____Number of cases ••• :..'...:.---:---!.7..!-7_--:;;~' 2 3 i

Conception o£ Mental
Illness

cCmits those respondents who did not report their family income.

•



•
TABLE 62--Continued

Go: Regional Differences

Conception of Mental Illness

Proportion ot Residents
of Each Region with Indi

cated Conception dot
Mental Illness-
,Middle I

East 'West West 1South

GENERAL CONCEPTIOt!S
First impression spontaneously included non-psychotic

syn.dromes • • • • • • • .• • • • • • • • • • • • • •

Mental illness included more than "insanity"

"Nervous breakdown" was mental illness

Total Usage: Consistent non-psychotic
Inconsistent non-psycho~ic

Inconsistent psychotic 0

Consistent psychotic
No impression 0 0

Total 'Per cent 0 0

44 44 48 46

87 79 SO 77

58 45 54 47

30 25 34 27
50 48 40 44
14 15 20 15
4 7 4 10
2 5 2 4

100 100 100 100

drhe regional subdivisions used here are:
East: New England and Middle A1;lantic States

Middle West: East North Central and 1Jest North Central States
West: Mountain and Pacific States

South: South Atlantic, East South Central and
West South Central States

77
36
28
21
16

187

I 17

'lJ)36
!

83
40
36
20
11

73
31
25
16
13

01

74
32
29
16
12

-=14=--+--=1l:::;;....-,~_=:13~

183 198 i 196
8 t 83! 0 l '

,1.057' 437

6
1

6 8 I 8

81 I 82 88 I 85
I

3 3 5 4
8 7 9 10

16 I 17 22 18
40 I 40 . 39 37
23 23 !f{ 18
10 I 10 13

! 100 100

1

100 100
1

t
I 1

48

I
48 42 I 55
21 i 28 25 30
25 I 30 20 22

1 I
I 100 I 100 100 100

I 18 i
20 I 20 23

I'
,

34i 29 i 32 32
I 62 I 63

1

66 57
I 34 I 41 41 35

26 31 24 21

• t

included

Logical consistency: Contradicted own criteria

Number ot cases o. 0 • • • • • 0 0 0 0 0 0 •• IPQl

Non-descriptive: Organic disease
Non-physical disorder 0 0 0 0 •

Counter-reality, inexplicabl~ behavior
Volitional defect 0

Involuntary action
Descriptive only 0

a
Total per cent

Total per cent • 0 0 0 0 0 0 0 0

Total per cent

LOGICAL CRITERIA '
Descriptive: Emotional-functional deviancy 0

Cognitive-control deviancy
General deviancy

CONCRETE PERCEPTIONS (Proportion classifying examples
as mentally-ill) , .

"Frank Jones" (Paranoid) 0 0 0 0 • •

"Betty Smith" (Simple Schizophrenic)
"Bill Williams" (Alcoholic) • • 0 0

"George Brown" (Anxiety Neurotic) •
"Bobby Grey" (Conduct Disturbance)
"Mary Wllite" (Compulsive-Phobic)

At least one of above 0 • 0 0 0 0 0

Four-question summary:
Personality disorder (and all others· below)
Neurosis (and all others below) included
Limited to psychosis, generally
Limited to violent psychosis
No apparent recognition 0 • 0 0 0 0 0

Usage not consistently classifiable•

..



H.: Rural-Urban Differences

TABLE 62--Continued

•

•

32
30
13

41
15
44

25
44

41
82
50

31
44

31
29
11

44
84
41

29
44

42
28
12

29
48

47
81
48

Vil-
City Town lage Farm

35
24
14

46
81
48

30
49

182 204 189 185

19 80 81 81 18

912 892 553 531 511
--

-,---, ..

, I
i ,

i 14 15 ! 16 I 15 11II 4 I 5 I 1 I 9 11, 3 3 I 4 I 1 3

I
1

i
100 100 j 100 100 100

i

i I !

I! i !

I 16
I

14 I 11 19I I 12

i
35 I 32 31 35 32
32 30 I 28 21 21

I 16 11 I 18 24 11I I II 14 r 15 13 13 15
I 8 1 6 ! 1 8 6

I !,
83 83 , 86 85 19

I
I

3 3 I 4 4 3
8 1 i 8 12 1

19 11

I
20 15 19

39 40 39 40 36
21 21 18 11 24
10 12 11 12 11

I
100 I 100 100 100

I
100

I
I53 i 46 48

I
50 36

25
II

30 21 21 30
22 24 25 , 23 34

!
-

100 I 100 100 \ 100 100

16
i

24 I 23 21
I

I 21
31 i 36 30 I 29 30i

I 62 I 65 58 €JJ 59

Conception of Mental Illness

Total Usage: Consistent non-psychotic
Inconsistent non-psychotic
Inconsistent psychotic
Consistent psychotic
No impression • •

Total per cent • • •

At least one of above • . • • • • •

Four-auestion summary:
Personality disorder (and all others below)

included ••• • • • • • • • • • • • •
Neurosis (and all others below) included
Limited to psychosis, generally • • •
Limited to violent psychosis
No apparent recognition ••••••
Usage not consistently classifiable •

Total per cent • • • • • • • • •

LOGICAL CRITERIA
Descriptive: Emotional-functional deviancy

COgnitive-control deviancy
General deviancy

Logical consistency: Contradicted own
criteria

Number of cases

Non-descriptive: Organic disease
Non-physical disorder • • • • • • •
Counter-reality, inexplicable behavior
Volitional defect
Involuntary action
Descriptive only •••

Total per cent a

Total per cent • •

CONCRETb PERCEPTIONS (Proportion classifying
examples as mentally-ill)

"Frank Jones" (Paranoid) ••••••
"Betty Smithll (Simple Schizophrenic)
"Bill Williams" (Alcoholic) ••••
"George Brownll ¢.nxiety Neurotic)
"Bobby Grey" (Conduct Disturbance)
"Mary Whitell (Compulsive-Phobic)

GENERAL CONCEPTIONS
First impression spontaneously included non

psychotic syndromes • • • • • • • • • • • •
Mental illness included more than "insanity"
"Nervous breakdown" was mental illness •• ,

======._--===========
Proportion of Residents of Each

City Size wi'th Indicated
Conception of

Mental Illness
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TABLE 54

RELATION OF EDUCATION, INFORMATION EXPOSURE AND GENERAL CONCEPTIONS TO CONCEPTIONS OF MENTAL ILLNESS

---------------=======~~-=====~~============~====~=~~~=~=========~==~=~=~~~==~=======.==~=~===============--======~====~------------------------

&rhe figure in parentheses is the number of cases on which this percentage (and all others in the table for the same sub-group) is based •

Proportion of Indicated Information Exposure and Usage Grnup at Each Educational Level----
d.til. Stated Conception of Mental nln~ss -

Conception GeneraJ. usage Consistently Included General Usage Did Not Consistently Irlclude Non-
and Non-Psychotic Syndromes Psychotic Syndromes

Educational Level 1 High ~posure Middle Exposure Low Exposure High Exposure Middle Exposure Low Exposure
(6 or More (3-5 (0-2 (6 or More 0'-5 (0-2

Sources) Sources) Sources) Sources) Sources) Sources)

CONCRETE PERCEPTIONS

1\
"Frank Jones" (Paranoid) was mentally-ill

92 (133)aAny college • • • • • • • • • • • • • • • • • • • 93 ( 5X) 89 ( 23) 86 (160) 76 (155) 56 ( 45)
High school graduate .. .. .. .. .. .. .. .. .. .. .. .. .. .. 93 ( 75) 86 (132) 77 ( 56) II 84 (130) 78 (252) 70 (141)
Some high school .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 91 ( 49) 77 ( 97) 71 ( 55) II 76 (108) 70 (267) 67 (192)
Less than high school • • • • • • • • • • • • • • 75 ( 37) 82 (112) 77 (139) II 73 (106) 71 (44) 63 (633)I!

"Betty SmithCl (Simple Schizophrenic) was mentally-
ill

Any college • • • • • • • • • • • • . • • • • • • 69 54 48 38 35 22"
High school graduate .. .. .. .. .. .. .. .. .. .. .. .. .. .. 56 41 35 I 39 26, 22
Some high s~ 1\001 .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 39 33 26 II 37 30 27
Less than high school • • • • • • • . . • • • • • 3!J 33 B

II

27 29 27

"Bill Williams" (Alcoholic) 1'I9.S mentally-ill
67 44 44 44 38 24Any college . .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. ..

1/High school graduate • • • • • • • • • • • . . • 56 41 36 36 22 21
Some high school • • • • • • . • • • • • • • • • 47 36 26 II 33 23 14
Less than high school .. .. .. .. .. .. .. .. .. .. .. .. .. 39 30 18

I
20 23 13

"George Brown" (Anxiety Neurotic) 'Was mentally-ill
,

Any college .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. . .. .. 41 34 26 I
21 17 7

High school graduate • • • • • • • • • • • • • • 32 2] 21 15 8 8
Some high school • • • • . • • • • • . • • • • • 33 23 15

~
16 12 10

Less than high school .. .. .. .. .. .. .. .. .. .. .. .. .. 20 24 24 19 16 14
-' - --

...;.."

.. ,'.



TABLE S4--Continued
--- - . . . ._- _.- _._ ... -~ _.---- --~-- --~-------------------- -_.---_._~---- ---_.-.-.- ~'---------_.__._----._--_._--_.• __.• _~.o:;..;;;;;~

Proportion of Indicated Information Exposure and Usage Group at Each Educational Level
with Stated Conception of Mental Illness ..

