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THE FLIGHT SURGEON 'S OATH

I accept the sacred charge to assist in the healing of the
mind as well as of the body.

I will at all times remember my responsibility as a pioneer
in the new and important field of aviation medicine. I will
bear in mind that my studies are unending; vV efforts ceaseless;
that in the understanding and performance of my daily tas-k. may
lie the future usefulness of countless airmen whose training has
been difficult and whose val-e is immea3urable.

It obligation as a physicisn is to practice the medical art
with uprightness and honor; my pledge as a soldier is devoted to
Duty, Honor, Country.

I will be ingenious. I will find cures where there are
none; I will call upon all the knowledge and skill at PW command.
I will be resourceful; I will, in the face of the direst emergen-
cy, strive to do the impossible.

What I learn by my experiences may influence the world, not
only of today, but the air world of tomorrow which belongs to
aviation. What I learn and practice may turn the tide of ba .
It may send back to a peacetime world the future leaders 0f7;S
country.

I will regard disease as the enerV; I will combat fatigue
and discouragement as foes; I will keep the faith of the men
entrusted to mV care; I will keep the faith with the country
which has singled me out, and with my God.

I do solemnly swear these things by the heavens in which
men fly.
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PREFACE

"Neuropsychiatry for the Flight Surgeon" is an outgrowth of
lectures and seminars presented at the School of Aviation Medicine,
USAF during the past several years. As such, the author owes much
to the guidance of his predecessors, Doctors John J. Kavanagh and
William F. Sheeley.

The composition of this manual reflects the teaching goals of
the Departimnt of Neuropsychiatry: aviation medical officers are
most effective if their clinical practice is comprehensive in its
approach to the patient and his setting, and observes sound
psychiatric principles.

It is &aumed that the student has been exposed to basic
psychiatry. Therefore, this text emphasizes an understanding of
the complex interpersonal and social problems of the Air Force
environment, and their impact upon flyer and doctor alike. Cer-
tain topics have been amplified or introduced beyond their con-
sideration in the "Flight Surgeon's Manual" or in Air Force Manual
160-1 (Medical Examination): clinical diagnosis and psychosomatic
problems are reviewed in the military setting; the Adaptability
Rating for Military Aeronautics is explained in detail; neurologi-
cal problems and psychological reactions to flying stress are
emphasized. The vitally important work of the Flight Surgeon in
mental health is introduced. These presentations serve to clarify
and refine the Flight Suigeor.'s responsibilities and pro-ctice, and
are in essential agreement with official Air lbrce publications on
these subjects.

Because the aviation medical officer often finds himself
dealing with the problems of non-flying personnel, this manual is
expanded somewhat to consider "Air Force Psychiatry" as well as
"Av4ation Psychiatry." Some knowledge of administrative and
forensic matters is essential to the medical officer who must
function more or less independently.

What does the Air Force offer in specialized psychiatric and
neurologic care? How are such referrals and consultations
arrmnged? These are cther questions for which this manual at-
tempts to furnish answers.

Finally, it is hoped that this exposition of neuropsychiatry
in the setting of the United States Air Force will stimulate our
students to explore these problems more extensively. For this
reason, a detailed bibliography has been appended focusing on the
various chapters.
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CHAPTER I

INTRODUCTION TO AIR FORCE JEURPSYCHIATRY

"I will accept the sacred charge to assist in the healing of
the mind as well as of the body." These are the first words of the
night Surgeon's oath. Is such deeply-rooted conviction not suf-
ficient? Ilay not the piysician, mindful of these words, now direct
his energies toward adapting man to new machines, toward supplement-
ing human organ systems with life-sustaining equipment? The answer
is a qualified yes. As technical knowledge of physiology and engi-
neering has advanced, there have also been rapid and significant de-
velopments in medical psychology. Much has been learned and systema-
tized about man's thoughts, feelings and behavior. rhe well-trained
flight surgeon calls upon this knowledge as regularly as he does his
understanding of cardio-respiratory dynardcs or physical standards.
It is not enough, however, that aviation medizine has always been
alert to the emotional overtones of its sphere of interest. The
deep emotional meanings of flying are as much a part of the flyer's
life as the air he breathes or the food hc e.ts. The flight surgeon
is expected to understand these meanings and to incorporate them in-
to effective medical practice. Within this framework the flight
surgeon is expected to put into effect psychiatric techniques which
have been found useful in the practice of medicine among flying per-
sonnel. No study of aviation medicine would be complete, therefore,
without treatment of the emotional qualities of the flying environ-
ment.