-
General Usage Consistently Included General US:lj?,e Did Not Consistently Include Non-

Non-Psychotic Syndromes Psychotic Syndromes -
High ....,ur~ddl, ....'u" Low Exposure High Exposure Middle Exposure Low Exposure

(6 or More O-S (0-2 (6 or More C3-S (0-2
Sources) Sources) Sources) I Sources) Sources) Sources)._-- - -----.--- II

ill II
"33 21 IS Ii 20 16 10

23 19 12 II 21 13 11II· . . 18 18 8 Ii 11 9 10
· . . 11 11 12 8 9 8

ill •
Ii
'I· . . 24 12 4 L 11 1 5

11 8 11 " 5 4· . . Ii 1
· .. 9 3 - '; 1 4 3

14 1 8 II 13 5 5· .. I.
I

I· . . 99 97 93 I e;,u 81 8S· . . 98 92 91 I 88 84 19· . . 96 84 83 Ii 81 19 16· . . 89 88 80 Ii 84 81 12
Dugh

1I

36 23 19 II 17 9 5· . . II· . . 25 12 12

1\

15 6 4· . . 16 11 6 9 1 6· . . 9 12 18 10 9 9

Conception
and

Educational Level

"Mary \'Ihite" (Compulsive-Phobic) was mentally
Any college • • • • •
High school graduate
Some high school
Less than high school • •

At least one of above was mentally-ill
Any college • • • • •
High school graduate
Some high school
Less than high school

Consistently extended perceptions at least th
neurosis

Any college • • • • •
High school graduate
Some high school
Less than high school •

CONCRETE PERCEPTIONS--Continued ---- --
II Bobby Grey" (Carluct. Disturbance) was mentally

Any college • • • • •
High school graduate
Some high school
Less than high school •

=--=-=. ====. :::==--:==:===::::.::::::=..=-::==:=::-====::-=-::::=::-=::::-.-:::=~.::-:~.~-

• • •
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TABLE 54--continued

•
=-====-,:::~==--=:7:'.:. ====:===='==-~=.::::::::.===~=:=====..=c::~-=~~.~~~--- _.. ~ .. -----..-- -::_~~.~=:=:-:~--_--~=~ __~=~:-:-~~~~=~~~: ==-::-.:-:-~=-~===~:=~~~-:-:-:-~----:--- ..__ :'"::"~_ .._-.- _- - -------- --- _._-_.__._.~.- .. -- .. _.-.._.._- "._.- --- -_._-----.-.- _.---------_._-_._.- _._-------- --._---------- -------- -"--_.__ .._---------- -._-_._-_.._----------

Proportion of Indicated Information Exposure and Usage Group at Each Educational Level

Conception
with Stated Conception of Ment.al Illness

and General Usage Consisten~!y Included General Usage Did Not Consistently Include Non-
Educational Level Non-Psychotic Syndromes Psychotic Syndromes

High Exposure Middle EJcposure I Low Exposure Ht~h -Ex~sure Middl?3~posure Low (~rsure( or More (3-5- (0-2 I or ore
Source~) Sources} Sources} Sour.:ces ) Sources} Sources}

tOBICAL.C~~T~IA . .

I
escr1p 1ve y defined mental illness as en~t10nal-

functional deviancy •
Any college • • • • • • • • • • • • • • • • • • • 74 73 63 62 49 39
High school graduate . . . . . . • • • 10 • • • 69 &J 56 II 52 46 37
Some high school · . . . . . . . . . . . . . . 58 50 39 II 48 43 41
Less than high school • • • • • • • • • • • • • 73 49 46

'I
53 -- 40 30

Used any non-descriptive criteria IIAny college . . . • • . . . . . . . .. . . . . . 85 97 85 93 91 88
High school graduate ................... 92 91 91 II 95 88 88
Some high school ......................... 95 5D 91

1\

87 89 85
Less than high school • • • • • • • • • • • • • 96 92 87 91 85 81

Used critcriop o~ organic disease-
IIAny college • • • • • • • • • . • • • • • • • • 25 32 15 16 24 15

High school graduate ... . . ... . . ... . ... ... ... ... . 26 28 24 I 21 17 12
Some high school · . . ... . ... . ... . . . ... ... ... ... 33 25 25 lb 18 21
Less than high school • • • • • • • • • • • • • 27 28 21 19 17 15

Usad criterion of non-physical disordor
Any college • ... • . ... ... ... ... ... . . . ... ... . . ... . 18 21 26 40 33 24
High school graduate . ... . ... ... . . ... . . ... . . 35 30 29 41 32 37
Some high Bchool · . . . ... . . ... ... ... . . . . . 25 32 45 30 43 32
Less than high school • • • • • • • • • • • • • 32 26 27 35 33 30

.. :



TABLE 54--Continued
.--- --_.-_.-.._.._-----~--- --_..._- ----_._---- _...._-----_.- - -... ----_ ..._----_.._---_._-~. --_.- ---_._._--- -- -_._._--- ._.-..-------------- .- ... _--- -- ---_.----------- ---- - - ------~_._- ~- - - --.--- ---_. - - - - --- - .... --•.._._---.--- - -- - - -- --

Proportion of Indicated Information Exposure and Usage Group at Each Educational Level

Conception
with Stated Conception of Mental Illness

and General Usage Consistently Included General Usage Did Not Consistently Include Non-

Educational Level Non-Psychotic Syndromes Psychotic S'mdromes
High Exposure Middle ExPOSUre\ Low Ex:posure High Exposure Middle Exposure Low Exposure

(6 or More 0-5 (0-2 (6 or More (3-5 (0-2

- Sources) Sources) Sources) Sources) Sources) Sources)
LOGICAL CRITERIA-Continued

Used critorion of counter-reality. inexplicable
behavior lAny college . . • . . • . . . . . . . . . .. .. .. . 65 76 78 58 61 59

High school graduate . . . . .. .. .. .. .. .. .. .. .. . 78 72 71 60 (fJ 62
Some high school .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 81 73 71 66 57 55
Less than high school • • • • • • • • • • • • • • 66 73 63 66 53 ,0

Used criterion of volitional d~fect

Any college • • • • • • • • • • • • • • • • • • • 36 47 59 48 46 32
High school graduate .. .. .. .. .. .. .. .. .. .. .. .. .. .. 40 , 44 50 38 38 43
Some high school .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 40 45 34 37 37 31
Less than high school • • • • • • • • • • • • • • 43 42 33 37 34 27

Used ~r.iterion of involuntary action
Any college • • • • • • • • • • • • • • • • • • • 24 23 19 33 30 29
High school graduate .. .. .. .. .. .. .. .. .. .. .. .. .. .. 19 28 26 29 29 28
Some high school .. .. . .. .. .. . .. .. .. .. .. .. . . . 19 22 25 27 27 28
Less than high school • • • • •.• • • • • • • .. 25 27 30 29 25 32

:;4':..,~ ," .
ec;H~\ldicted own criteria or mental illness

Any college . . . . . • . • . . . . . . . . . . . 81 87 85 88 87 83
High school graduate . . . . . . . . . . . . . . 81 83 76 93 83 82
Some high school . . . . . . . . . . . . . . . . 86 82 74 85 82 82
Less than high school • • • • • • • • • • • • • • 86 80 74 87 77 67

• • •
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TABLE 55

CONTACT WITH TREATED CASF.3 OF MENTAL ILLNESS, WITHIN EDUCATIONAL ATTAIN!lIiENT GROUI'Sa
.. ,=:c==: ==:,=,,,,,o-1=':'---o=c=,:=,::.==== :=c===o ==== =-=;;-:.; =:=c:__ =: -:- -"C_ ;;c" === =:c~ -===.-"="= ;. ='===C''''==:C==='-=::===''=:':=-= :.-:::===;=.=====-===_=c=-====cc-========

Degree of I Proportion of Indicated Educational Attainment Group Reporting Each Degree of Contact with TTeated Patients

*Less than 0.5 per cent.
aBased on the questiol\[, "Did you ever knQw anyone who was in a hospital (asylum) because of a mental illnes~?" and)"Did you ever know anyone (other than
persons mentioned in /preceding questionT) who was seeing a psychiatrist without being in a mental hospital lasy1um , or going to a guidance or mental
hygiene clinic?". In-each instance, those who said nYes," were asked further, "Was this a relative, a close friend, or just someone you didn't imow very
well?".
blncludes only parents, siblings, spouse and offspring.
cThese totals are sometimes smaller than the sum of the sub-categories which precede them, because a respondent could know patients in more than one cate
gory.

College Graduate - High School Some High Grammar SchoolSome LeSS TIBn Grammar Totaland IIbove College Graduate _ School Uraduate School Graduate
None reported • • • • • • • • • • • 14 18 20 22 26 25 22
Institutionalized patients only •• 35 46 53 55 59 64 55Institutionalized and extra-mural

patients . .. . . . . . . . . . .. 43 30 22 19 12 9 19
Extra-mural patients only .. . .. .. 8 6 5 4 3 2 4

Total per cent • • • • • • • 100 100 100 100 100 100 100
Number • • • • • • • • • • • 246 360 786 768 675 696 3,.$31

Institutionalized patient was:
Sel!' • • • • • • • • • • • • • - 1 * * ~~ 1 *Immediate fami1yb • • • • • • • 4 5 4 8 5 8 6
Other relatives •••••••• lit 12 12 14 14 16 14
Close friends • • • • • • • • • 21 24 23 22 22 21 22
Acquaintances • • • • • • • • • 48 45 43 39 36 37 40
Other and unc1assifiable . . . 5 1 2 3 3 2 2

Total per cent-knewing insti-
tutionalized patientC 78 76 75 74 71 73 74

Extra-~ural patient was:
Self .................. 2 3 2 1 1 1 2
Immediate familyb • • • • • • • 3 3 1 3 2 1 2
O~her relatives • • • • • • • • 4 4 3 2 1 2 3
C10s e friends • • • • • • • • • 20 13 8 7 3

G 7
Acquaintances • • • • • • • • • 23 16 12 9 7 10
Other and unc1assifiab1e . . . 3 1 1 1 1 * 1

Total per cent imowing extra
mural patientC • • • • • • 51 36 27 23 15 11 23-



TABLE 56

EDUCATION, INFORMATION AND EXPERIENCE AS FACTORS IN CAUSAL EXPLANATIONS OF HUMAN BEEAVIOR

====---====0--=:.-=====:.=[--====-=====:==-.-.0.-0-0=.==========:==0=='0-=;:::==,,_' . . ---.r====c====c=ji=::>===o.:=c:=_=".=::o===:===
Ed t·· n. Expo n Contact with ,t auca 1.onal Attal.lunent II Informat1.on sure,' P h' t' P t· t II Summary

II II sye 1.a r1.C a 1.en s 1\

Cause

'College 'I I 1 1 -- 1 Less K~High h~' ddl 10 r;;on-~ Inst1.-
I Grad~-' i High ! Some ,Grammar Than!! Ex.- ,1.Ex.-e Ex~ Insti- tution-
I ate i Some ,School I 1'4gh I SchoollGrllrnmarll posure : II tution- alized
, ;C 11' : 'L I I h 111 (6 ,posure posure A I'
I and ~ 0 ege ?radu- School - Gradu-

1
Sc 00 I: or; (J-~ (0-2 oa 1.zed I • Pa-

Above I ate I ! ate: GradU-1I More ISo ) S )1 Pa-·- Ibents
. i I ate !!sourCEB):' urces ources Itients I Only I

I
I IInter-lNone , Highest mediate Lowest

Re- I In- In- I In-
ported' VOlve-

1
volve-I volve-

i ment I ment ment

l I I -Ii I
36 I, 29 I 31 I 40 42 41 38 38 40 38 I
20 25 26 21 30 29 21 21 28 25
35 i 42 i 40 44 44 41 42 45 42 40
18 I 81 I 18 18 14 61 18 19 69 80

89 90 91 90 81 I 82 :! 90 91 83 89

11: 79 69 I' 58 ,- 49 40 I: 12 62 46 11
11 *1 1 1 1. 3g * 1 2 1

Proportion of ALL RESPONDENTS in group
Organic processes directly affecting

brain, nervous system ••• ' •••

Diffuse physical processes •••••
Innate personality, will, choice •
External environment, circumstances
Direct, equivalent conditioning ••

Other psychodynamic relationships •
No causal explanation • • • • • • •

Total per centb • • • •

Number of respondents • •
336

246

346

360

336

186
338

168

321

615

II

315 n
II

696 I:
II

341
198

343
1,449

310
1,284 n

344
815

41

30
45
13
88

55
1

333

1,931

32

22
39
14
84

55
2

308

185

30 I 39
11 28
41 44
80 75
88 88

84 59
1 I 1

341 I 334
160 3,131

35

19
33
10
11
40

4

218

240

*Less than 0.5%.
aTfi& group with highest involvement is defined as those with contacts with non-institutionalized patients, high information exposure, and at least

some college education. The group with lowest involvement are those with no reported contacts with the mentally-ill, low information exposure and no high
school education. All other combinations of contact, information exposure and education~l background are classified as intermediate.

Drotals exceed 100% because most respondents used more than one causal expl~tion in the course of discussing the six examples •

• • •
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TABLE 56--continued

,;oi

;';:;-~

'r;\~

r~"-)\

II II II

~- 1 1 ( "Less I Hi~h [Middle Low I NOn-\ InstJ.- . fI Intef'"-
~d~- Hi~h Some :GrallllllSr, Than: Ex- Ex- Ex-: Insti- tution- None ::Highest mediate Lowest

Some 1 School. i High ; School Grammar: posure oos r posure I tution- alized Re-:: In- In- In-
;~ rcollegei Gradu-lsChOOl : Gradu- SchoolJ (6 or I ()~5e (0-2 alized I Pa- wrted:: wIve- volve- volve-
lye I ate I ate Gradu-: More iSources SaIrces) . Pa- Itients· :: ment ment ment

1 nlln : Sources) tJ.ents i Only ':

~portion of ALL EXAMPLES discussed I I

I
::

I II

by respondents in group I II
I II

Organic processes directly affect- I II
I II

ing brain, nervous system • • •
8 I 6 7 9 10 11 I 9 9 9 8 10 7 II 6 9 7I II

5 5 5 6
I

5 6 6 5 6
II

Diffuse physical processes 7 5 II 3 6 4. . . 4 . I II

Innate personality, will, choice 8 10 9 10 i 10 11
I

,!] 10 I 10 10 10 8
II

8t II 10 10
t n

External environment, circumstances 24 24 25 23 22 19 I 25 24 20 25 22 21 II 27 23 20I II
I II

Direct, equivalent conditioning • 34 33 i 38 37 33 29 I 37 35 31 35 34 33 II J2 ;!i,e 34 29I II
t II

Other psychodynamic relationships 25 , 24 I 20 15 11 9 I 22 17 11 22 14 14 II 31 't;;16 8II

No causal explanation • • • • • • ' 25 I 24 24 26 30 I 35
I

23 25 33 24 28 32
II

I II 22 "27 37
Total per centC 128! 126 128 125 123 120 I 130 126 120 129 124 120 II

131 J 125 . 113. . . . . . . I II

1,476 I 2,160
I

8,694 4, 8 !X)
II

11,440Number of examples discussed • 4,716 4,8:>8 4,050 4,176 : 4,788 7,704 '1:1,586 4,710 II 960 18,786

= ====--===::.,====~=-==o.=-::=====-: 'l==-:O co.:=.===-..=::.C'C·: == ==0 c.=::.'=--= .=.:-: =c.,,,·: -:::::::::"'====0=_·_1.1.=: "-==:::,,, :-::-==:-:: ·=-l- ::. ==Contact=With--:-==f' ::;.=::::===-:::.-==-""":-:::=====
Educational Attainment II Information Exposure II P h' tiP ti t II SummaryB-

II ~ syc J.a rca en s II

('t,..."

c
Totals exceed 100% because some respondents used more than one causal explanation in the course of discussing a single example.



TABLE 56--Continued

College I I· I 1
Less I: High" Middle 10 Ii Non- \ Insti-l : . I Inter-Cause Grad~_l H1gh Some Grammar Than :: Ex-, Ex- Ex: :: Insti-,tution- Ncne :H1ghest Imediate Lowest

ate ! Some ISChoo1: High School Grammar:: posure posure ::tution- alized Re I In- In- In-
School :: (6 or posure". 1 -

and lCo11ege:Grndu_ : School I Gradu- 0-5 (0-2 ::ahzed I .Pa- Icorded : vo1ve- vo1ve- vo1ve-
i Above I I ate I ate Gradu- :: !vlore Sources) ) " Pa- t1ents I I m~nt rnent ment

ate ::Sources) SourcE'S "t· t On1 f11 1en s y
Proportion of EXAAiPLES CAUSALLY I I "

:: I,
" " I

EXPLAINED by respondents in I I " " I

I
11 11 I

group " 11 I

" " I

Organic processes directly affec~
I " 11 I

" " I

ing brain, nervous system •• I 11 8 9 12

I
14 11 " 11 11 13 II 11 13 10 I 8 12 1211 "" " I

Diffuse physical processes •• 6 7 7 7 9 10 " 1 7 9 11 7 9 1 I 4 8 111 11 I
11 15

11 IInnate personality, will, choice ! 11 13 12 13 I 15 16 " 12 13 11 13 15 12 I 12 14 13
" " I

:SXterna1 mvironruent, circumstancE'S ; 32
32 I 33 31 31 30 11 32 32 30 " 33 31 32 I 34 31 32, 11 " I

11 "
(

,
Direct, equivalent conditioning 1 46 43 49 5<> 47 45 " 48 47 46 " 46 48 48 I 41 48 46" " I

Other psychodynamic relationships 34 32 26 21 16 14 11
29 21 16 " 29 20 20 I 40 22 1611 !! I

"" 11 I
Total per centC 140 135 136 134 132 132 " 119 131 129 " 139 136 129 , 139 135 126. . . . . . .

" " I

I " 11 I

Number of examples causally " " I

" 15,137 " I

explained . . . . . . . . . 1,106 1,648 3,583 3,410 j2,838 2,721 ~:3, 675 6,494 0, ·/16 8,373 3,217 I 753 13,651 902
" ii

,.
=====:=.="'='-==.===0 ::..=.:::. =-==c:.===-= =f'==' 0::-"'" :..=:-::c =0: :'0:.0:= -:=: .=0:"'--= .,"0-=:-".:-:=".0::: ==::-==-=:.-:-:::".,,:==.::.:==:::..:::=::.:: ======'=::o:=j=====:c:c: =:: ===:::="'':=====C'lI=====:=-==-.=:::':====

1 Educational Attainment I, Information Exposure I, Contact w1th R Summary8.I .- ... - -- :: - :: Psychiatric P~tien.!s II -

• • •
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TABLE 57

EDUCATION, INFOHHTION AND T:;XPERI:ffiCE AS FACTORS IN PROPOSED COR..JtECTIVE SOI.UTIONS OF HUllAN BEHAVIOR

•

==---=====-:====:"'-=--===':':==:'::=-==::.':':==-"'J;.=='===-===::':::~-=';'·7::-:.::=-:::·-:-. :::=:=-:::=::::=:=-"",:":,,,,;=.===:-'=':::'-:::::'-:::':==.=:='-==:":;:::-:="===.:::==.•=:-":-:="::- =====::-=~-.:::======--=::;:"=.:::: ==-=:':.=":.::=:==::=:.:-.::::=~=---==::==='::~'.==::::==::::::.=====:::=.:..::===.::===
Proportion of Respondents in Indicated Group Making Each Action Suggestion,

Among Respondents Making Any Action Suggestion

Educational Attainment Information Exposure
Action Suggested

College
Gradu
ate
and

Above

High
Some ISchool

College Gradu
ate

Some
High

School

Less Jl High-··----
Grammar Than Ex- Middle
School Gramma I posure Ex
Gradu- SCh0011,' (6 or posure
ate GradU-

1

, Aiore 0-5
ate !Sources Sources)

Contact With
Psychiatric Patients

Non~ In5t1-
J..ow II Instl- tution-

I
«one

Ex- litution- al1zed Re-
posure lalized Pa- ported

(0-2 II! Pa- tients
Sources] tients Only

I: Summarya

Inter- -Lowest
Highest mediate In-

In- In- vo1ve-
vo1ve- volve- ment
ment ment

8 II
23 11

7 8
2~ I 23 25
57 i: 56 55
27 II 39 .32
66 55 65

189 203 196

For any example
Pa yc hiatric • • • • • • • • • • • •
Medical • • • • • • • • • • •
Physical ..••.... . . . . .
Practical • • • • • . • . . . . . •
lay psychological • • • • • • • • •
Mer~l, s~1f-h91p. • • • • • • • • •

bTotal per cent •••••••

Number making any action
sugg~8ti.(m~_~ • • • • • • • •

30 24 19 15
7 6 9 10

29 21 21 24
56 51 57 59
46 39 36 .36
44 59 51 59

212 200 199 20.3

211 I .330 I 1.35 727

8
9

25
58
31
68

199

646

1\
7 II

2~ I
h9 I
23
10

181

640

25
9

23
53
41
54

205

1.30

16
9

23
56
35
62

201

1,.359 1,206... -. - r 161 1,60.3

14 35 IS 4
10 7 8 8
19 20 24 18

}
S6 52 55 58
32 42 34 23
60 43 62 66 ~;

198
.."