From the tinue when Nan first contemplated with wonder the swift
flight of birds, flying has been inv&ested with power, magic and tan-
talizing challenge. The early efforts of Laedalus and Icarus, the

patient engineerir, designs of M:ichelangelo, the persistent genius
of the Wright brothers and the martyrdom of Billy Mitchell -- all of
these and many more savour of the determination of men who dedicated
not only minds, Out souls as well, to the conquest of the air. To-
day we have vast air fleets, far-flung commercial air transportation
and global airpower, but the lingering spirit of the early giants of
aviation spurs men on toward the conquest of space. But, to argue
that the emotional investment of these pioneers has disappearcd be-
neath an avalanche of technical development would be a gross
misunderstanding.

Surpassing the speed of sound, hurtlinG through thin upper air
from one continent to another, defying the onslaughts of weather with
skilled use of instruments -- these are only a few exarples of thle
feeling of power a flyer experiences.

The aviation world is exciting and stimulating. It is filled
with contrasts only a flyer can appreciate. Life and death are some-
times only a second in time or a flick of the wrist apart, in a



world whose frontiers are rapidly disapnearing aviation represents
an advance upon a new world, with all ths aspirations this implies.
Flying is an escape. Problems of the work-a-day world recede in im-
portance as one speeds aloft in a high performance aircraft. The
harsh realities of earthly life become softened, remote, even unreal.

But the tantalizing offering of power, drama and escape which
aviation makes to the military flyer is not without its corr-sponding
demands. Aviation is no longer the all-absorbing pursuit of the se-
lect few. Broadened activities have swept into flying roles a multi-
tude of personalities of diverse nreds and drives. It is the conflicts
growing out of military aviation's demands made upon the personalities
of flyers which the flight surgeon must learn to appreciate. The
present day aircrew member finds that his duties impose tremendous
energy requirements. Pre-flight planning and inspection of aircraft
before a mission frequently requires several hours. High performance
aircraft when aloft deimand constant vigilance and accuracy of calcu-
lations for which a single man or a tightly knit crew are responsible.
Aerial refueling techniques have extended missions many hours. Thr
fulfillment of a mission rests upon long experience, intensive tra.o _-
ingp robot-like precision -- yet with ever constant need for the
sensitivity of human Judgment. Return from a mission is followed by
intensive and thorough debriefing before any rest is possible.

For all the glamour and excitement of military aviation, the
flyer well knows that danger is always present. Uhether a routine
training flight or a combat mission, the flyer knows that there is a
definite degree of risk. It is highly significant, for example,
that the USAF lost as many men in stateside aircraft accidents in
World War II as in all combat operations during this same war. Com-
bat merely poses added factors. The Air Force has a continuing ex-
pectation of a certain number of aircraft accidents in any given
period. This fact is undeniable and a constant challenge to the
flight surgeon. The flyer recognizes this clearly. Studies in fly-
ing safety tell what his risks will be for type of aircraft, type of
weather or phase of flight. He takes little comfort in knowing that
most of his accidents will be attributed to "human error.*

It is stressful for the flyer to know that in many difficult
situations he is entirely passive. He is passive, for example, in
being unable to predict in-flight emergencies. He is vulnerable to
surprise. Enforced passivity is stressful for every human but more
for some than for others. Some accept passivity and are therefore
emotionally well suited to certain kinds of flying. For othars, the
need for activity and a-gression is greater and limits adaptability-
to flying. In this regard, the differing personalities of single
and multi-engined pilots have been referred to by many medical
observers.

The flyer knows that his world will never remain the same. The
man and his setting are subject to rapid 'turnover.' His duties and
his envirorirnt change endlessly and with little notice. Group
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loyalties and identifications are hard to form and even harder to
break. The flyer who finds himself happily proficient in combat
fighter duties recognizes that he may in a few short months find
himself in an entirely different assigrxnent. The combat ace may
be seriously unhappy as an instructor pilot or as an aide to a
General. The air transport pilot greets upgrading to high per-
formance jet aircraft with mixed feelings. The flyer of today ac-
complishes his mission with energies and emotions which he may
not find available in 5 or 10 years. Yet he must keep ahead of
the young man at his elbow. The successful pilot may look with
longing on the aircraft he flew a few short years before but
which now is obsolete. The love and admiration for aircraft he
has come to know completely is not easily transferred to sleek,
new but unproved models. Endless change is characteristic of the
world in its political activities. The week-to-week changes in
international events have a tremendous impact on the flyer's per-
sonal as well as military life. The energy the flyer devotes to
his duties is keenly responsive to the fluctuating security of
the civilian population he exists to defend.