15l 19~ 111 ~~:

7.31 1.36 12,9.31 t 222

aSee Table 56 for a definition of "involvement."
bTotals exceed 100% because respondents orten made more than one kind of action suggestion.

".

".,".



TABLE 57--Continued

431,01167

II r-----contact with" a
Educational Attainment II Information Exposure ~ Psychiatric Patients II Summary

-'---'=:=:=~=='=:C===t-=-' ::.:=::;""==-=::;- =0 =='=:=o=:=c=c==='c=::= :-=: =_:' =:-:===0::':=,::=0======'=====.==0..-==. :~==---===,=.",,==:==::=::;='==·o .. :: .:'=::==="'=.=;=====:=O·=C:=.==-=:.:.:==--===
Proportion of Respondents in Indicated Group Making Each Action Suggestion,

I _ Among Respondents Making Any Action Suggestion

, -
Action Suggested I I I r I Less~, High r . ! r. Non-, Insti- a , I'

Cg11eg: High Grammar: Than:1 Ex- }1lJ.~d:e i ~: :: In~ti- tution- II Highest I In~~r~ Lowest
I radu Some /SChool Some I SChoollGramroar ll posure, x: IItllt~on-1alized None ,: In- Irned~ate In-
I at: College!Gradu- IHigh I Gradu- School:: \6 or'IP(;~e IP(~~~e !!alized . Pa- ~-dil VOlve-" v~~-e- volve-
',Aban : I' ate School i ate Gradu-I: More s ) " ):: Pa- t~ents po e 11 ment tV ment

ove . t liS • ources ,,=ces lit, t Onl II men
I • I a e 11' ources) II ~p.n s y 11

I -I "! 11 11For examples classed I :: I:: I:
as MENTAL ILLN&<lS I ::::::

Psychiatric • • • • • • • • • • •• I h5 47 40 33 22 24:: 45 33 I 26 :: 44 28 40 :i 55 34 21
Medical ••••••••••••• 8 8 15 18 20 19 I: 11 15 20:: 8 17 21 \, 6 16 26
Physical • • • • • • • • • • • • • 9 6 6 9 8 9:: 7 8 8:: 6 9 6:: 6 8 16
Practical • • • • • • • • • • • •• I 5 8 4 5 11 6 I: 5 6 8:: 4 7 8 1\ 4 6 14
Lay psychological • • • • • • • •• I 41 37 34 40 35 31:: 41 36 31 \: 36 37 34 II 39 36 35
Moral, self-help 'b' • • • • • • •• 23 28 27 33 34 39:\ 26 33 33:: 28 34 26:: 21 31 j 28

Total per cent ••••••• 131 134 126 138 130 128 ft 135 1)1 126 ~ 126 132 135" 131 131 I 140
11' 11 11

Number making action sugges- I :: I :: ::
tions for mental illness ::::::
examples • • • • • • • • • •• 111 139 279 I 257 I 195 140:: 323 495 303 I: 321 I 576 224 II

• • •
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TABLE 57--Continued

•
- - - - -- .. :':':'==~-;=':'=::'==;;:==:"'==--==:.::=:::=::====.:==-.=====.:.::===:.=:.===.:.::=:::===:.::==..===.:====--==:.:.:==::::====-......:::=::::=======~----===-.=======-=-=====:::==-----_._-

Proportion of Respondents ,~.1'J Indicated Grour Making Each Action Suggestion,
Among RespOndents Making Any Ac ion Suggestion

1\ II Contact with Ii
SummaryaEducational Attainment K Information Exposure 1\ II

:: Psychiatric Patients "Suggested
1\ 1\I Less II High Middle II Non- 1nsti-College High S Grammar Than r, Ex- Low l'r to tution- I Highest 1nter- .Lowest

Gradu- Ex- Ex I ns J.- None I mediate
Some School orne 1 G II '- Iltution- alized In- In-ate Hi h School remma.r::posure Re- , 1n-

College Gradu- SCh~Ol Gradu-I Schoolll (6 or
posure posure II liz d Pa- velve- volve-

and 0-5 (0-2 :ia e ported velve-ate ate . Gradu-:: More )1\ Pa- tients ment mentAbove ~ces) Sources 'lti t mentate 1l3ources) 1\ en s Only I

Examples classed as 1\ II
II 1\

SOMETHING ELSE WRONG
c II II

1\ II III II

4 IPsychiatric . . . . . . . . . . . . 12 7 7 4 2 3 II 8 6 2 II 9 3 15 5 1II 1\ IIfedical 3 3 5 5 3 6 II 4 5 4 1\ 5 4 5 5 5 I 3. . . . . . . . . . . . . II 1\

IPhysical 31 25 22 25 26 25 II 25 24 25 II 24 27 , 21 22 26 17. . . . . . . . . . . . . II II

Practical • • • • • • • • . • • • • 46 46 45 46 42 j5 II 43 43 41 1\ 45 43 42 45 43 43II 1\ I

~y~~~~~~l ••••••••• 29 27 29 21 19 13 II 27 23 17 1\ 26 21 20 1 30 22 14II II

Moral, self-help . . . . . . . . . 38 41, 45 47 53 57 I: 39 49 54 11 40 52 49 29 49 58
or I

b , II II

Total per cent • • I • • • • 159 152 153 Ih8 145 139 , 146 150 143 'I 149 151 140 146 150 136II II I

I II II

Number making action

j
II II
II 1\

suggestions for something II 1\
1\ 1\

else wrong . . . . . . . . . 161 233 507 495 443 416 n 523 957 781:.: II 540. 1,238 483 102 2,.013 146

clncludes "something wrong" examples for which people said either that it wasn't mental illness or that they weren't sure Whether or not it was.



summari"

I-------,---,- ~ ------" II ~ J.... I :~___ Less n High Middle Low n, Non- Insti- II I t 1
High I Some Gr~lIDa Than II Elt- Ex- EK-:: In~ti- tU~ion- None I: Highest me~'=~~ ILowest

Some \School Hi h School GralllDSr:: posure sure sure ::tu~1on- ahzed Re-:: In- I~- I In-
College: Gradu- Sch~Ol GradU-, School:: (6 or 1(3-5 1(0-2 l:ahzed . Pa- ported:: 'VOlve- volve_l,volve-

ate I ate Gradu-li More Sources) Sources):: ,Pa- t1ents :: "ment ment ment
ate iiSources) ::t1ents Only Ii

'College
Gradu
ate
and

above

Action Suggested

TABLE 57--Continued
=======-===::=.=..====--=.===:=:'=-~===-===1-----====:'= :---:=::- =..,..,= ,-===:-.=. :==:.==:=::::=-.:::,,~='===:=--===-=--"-::;: ===::=:c=:C=:;:=:C=====.-.===:' ---=.-~:==,..,.., :-.==::=.::":==:c======

. Proportion of Respondents in Indicated Group Making Each Action Suggestion,
I Among Respondents Making Any Action Suggestion

II Ii II

I "'d t' 1 Att' t r. I f ti E I: Contact with X

I
J'. uca 10na a1nmen " norma on xposure II P h' t' nt' t II

" II syc 1a r1C ra 1en S II

1
5

54
17
52

129

145

1
1
8

52
18
51

131

1,726

4

4
59
20
48

46

:! "135
II
II
II
II
II

II
II

461

131131

II II II
II II II
II II II
II II II
II II II
II II II

212 2 * *:: 3 1 *:: 3 1 lli
1.1 1 1 Ii: 2 * 1:11 1 1::
5' 7 7 8 9:: 6 7 8:: 8 8 7::

46 59 56 50 47:: 51 53 53:: 57 51 53 li
24 17 I 19 I 18 16 i: 22 20 I 15 I: 21 17 21 II
57 46 45 55 59:: 49 49 53:: 48 53 48::

135 132 I 130 I 132 [132 :: 133 130 130:: . 138
" II
II II
II II
II II
II II
II II

IS3 I 392 I 440 I 419 '.Ii3'l I 3<;0 176 791 I 38S rl,07186

2
1
9

60
2)
35

130

*Less than 0.5% •

Psychiatric • • • • • • • • • • • •
Medical. •••••••••••••
Phvsical •. . . . . . • . . . . .
Practical . '. . . • . . . . .
Lay psychological • • • • • • • • •
Moral, self-help •••••• • • •

Total per centb •••••

Number making action
suggestion for nothing wrong
examples .••.•...•• I I I

For examples classed as
NCfl'HING WRONG

. ;

• • • ...



Conception of Mental
Illness•

•

•

TABLE 58

AGE-EDUCATION DIFFERENCES IN CONCEPTIOI~S OF MENTAL ILINESS

Iii Proportion of Indicated Age-Educational Group
~ with Fach Conception of Mental Illness
~.--:-.--.'..._~. t!1 !l. g-~" di8llllllS1"' -:-
I, My College I School i School Only

r;Un-, 0-; ; 0-" n- 0-' , i -I 0-: :60-
i!der' : ,and'der; : and'derj i .and

~ i40 ,49 !59 ~0ve;,j40 149 t59 0 49 59 p.er

G~~~ ~;~~~f~~SspontaneOU~lY in-II I j II I i I ! ! i
cluded non-psychotic syndro~es. 57! 651 53 34

1
431 50 47 46 38 42 39 i 38

Mental illness included more than II' It : I
"insanitY" • • • • • • • • • •• 94 93 91 7611 87]1 871 85 82, 76 75 77 70

"Nervous breakdown" Vias mental II I

illness •••••••••••• I 64 64

1

59 48
ill

49',:.1, 51[' 50
1

46 36 391 40 44

Total Usage: Consistent non- II I I
psychotic ,... •.•.•.• • • • • I 44, 48, 36 2711 29; 311 34 271 19 20 21 22

Inconsistent non-psychotic ••• III 431 44 49 41!! 49; 50" 491 48, 44 51 45 44
Inconsistent psychotic • • • •• 111 61131 241'I 16

1

1 13 13, 16
1
1 21 14 18 16

Consistent psychotic •••••• ' 21 1; 2 8 5j 6[ 31 8 9 II 10 12
No impression ••••••• •• *1 1; * *1 11 * 1 11 1 4 6 0

Total per cent • • • • • • • 1100! 100 100 1001100i 1001100 100,,100 100 100 100

CONCRETE PERCEPTIONS (Proportion II 1 i . II I ,I
classifying examples as mentally-ill) II i : I I I '

"Frank Jones" (Paranoid) • • • • • I 851 891 86 7~1 75! 81' 71 82. 65 69 69 74
"Betty smith" (Simple SChiZOPhrenic)1 52',' 51'126 4 311 33 33 4211123 31 28 33
"Bill Williams" (Alcoholic) ••• 51 50 33 3 291 29 33 25, 16 11 22 21
"George Brown" (Anxiety Neurotic) I 26 29 211 30 15' 14 17 23i 12 14 20 21
"Bobby Grey" (Conduct Disturbance) I 25 23, 15 20 13

1

' 15111 18! 1 1 9 14,
"Mary White" (Compulsive-Phobic) '1116, 131 41101 5 5, 3 81 4 5 8 8'

At least one of above •••••• il 93! 95 93\' 851 821 891 84 8911 71 18 78 80
1 I II I

Four-question summary: 'I I !i I

Personality disorder (and all I I 'I I
others below) included •••• II 91 11 4 7 21 3 1 4

11

2 j 2
1

3 4
Neurosis (and all others below) Ii I I I I

included • • • • • • • • • • • 1113 12 6 15 1

1

7 7 9 8" 4 6 9 10
Limited to psychosis, generally I 241 241 16 1911 18! 18 20 251! 14 11 12 15
Limited to violent psychosis •• !I 301 35 51, 2711 411 48 39 331'1 39 38 31 38

I I' '1 I
No apparent recognition • • • • II 12 6 121 17

1
1 22] 15 19 13111 32 25 25 22

Usage not cons:i,st,ently classi- II .
fiable •••••••••••• ! 12 12, II 1~1 loi 9 12 1711 9 12 14 II

Total per cent ••••••• 1100 1001100 100111001100 100 lOO!!100

1

100 100 100

LOOICAL CRITERIA ! ,I III I II
Descriptive: Emotional-functional I I i I I I Ii

deviancy. • • • • • • • • •• 6-3
1

68 52 581 48! 50! 45 41/1 34 45 44 37
Cognitive-control deviancy. •• 20 14 23 17'1 281 29)' 29 2~!1 33 28 30 32
General deviancy •••••••• !! 171 18 25 25 241 21, 26 2511 33 27 26 31

Total per cent • • • • • • • 1/1001100 10011001100 j100 1100 11001[100 100 1001100

tim-descriptive: Organic disease II 21
1
[ 241 27' 2511 211 20,1 201 2211 19 18 16119

Non-physical disorder •••••• II 31 301 30 2711 321 34 43 44jl 28 31 J4 23
Counter-reality, inexplicable " 'I i I 'I

behavior • • • • • • • • • • '11641 63\ 75 58'1 6511 62 65 69' 53 56 59 51
Volitional def~t ••••••• 44 48: 43 31 37 39 42 45121 32 31 37
Involuntary act10n • • • • • • • !i 26j 261 10 3411 251 25 33 33 28 24 30 32
Descriptive only • • • • • • • • !I II 9, 4 10 12 i 9 10 4 17 12 15 16

Total per cent
a

•••••• ,,111:191200 2091185111921189 213 217[12 119185',184
Logical consistency: Contradicted 1 ill I

own criteria ••••••••• ~ 83 871 89J 9O~ 831 84) 861 86 14 71 13J 12
. ~ , I I I I '

Number of cases •••••• 315!159! 731 591 935'306!183 1130 357 1272
1
304!438

*Less than 0.5%.

aTotals exceed 100% because respondents often employed more than one cri
terion.
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Un-l ~ - Un-! 0-
I dar/ ' and der: i la der; . land
bo 49 f59 'lbO ;49 i59 iov bO j49 59 !C»er

Cause

TABLE 59

AGE-EDUCATIOHAL DIFFEP.K~CES IN EXPLANATIONS

OF HUMAN BEHAVIOR

Proportion of ALL RESPONDENTS :in greup I' i I:! l! ; : ,

Organic processes directly affect- I I I I Ii: j
ing brain, nervous system ••••/ 25) 31! 471 49 31 1 381 40l 5h 41; 46, 48: 4e

Diffuse physical processes ....' 1811 26: 29 i 32 25! 27 i 2711 33! 261 30 i 35I 29

Innate personality, Will, choice .1 34 41 '. 521 51/ 391 43! 45 5311 421 45i 47! 49

External envil'orllllont, circumstancesl 81 75 I 781 76\ 79! 80! 70/751 68 1 681 74 I 71
D' t· ...' I I I I I, 'I
~rec, equ~valent cond~t~om,ng ••188187,92: 88

1t
9l192j 90 88

j
86! 88

1

' 87178
other psychodynami.c relationships .1 781 82' 67 i 6611 65 j 60 1 63 I 64 47; 41 46 43

No causal explanation •••••••1 * 1 1( *!I 11 Ii * *11 2! 1 2 2

Total per cent
a

• • • ",",324 ~43 !3661362 33113411335 j367 1'312 !319j339 1318

Number of respondents • 315 159 j 731 59'1' 935 3061183113°113571272 :304 438

Proportion of ALL EXAMPLPS discussed I I I I! I
by respondents in group ! I I I I !,

Organic processes directly affect- I ! 'I I I I I i
ing brain, nervous system ••• " 5: 7111! 121 6 i 9 i 101121 9 j 10; 11 11

Diffuse physical processes •••• ,' 3' 5 i 81 7 5 i 5' 61' 7
1

',1 5! 6: 81 6
" I I . I

Innate personality, will, choice .1 8 9[ 12j 13 8j 10 i 10 131 9i 10, 10 i 12

External environment, circumstancesl 26 22123 251 24( 241 221241 191 20! 211 22
Direct, equivalent conditioning •• ; 31133: 35 31 36/38 136: )21 }I, 3'.32128

other psychodynamic relationships '125 27121, 18'1 18j 17'1171 17 11'110; 10! 10
., ,I .

No causal explanation ••••••• 25 25 1 21; 23 25124' 25~ 27 34' 32' 29 34
, I I I

Total per centb ••••••• "1125 1281131 )1291124 j127 '126113211191121 :1211123

Number of examples discussed -If${) i954:438!354IF~6F!7801 iJ632Je24I~
Proportion of EXAMPLES CAUSALLY I'!', 'I I Ii": I
EXPIAINED by respondents in group , I I , I ! I ; II I

Organic processes directly affect-Iii II ; ; i I I
ing brain, nervous system ••• '1'1 7110 11.1 1611 91 111 13117 14 15 16 17

, I I' : I ! ,Diffuse physical processes •••• 1 5 7 10 i 91 6 i 71 81 9 8 9 11' ~

Innate personality, will, choice " 10 j 12 16! 17
1

11 i 131 14 19 13; 15" 15 18

External environment, circumstances I 34130 29! 33
1
' 33 i 32! 29133 29; 29i 30 32

Direct, equivalent conditioning • .11 L4 44! 45 4011 50! 511 481 44 48 i 48; 45, 42
other psychodynamic relationships. 33 36 1 26 24 24 1 22 23 23 16 15 151 14

Total per centb ••••••••~133 139114oj139 1331136~135~.'145~128J131,.132113~
Number of examples causally ~ ! I I Ii: I I :

explained ••••••• .1£4231712 )347 i272 :1391!826 :566 JhJ,8;no9)2B8!J.7t4,

*Less than 0.5%.
&rotals exceed 100% because most respondents used more than one causal elC

planation in the course of discussing the six examples.
brotals exceed 100% because some respondents used more than one causal ex

planation in the course of discussing a single example.

=========='-'=='===-===11=====--===-=- =._====11======
Any College 'I Any High

School



~60
AGE-EDUCATIONAL DIFFERl!NCES IN PROPOSED CORRECTIVE

SOLUTIONS OF HUMAN BmlAVIOR

*Less than 0.5%.
aTotals exceed 100% because respondents orten made more than one kind ot

action suggestion.
~oo few cases to report percentages.
crncludes "something wrong" examples for which people said either that it

wasn't mental illness or that they weren't sure whether or not it was.

Proportion of Respondents in Indicated Group
Making, Each ,Action,~ugg~tion" ADong Respondents
~ AIiv Action SlU! estionAction Suggested

'II Any High Grammar
Any COllege It School School Only

'~~~;1!i410-~50-i:c'i~11'4(O-j50-I~d ~;lli4(o-l50-~:d
!·40 49 1,9 ~ 40 ,49 )'9 Iovez 110 49! 59 lOw!