For the flight surgeon, who is deeply concerned with the men-
tal health of his flyers, there is a reassuring yet sober thought:
despite the technological advances which abound in the flying en-
vironment, the man who operates and is responsible for aircraft
has changed little over the centuries. Man today 'knows' far more
than his predecessors of even a few generations ago. Emotionally,
however, the flyer of today lives through, struggles and 'feels'
many of the same conflicts his elders worked to o%ercome. The
flight surgeon can view his men in this perspective and his clini-
cal assessments acquire stability thereby. Yet the physician is
sobered that man still knows little of his inner self and his role
in a social world.

THE ROLE DF THE FLIGHT SURGEON: The flight surgeon's medical
spherel--•gIb T i propor--ions. His patients are for the most
part young and exposed to special environmental hazards. The
flight surgeon's duties within this operational frame of reference
are to maintain and enhance th, striking force of his unit, to
conserve manpower, to prevent those adverse influences which will
affect combat efficiency, and to prevent and cure disease and in-
jury. As he becomes familiar with th? military structure and with
the flyers' environment he will be able by words and actions to in-
terpret the demands of this environment to his flyers. He will
recognize that adjustmental problems are highly prevalent and play
a prominent role in the health and disease. The flight surgeon
experienceL the environment's impact upon himself as well as upon
his flyers. As a trained observer, however, he must be alert to
the nuances of this setting and avoid the human tendency to deny
unpleasant reality factors. He cannot, in i.his respect, share the
protective armor of denial available to his men. To do so would be
to lose his skilled capacity to predict on-coming problems.

3



From a more strictly psychiatric standpoint, the flight surgeon
will concern himself with techniques in the initial assessment of
young men who are interested in military flying. His knowledge of
successful flyers and of the demands of the flying environnent will
enable him to select those men who will blend themselves most satis-
factorily with the Air Force setting. The flight surgeon will become
familiar with acute emotional disturbances and will appreciate the im-
portance of his prompt and personal intervention. In time he will
learn to deal with the frequeht and complicated psychosomatic problems
of flying personnel, for example, obscure neurological symptom-
complexes, disturbances of consciousness and of the special senses.
Because of his strategic position within the operational setting he
will make intelligent recommendations regarding the desired treatment
and disposition of flyers with neuropsychiatric problems. His under-
standing of personality and emotional needs will find ready applica-
tion to problems of flying safety, rescue and survival.

The flight surgeon will find many 'apparent' contrasts in his du-
ties when he views his past experience in civilian medicine. He is a
member of the flying group, :yet is apart from it. He has obligations
to the commander and the mission as well as to the flyers. He repre-
sents, first of all, a 'team physician.' His charges are basically
a sound and healthy group. Nuch of his medical interest is preven-
tive rather than strictly clinical. He is a special kind of medical
expert with many of the qualities of a family physician. The scope
of his practice is therefore bropd and comprehensive since no appre-
ciation of his flyer's health problems can be made without full rec-
ognition of the importance of personal and environmnnntal influences.

He is accessible to his flyers. Euch of his time is spent in
talking with them. In this capacity he will not see his men as
'psychiatric studies' but will learn to anticipate and encourage the
flyer who has "something on his mind." He will recognize the com-
plexities of the patient-physician relationship and understand the
impact his own actions have on the degree to which his patients seek
his help. The flight surgeon needs an inquiring mind. Aviation to-
day is constantly pushing back the barriers of the unknourn. The
flight surgeon is in tha forefront in this, alert to anticipate new
stresses, both physical and mental, which have not previously been
appreciated. The flig'ht surgeon will handle his men with sympathy
and understanding growing out of intelligent self-understanding.
He will maintain an objectivity which will be a constant challenge
to him as a participant observer. His efforts in preventive
psychiatry and supportive ps-chothcrapy will bring gratifying re-
suits in prolonging the effective flying careers of his men. The
flight surgeon, in fulfilling his duties, s-'nbolizos a source of sup-
port consistent with the long term interests of the flyer ind of the
Air Force.