~------_-..:-

Fo~s~~e:r~. ........../128 1,26120: 21 16! 19115 2Or;r6 61 1
Medical ••••••••••••••11 6 71 4 i 9 8; 10 11 1411 9! 7 9; 9
Physical •••••••••••••,1 25 ! 26: 23 i 21, 20 i 23 28; 25 22' 25 26: 23

Practical • • • • • • • • • • • • .I! 54 I 56: 51 ',I 39l 61 i 56 . ,4 j 51 51 SO 571' 55
lay psychological • • • • • • • •• 40 42 ; 50 : 39 32 i 42 i 40 I 41 25 I 27 31 27
Moral, self-help •• • • • • • • • 49 50: ~ I 66 56 i 55' 65' 73 69 65 69' 73

Total per centa ••••••• 202 '091212 !19511193 !205 "13 2241P.a3 182 2001194

Ni.unber making any action I : i 'II I I
suggestions •••••••• .11277 ~, 70 I56187, ]289 IL73 1251330 255 291 410'

~:T~~;S~laSSed as I! j II I, I I I I
Psychiatric •••••••••••• j 50 46; 30 I b i 41; 36 : 26 3111221 22 25 1 21

Medical ••••••••••••• 7 9 I 71 j 15 16 i 13 26)'j19 14 20 22
Physical ••••••• • • • • •• 8 7' - i 8 7 1 91 2 9 8 n! 7

Practical. • • • • • • • • • • ..1 6 12' 4 I i 5 3 3 911 9 10 9 i 8·

lay psychological •••••••••11 36 38! 59 36 46;321 33'1 26 42 391 28

Moral, self-help ••••• • • • .11 24 24 I 33 I 26: 27 i 44 38 34 26 381 43

Total per centa •••••••11131 f36 1
133 i 11131 \135 127 1391119 122 142\129

~=:rf~t:~ti~~::ges- ,I I I II ! ; . II I
I I I I' ,examples •••••.••••••'1135 i 68 i 27 i 20

1

298 :111: 69 58 11 77 72 79,101

~ ElX.iII!lp~es classed as I, I ' I I· II
SOJ.lE'l£ING ELSE \'/RONGc 1/ i . : I i II

::::::tri: :.: : : : : : : : : : :!l : I~ l~! l~il ~: : : ~'I: llli ~ ~ ~, :

Physical • • • • • • • • • • • • 'I! 28 1 26 24! 2511 22 i 23' 261, 2 I 23 27 29 2;i

Practical • • • • • •• • ••••Ii 48 . 50 41 ~ 2511 47: 48 37; 441 41 3~ 40 36

lay psychological • • • • • • • • .11 25! 30, 32! 22'11 24! 28 i 25j 221 14 1~ 20 15
Moral, self-help ••••••• • J 36; 36 i 49: 581 44 I 44' 491 59 5S S3 51 58

Total per centa •••••••11'1116 i156?CD;1171115 :156j1521170 140 !he 14711142
Number making action sugges- I I I !
tions for something else I 1 Ii! i i
wrong examples .... • • • • .11195 ;106 59 I 40 583 1205,'12S 88 208 162 2021287I : I J I I

For examples classed as I; Iii i
NOTHING TmONG Ii ! Iii I

Psychiatric • • • • • • • • • • ..11 1 . 2' 6 i 31 1 6 ~ J - It 1: -
Medical • • • • • • • • • • • • • .i! 1 j 21 -I ~I 1 1 ... - 11 11 11 1
Ph . 1 . . . . . . . . . ..11 5: 8: JD I 5 7 1! 10 91 121 6 '(
Prr'~~cal : : • • • • • • • • • • .'] 55 i,' 54 1 42 3 61: 541 S 4~ 45 47f 53 49
lay psychological •••••••••\ 241 22; 291 2=4 17 1 23 [ 1, 2f It 17\ 15 19
Moral, self-help •• • • • • • • .iI SO: 43' 55! 5~ 4S I 43 i 4~ I)l ~ 57l !5j $4

Total per centa •••• • • jl136 ;13ll142! l2~1130 !134113~ 13c 13~':U" 13':: 130
Number making action sugges- Ii ; I I J . ; .t.£!'
tion for nothing wrong~E !11l6' 59 31. 33' SOl 165: 99. 6' 22 1~ 1811 271

•

•

•



TABLE 61

sm~E DEMOGRAPHIC DIFFERENCES IN CONTACT '."TITH AND INFORMATION

ABOUT WNTAL ILLNESS
-- - "if~di~-·-=j;Jeail=-:-:1f- --Pro~rtion Knowing Pro-i !lumber II portion

Social Factor
Number Years of !i Any Hospi- Extra- With

, of of InfOl'- ii Fsy- talized Mural Highest
Cases Edu- mation 111 chotic Patient Patient! In ];t" IPat , t vo V~

C8 10n Sources I ~en menta

'Age II I
21-29 • · · · . · · · · 695 12.1 4.2 II 70 64 24 II 7· II30-39 • · · · · · · · · · 912 11.9 3.8 78 74 26

J 5
40-49 • · · . · . · · · · 737 10.7 3.8 II 79 76 28 6
50-59 • · · · · . · · · · 560 8.8 3.3

II
81 78 21 3

60-69 • · · · · · · · · · 425 8.4 2.6 80 76 16 2
70 and over. · · · · · · 202 8.2 2.4 84 83 8 1

II I
Sex 1

- 11 I
Men • · · · · · · · · 1,736 10.4 3.5 IJ 77 74 22 I 5· II
Women · · · · · . · · · · 1,795 10.7 3.6 II 79 74 24 i 4

" IRace I 1/
" IIWhite • · · · · 3,209 10.8 3.6 Ii 78 74 24 5· · · · · !' IIColored • · · · · · · · . 322 8.8 3.5 I' 74 73 13 2
;1

1/
Religion Ii

"Protestant 2,396 10.6 3.5 ;1 80 76 22 4· · . · · · · II
Catholic · · · · · · 819 10.0 3.6 II 73 69 23

II
4

Jewish · · · · · · · 136 12.3 4.8 II 76 63 46 15IIOther. · · · · · · · · 58 11.8 4.2 " 79 72 28

II
7

None · · · · · · · · · 122

I
8.9 3.0 II 71 63 23 4

II
IIOccupation 1/

II

234 16.1 ~.3
II 85 74 44Professional · · · · · . I i! II 27

Managerial · · · · · · · 213 12.3 3.7 II 83 78 28 !I 7
Clerical 312 12.2 3.9 Ii 79 74 23 II 7· · · · · · · · /I
Service (except domestic) 176 8.8 3.4 'I 81 78 18

II
-Ii

Skilled. · · · · · · 342 9.7 3.L /I 7L 70 20 1
"Semi-skilled · · · · · · 331 8.9 3.2 I; 73 72 11 1

Unskilled (inClnding domestic !i
11service and farm labor) 220 8.3 2.9 ii 69 68 10 -

Farmers · · · · · · · · 242 8.7 2.7 if 83 83 13 II 1
Not gainfully employed · 1,461 10.7 3.6 Ii 78 73 19 I 11

1:
Gross Annual Family Income II

I$10,000 and over 77 13.9 4.7
II

90 78 49 17· · · I'

$ 7,500-$9,999 85 12.9 L.7
il

92 82 48 19· · · · · :1
II

II$ 5,000-$7,499 · · · · · 253 12.7 4.5 !! 82 76 35 16
$ 4,000-$4,999 · · · · · 392 12.1 4.1 " 82 76 33 5
$ 3,000-$3,999 · · · · 763 12.0 3.9 !I 76 72 26

II
5

$ 2,000-$2,999 · · · · 870 10.2 3.5 ;! 76 74 18 2
"$ 1,000-$1,999 538 9.2 3.0 " 75 73 16 1· · · · · il IUnder $1,000 · · · · · 427 8.1 2.6 :1 80 77 13 1

Income not reported 126 9.3 3.1 n 69 64 17 I 3· · · ,.
ilI' IRegion of Residence "
" I 6East · · · · · · · · · · 1,001 11.0 3.8 !I 78 73 27 1

Middle Yvest • · · · · · · 1,057 10.3 3.5 Ii 76 73 21 II 4
West · · 437 11.5 3.8 II 77 71 27 Ii 6· · · · · · · 11

II
South • · · · · · · · · · 1,036 9.2 3.4 '! 81 78 19 4

Place of Residence Ii
II I

Metropolitan Center (over
!!

I

1,Oeo,000) · · . · · · 972 11.0 3.8 " n 66 27 I 6
City (9),000-1,000,000) 892 10.8 3.7 i! 76 71 26 5· 'I I

Town (2,500-50,000) 553 10.7 3.L 80 76 22 I
4· . · ;1 I

Village (under 2,500) · · 537 10.3 3.L :1 8L 83 20 I 4;
Farm 577 9.2 3.3 " 82 81 17 3· · · · · · · · · !i

aSee Table 56 for a definition of "involvement."

•

•

•



TABLE 62

SOME DF1\IOGRAPHIC DIFFERENCES IN CONCEPTIONS OF MENTAL ILINESS
A..: Age Differences

======~"''''=''==:'--

• Conception of Mental
Illness

Proportion of Each Age Group with
Ip.d1o~;te4 Conception.' ot

. Mental Illness

GENERAL CONCEPTIONS
First impression spontaneously included

non-psychotic syndromes • • • • • • • • • •
Mental illness included more than "insanity'
"Nervous breakdown" was mental illness •••

Total Usage: Consistent non-psychotic •
Incons~stent non-psyohotic •••••
Inconsistent psychotic " ••••
Consistent psychotic ••••••••
No impression • • • • • .. ...

42
89
48

29
46
18
4
3

47
83
49

30
47
15
5
3

50
84
48

31
49
12
6
2

43
82
46

27
47
16
6
4

41
74
46

25
L4
15
11
5

I,
34
70
37

21
45
19
11
4

Total per cent • • 100 100 100 100 100

80
38
23
29
18
11

86

14
J5
23
19
14
7

81

3 7
9 13

19 14
35 37
21 16
13 ., 13

74
30
27
19
12
6

82

2
9

15
40
22
12

4
8

19
41
11
II

78
36
29
17
14

7

86

3
8

19
39
21
10

76
34
30
17
14

7

84

3
7

18
38
23
II

Four-question swmnary:
Personality disorder (and all others below)

included • . • • • . . . . • . . . . . •
Neurosis (and all others below) included •
Limited to psychosis, generally. • •••
Limited to violent psychosis •••••••
No apparent recognition •• •••••••
Usage not consistently ~lassifiable • • • •

At least one of above • • •• ••

CONCRETE PERCEPTIONS (Proportion classifying
examples as mentally-ill)

"Frank Jones ll (Paranoid) •••••• ••• 73
"Betty Smithll (Simple Schizophrenic). •• 33
"Bill Williams" (Alcoholic) • • • • • • • • • 1 31
"George Brown" (Anxiety Neurotic) • • • • •• 16
lIBobby Grey" (Conduct Disturbance) ••• • 14
"Mary Whitell (Compulsive-Phobic) •••• • 6

I 81

•
39
33
28

42
28
30

45
29
26

52
26
22

48
28
24

48
26
26

Total per cent • • • • • • • • • • • •• 100 100 100 100 100 100

LOOICAL CRITERIA
Descriptivel Emotional-functional deviancy •

Cognitiva-control deviancy • • • • • • • •
General deviancy • • • • • • • • • • •

Total per cent • • • • • • 100 100 100 100 100 100

82

Non-descriptive: Organic disease •••
Non-physical disorder • • • • • • • • •
Counter-reality, inexplicable behavior
Volitional defect. •••••••
Involuntary action ••• • • • • •
Descriptive only •• • • • • • •• •

Total per centa • • • • • • • • • •

Logical consistency: Contradicted own
criteria •• • • • • • • • • • •

Number of cases

20 20 20
27 33 35
61 62 &J
36 37 38

I 23 28 25
14 13 10

181 193 188

.~ 80,' 80 I
695 912 I 737

i

19
36
63

~~ I
12

197

79

5&J

20 22
26 30
&J 58
36 44
31 36
14 11

181 I 201

171 77

425 i 202

~ota1s exceed 100% because respondents often employed more than one critericn.

•



TABLE 62--Continued

B.: Sex Differences

Conception of Mental
Illness

Proportion of Each Sex wi:th
Indicated Conception

of Mental Illness
Men I Women •GENrnAL CONCEPrIONS

Fir~t impression spontaneously included
non-psychotic syndromes • • • • • • •

Mental illness included more than "insanity"
~'Nervous breakdownll was mental illness

Total Usage: Consistent non-psychotic • •
Inconsistent non-psychotic
Inconsistent psychotic
Consistent psychotic
No impression • • • •

42
81
51

30
43
16
8
3

41
84
45

21
49
15
6
3

Total per cent • • • 100 100

CONCRETE PERCEPTIONS (Proportion classifying
examples as mentally-ill)

IIFrank Jones" (Paranoid) ••••••
-"Betty Smith" (~imple Schizophrenic)
"Bill Williams" (Alcoholic) • • • • •
IIGeorge Brown" (Anxiety Neurotic) •
"Bobby Greyll (Conduct Disturbance)
IlMary Whitell (Compulsive Phobic)

At least one of above

76
35
30
20
15
8

84

7S
33
27
16
13
6

82

3
8

18 •40
21
10

100

47
27
26

100

20
33
61
35
21
13

189

81

1,795

48
28
24

100

100

193

79

1,736·-'

I
· I
!

.[
I

• I 21
I 32

.1 61
·1 39
• i 28.i- l_2 .--;;.. _

!
• I. .'.

Contradicted own

Number of cases

Total per centa

Total per cent

Logical consistency:
criteria

Non-descriptive: Organic disease
Non-physical disorder •
Counter-reality, inexplicable behavior
Volitional defect
Involuntary action
Descriptive only

Four-question summary: I
Personality disorder (and all others below) I

included • • • • • • . • • • • • • • • • 4
Neurosis (and all others below) included • 9
Limited to psychosis, generally. • 17
Limited to violent psychosis 37
No apparent recognition • • • • • • 20
Usage not consistently classifiable 1 ......;;1;::;3 +-__--=~ _

Total per cent ••••••••

IOOICAL CRITERIA
Descriptive: Emotional-functional deviancy.

Cognitive-control deviancy
General deviancy

•



C. : Racial Differences

TABLE 62-Continued

• Conception of Mental
Illness

Proportion of Each aace with
Indicated Conception

of Mental Illness
White 'Colored

•

GEHERAL CONCEPTIONS
FirSt illlpression spontaneously included

non-psychotic syndromes • • • • • • •
Mental illness included more than "insanity" .
"Nervous breakdownlt was mental illness ",/1
Total Usage: Consistent non-psychotic ':)

Inconsistent non-psychotic
Inconsistent psychotic

Consistent psychotic :'1No impression , , , .

Total per cent , ,

CONCRETE PERCEPTIONS (Proportion classifying I
examples as mentally-ill)

ItFrank Jones" (Paranoid) ".", ,
ItBetty Smithlt (Simple Schizophrenic) '!
ItBill Williams" (Alcoholic), , , ,
ItGeorge Brovmlt (Anxiety Neurotic)
ItBobby Grey" (Conduct Disturbance)
"Wary iihite" (Compulsive-Phobic)

At least one of above

Four-question summary:
Personality disorder (and all others

included • • • • • • • • • • • • •
Neurosis (and all others below) included •
Limited to psychosis, generally
Limited to violent psychosis , • • ,
No apparent recognition , • "
Usage not consistently classifiable

Total per cent •• ., • • ,

lOGICAL CRITERIA
Descriptivel Emotional-functional deviancy .1

Cognitive-control deviancy , "
General deviancy

47
84
49

30
47
15
5
3

100

76
33
29
18
14

7

84

3
8

17
41
20
11

100

48
27
25

30
68
37

19
43
17
16
5

100

68
46
24
23
12

9

79

5
11
22
23
23
16

100

45
33
22

•

Total per cent

Non-descriptive: Organic disease
Non-physical disorder
Counter-reality, inexplicable behavior
Volitional defect ,
Involuntary action
Descriptive only

Total per centa

Logical consistency: Contradicted ovm
criteria

Number of cases

·1
:1

:1
I

'1
j

1
,i

;

,:

100

21
33
63
38
28
12

195

81

3,209

100

16
27
47
31
28
19

168

64

322



TABLE 62-Continued

D. : Religious Differences

Conception of Mental
Illness

-
Propoetion or Reapcadaats ot Ea4b. Ra1;ipous

Affiliation with Indicat.ed Conception
of Mental nlness

Protes-' I , ,

tant ,Catholic Jewish I Other . None •

•

•

n
122

88

58
84

136
78

819

76

I
71 79 85 78

35 28 45 43 31
30 23 39 29 30
19 14 20 26 20

\

14 12 20 19 16
7 6 10 5 11

I 85 78 89 86 80
I

I 4 I 2 5 2 7I
I 9 6 11 20

I
8I

I 18 17 21 17 12

.I
39 39 34 40 114
19 25 17 14 21

,I 11 11 12
,

7 8

i 100 100 100 100 100

! I
i 47 46

I
58 61 45

I 29 25 24 24 30
24 29 18 15 25

I 100 100 I 100 100 100
I
I 21 18 i 18 28 18
I 32 33 30 31 33 .I
I

61 I 60 61 71 57,
39 32 35 43 36

!
,

28 29 18 22 25
! 12 14 12 7 14

! 193 186 I 174 I 202 183Total per centa

Logical consistency: Contradicted own !
criteria ..... . . . . . ! 80,
Number of cases • ;2,396

LOOICAL CRITERIA
Descriptive: Emotional-functional

deviancy •••• • • • •
·Cognitive-control deviancy
General deviancy

Total per cent • • • • •

Non-descriptive: Organic disease.
Non-physical disorder • • • • •
Counter-reality, inexplicable behavioi'
Volitional defect •
Involuntary action
Descriptive only ••••••.•••

Total per cent • • • • • • • •

Limited to psychosis, generally.

Limited to violent psychosis
No apparent recognition • • • •
Usage not consistently classifiable •

ERAL N EPTIONS
First impress~on spontaneously include4

non-psychot1.c syndromes • • • • • • ~ 40 43 59 47 39
Liental illness included more than ~

"insanity" ,........... 81 86 89 84 76
"Nervous breakdown" was mental ill-

ness •• • • • • • • • • • • • • • i 47 46 58 59 41
Total Usage: Consistent non_PSYChotiCl 28 27 44 41 26

Inconsistent non-psychotic •••• 46 51 43 33 34
Inconsistent psychotic •••••• 16 15 9 13 21
Consistent psychotic • • • • • • • 7 4 4 10 15
No impression ••••••••••• 1-_-=3:......+-_.:::3~+_....::.._+-_.:::3~+_....:4=-_

Total per cent • • • • • • • •• 100 100 100 100 100

CONCRETE PERCEPrIONS (Proportion classi-
fying examples as mentally-ill)

"Frank Jones" (Paranoid) •••••••
"Betty Smith" (Simple Schizophrenic)
u·Bill Williams" (Alcoholic) ••••
"George Brown" (Anxiety Neurotic) •
"Bobby Grey" (Conduct Disturbance)
"Mary White" (Compulsive-Phobic)

At least one of above • • • • • • •

Four-question summary:
Personality disorder (and all others

below) included • • • • • • •
Neurosis (and all others below) in-

cluded • . • . • • • • • • .
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TABLE 63

SOME DFl'flOGRAPHIC DIFFERENCES IN CAUSAL EXPLANATIONS OF HUMAN BEHAVIOR

•
=======-=_~o""-: =~=""=~ =::o=-=--= t====~~=-====- ==-====-========-==-=====::====---=.-=o==-==-=======-- _. _

Number of I Mean Proportion of Respondents in Indicated Group Proportion-~r-All-Ex;~pi~;-E;Plainedlby-------
Cases Number Usin~ Fach Cause to Explain Any Example Indicated Group ~pla1ned by Each Cause

. I of lOir?ct Innate Extcr- Direct PSYQho- Dir~ct. Innate Exter- Dire~t Psycho-
Socul Factor he- Ex:- 1 Ex- lBra~, Diffuse Person- nal En- Fquiva- dynamic Bra1n, D1ffuse Person- nal En- Equiva- dynamic

spond- amples , amples IN'ervous Physi- aUty, viron- lent Rc- Nervous Physi- ality, viron- lent . Re-
ents Ex:- I k- ~ystem cal Will, ,?ent, Condi- lation- System cal Will, ~ent, Condi- lation-

plained plained Pro- Factors Choice C1rcum- tioning ships Pro- Factors Choice u1rcum-. tioning ships
cesses stances cesses stances

Age .. ,
-21-29 • • • • • • • . • . • • •• 695 3'1141' 4.5 27 20 39 79 92 65 8 5 11 31 51 24

30-39 • • • . • • • • • • . • •• 912 3,937 4.3 (35 27 39 76 87 63 10 7 12 33 48 24
40-49 • • • • • • • • • • • • •• 'f37 3,212. 4.4 38 28 44 74 89 58 12 8 14 30 48 23
50-59 • • • • • • • • . • • • •• 560 2,461 II 4.4 46 31 46 73 89 55 15 10 15 30 46 19
60-69 • • • • • • • • • • • • •• 425 1,762 ,. 4.1 47 30 47 77 81 48 16 9 16 33 43 18
70 and over • • • • • • • • • •• 202 820 1 4.1 55 31 54 64 82 44 19 10 22 30 41 15

_se_xMen ••••••••••••••• 1,736 7,50611 4.3 41 24 43 76 88 55 13 7 14 33 ~9·· 20
Women • • • • • • • • • • • • •• 1,795 7,800 'I 4.3 I 36 30 43 74 87 62 11 9 13 31 46 24

Race I, I
White ••••••••.•••.. 3,209 13,997 4.3 I 38 28 42 77 88 tJJ 11 8 13 32 47 22
Colored • • • • • • • • . • • •• 322 1,309 ji Lt.l I 42 18 53 63 86 45 14 6 18 24 46 16

Rtl~i~ II II
Protes~ant ••••• • • • . •• 2,396 10,349 j 4.3 I 40 29 45 73 87 58 13 8 15 30 46.· 22
Cathohc •••••••••••• 819 3,539 4.3 I 33 25 37 78 87 58 10 7 11 34 4.2. 22
Jewish ••••• • . • • • • •• 136 654 4.8 I 36 21 39 88 93 71 10 5 12 40 50 29
Other • • • • • • • • • • • • .• 58 277 4.8 45 28 43 86 97 tJJ 12 7 12 34 50 20
None •••••••••••••• 122 487 4.0 38 19 39 72 84 52 12 6 12 33 44 22
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TABLE 63--Continued

-···-~~~:.:or=r:~~~rPro~r~~o~~rn~~~n~ii:~~:~;~~~r~UP-=·-=-~~~i;~n~~!u~l~~:~~;~sb~~~~ii~~~
II l\lJ1rect l!ilC'ter-. D1rect l!ilCt.er-

Ex- II of 1 Brain Diffuse Innate nal &1- Direct Psych~- Brain Diffuse Inna~e nal &1- Di~ect. Psycho-
He- Ex-' Person-, Equiva- dynamc ' ,Person- F.qu~va- dynamic

spond- amples II amplesl!Nervous Physi- ality, nron- lent Re- Nervous Phys~- ality, viron- lent Re-
ents Ex- Ex I,system cal W'll ment, C d' 1 t' ISystem cal Will ment, C d' 1 ti,- ~,. on ~- a ~on- .. , on ~- a on-

Plalnedll l' dl l Pro- Factors Ch ' Cucum- ti' h' Pro- Factors Ch' Circum- ti' hi
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16 .-..
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'!2
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'-27
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22
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19
15
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44
47
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46
52
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48'
4~
45
~8

~~
42
48

L~i
~~l
46;
SO'
4S
48
43

47
"44'
46

34
31
31
29

35
33
34
29
31
33

34
32
31.,
30
29

33
31
34
33
33
30
29
29
33

29
28
31

12
13
13
10

15
10
14
13
12
12
15
19
13

16
18,
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. 12
14
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16
13
12

13
13
12
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2

6
8
7
8
6

6
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4
8
7
7

A
9
8
7

6
7
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8
9

6
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9

9
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1
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I
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III
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12
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10
11
15
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1
13
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I
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I

61
60
60
58
52

59
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~i

77
63
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52
56
52

40
48
61

77
81
67
69
59
60
52
44
52

92
83

~6

5'U
87
88
85
91
88

87
88
87

88
89
87
88
86

95
88
88

~
88
86

·81
87

80
72
76
73

78
78
77

l~

68
65
75

79
82
77
74
75
77

85
75
78
'18
80'

l~
68
77

40
41

t~

53
h6
41

40
44
45
46
44
40

39
42
42

t~· .

46
35
44
41
40
41
44·
52
42

21
25
30

22
28

jJ

22
30
23
30
27
27

lu
32
25
26
28

~§
26
25

22
. 27

35
. 29

26

I' If
II I!1,098 II 4.7 " 40

960 Ii 4.5 II 33
1,384 II 4.4 II 35

735 I 4.2 II 44
1'53411 4.5 I 38
1,439 I 4.3 II 44

5'U8 iI 4.1 II 44
934 ;: 3 .9 Ii 45

6,314 II 4.3 II 36
I i!

366 II, 4.8 II 31
388 4.6 II 33

1, I'll iI 4.6 II 34
1, '(60 II 4.S I: 36
3,425 11 4.5 I' 33
3,745 " It.) Ii 38
2,222 Ii 4.1 II 42
1,722 I' 4.0 'I' 50

507 I! 4.0 I: 4)

I, I'

4,h89 I 4.5 i 33 .

t:i U I M·
4,273 I 4.4 i 35
3,936 I 4.4 37
2,420 4.4 41
2,35

6
1 4

4
-4 39

2,32 .0 42

234
213
312
176
342
331

972
892
553
~37;)77

17
85

253

ill
U~
427
126

220
242

l,h61

1,001
1,051

437
1,036

Occupation
Professional • • • • • • • • • • •
Managerial • • • • • • • • • • • •
Clerical • • • • • • • • • & • • •

Service (except domestic) •••••
Skilled • • • • • • • • • • • . •
Semi-skilled • • • • • • • • • • •
Non-skilled (including domestic

service and farm labor) •••••
Farmers .• • • • • • • • • • • • •
Not gainfully employed • • • • • •

Gross Annual Famll Income
. 10,0 and over • • • • • •

7, 500-S9, 999 • • • • • • • • • •
$5,000-$1,499 •••• • • • • • •
$4,000-$11,999 • • • • • • • • • •
$3,000-$3,999 •• • • • • • • • •

-$2,000-$2,999 •• • • • • • • • •
$1,000-$1,999 •• • • • • • • • •
Un<Rlt:$'l,000 ~ ~ • • • • ~ • • • •
I~cC?meriot reported • • • • • • •

Hegi6n~or Residence
:East • • • • • • • • • • • • • • •
Middle",West •• • •. • • • • • ~ •
West '0 • • • • • • ; • • • • • • •

South .........".....
Place of Residence

Retropontan Center (over :1,000,000)
City {5'O,OOO-1,OOOtOOO) • •••••
Town (2,SOC>-50,ooo} ••••••••
Village (under 2,500) ••••••
Farm. •. ......... • • • • • • • • • • • •

Social Factor
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46 68
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17 7 18 60
16 8 24 56
17 8 24 54
12 9 26 55
12 , 11 24 55
9 7 23 47

;

13 1 24 58
11 4 23 53

15 8 24 51
9 8 20 .

42

13 8 24 S5
15 10 21 51
40 9 11 56
24 6 22 56
13 4 24 45

Lay I Moral,
Psychiatric ~ Medical \ Physical J Practical lpsychological Self-Help

'~,' .'

'::;' .

,J:

Number
Making

Any Action
Suggestion

II

642 II
840 II688

II' '\ 534.. . .~ 404
181

1,601
1,688

I.:

.J ."

.~. .. . . .. . . . . .
. . . . . . . . . . . . . ., 2,993

-: . . . . . . . . . . . . . . . . . 302
II

.'. • • • I 2,240

II162
126

54
113

Social Factor

',.

, ::~ f' "t I:

--- '.;=:==================",::"::''''=i'" =-==="'=="==-'iT" ::. ::.:="" -"':=,'======'.==--"'-==='" .==._~:====,=,=",:::.====::.:".==:==.==;=£"",=:::,,,-,,;=-:c=:=,=,-' ===:::.:
Proportion of Respondents in Indicat(~ Group Making Any Action Suggestion

ProPOsin2 F~ch Type of Action for Any Example .
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'Men ••••
WOnll'lU "i /'. ~..~

p.ac'~···" i l)l:_.;. :·:~,:1.,;.

~21-29 • , , , , • •
30-39 ••
40-49

., --c,50-59 ' • • • • :.,
60-69 ••
10 andover ••••

" "White '. :~: .,~.:;~.

""Coloi:ed'~': : •
~'j ,1::~i':"-'i2"":

Religion
Protestant
Catholic
Jewish
other
None
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"10,005 and Qyex- ; • • • • • • • • • • • • • • • • • • •
$7, soo-t9, 99~ ••••• • • • . • • •
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!.

, ~f .~