CHAi'rER II

PERSONALITY DrIYaCS

It is essential to keep in mind certain basic principles in
approaching the many psychological probletro of aviation medicine,
therefore this sc.ation rllll outline those cuirent viewpoints of a
theoretical nature wh.ch are felt to support clinical practice most
effectively.(41,.42,943) No attempt will be made to deal exhaustive-
ly with this area which is so well presented in many basic texts.

Personality is a dynamic entity possessing form, organization
and content, all of which are subject to greater or less change de-
pending upon many complex factors. Personality may be defined as
the individual's integrated expression of his characteristic needs.,
goals, reaction patterns and nodes of handling situations. As
such, it is the culmination of forces sone of which the hunan or-
ganism is incapable of altering, such as physical endovmient, in-
telligence, age, sex and level of energy. People are subject to
accidents, as weli, some of which they may themselves provoke, but
many of which they seem to be caught in as helpless bystanders.
Environmer.tal factors such as family., socýil and occupational fac-
tors, health, and wars, may also resist deliberate change, but here
the outlook is more optimistic.

Psychiatry in recent years has directed attention toward dy-
namic forces within the individual from the moment of conception:
psychic forces or drives which have a tremendous impact on the
final product we refer to as personality. For practical purposes
personality and its interactions can be represented schematically
in the followlng manner:

SCONFLICT

SUPEREGO "E PURPOSEFUL:
FEELINGS

"% ITHOUGHTS
ID 0 ACTION S

SANXIETY'?

MECHANISMS
OF DEFENSE5;



The Ego is the harmonizer and mediator of the various forces
within the personality. In the healthy person it successfully syn-
chronizes these forces in a manner which satisfies the deman&s of
the outside world, and still maintains within the inner self riome
degree of gratification and self-realization.

The Ego is the part of the personality with which military psy-
chiatry is most concerned since acceptable performance is at a pre-
mium, and there is often little opportunity to explore the deeper
problems. The terms Id and Superego refer respectively to those
basic drives best represented in the needs of the infant, and to the
conscience which develops as the individual absorbs parental and
group standards of behavior.

To this as a framework is added the concept of the Unconscious.
A major part of personality development takes place before the child
has attained a level of conscious awareness. Those earliest occur-
rences in his life, the tensions of hunger or pain, the love, solici-
tude, anger or punishment which he experiences are not readily avail-
able for recall in adult life. But they do show themselves in
dreams, hypnotic states, symptomatic acts, habits and attitudes.
Free association and the various 'projective' tests are other ways
of investigating the unconscious life of the individual.

A more detailed appreciation of the various stages of •Ps -
sexual develop.nt is a necessity if one is to understand the dy-
namics of deviant behavior. The term psycho-sexual refers to the
investment of interest and energy which the growi•n personality
places in various parts and functions of its 'ndy, and connotes sexu-
ality in a very broad sense. The first stage is known as the oral
has during which the focus of interest of the infant is on f-ee:ng
an receiving care and comfort from the outside world. The first
interpersonal relationships are formed at this time and the child de.
velops in his first two years to a realization that his universe als,
includes other people who, in addition to caring for him, make cer-
tain demands and are capable of withdrawing their solicitude. From
this first stage of marked dependency the child progresses to the
anal phse and learns that control of certain parts of his body, i.e.,
hisaiilaand urethral sphincters, is possible. Not only is this con-
trol a source of marvel and satisfaction, but it bestows power to
retaliate by withholding conformity to parental standards of excre-
tory function. Aggressive feelings easily become involved in this
situation; on the other hand there may be obsessive control, neatness
and an orderly following-out of parental demands.

Beginning about age five the child discovers that there are not
only other people, but that these people differ in their sexes. The
first evidences of identification appear: the drive to be like some-
one else, to be like Daddy, to talk like him, copy his walk, to
measure one's hands, feet, and genital organs for comparison. The
little girl tends to enter this stage with the feeling that she is
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incomplete in comparison with her brother, and this must be worked
through emotionally as she cones to identify with her mother. It
is during this gnital stage that we sometimes see rather dramat-
ically the phenomenon which Freud termed the Oedipu. complex in
which the little boy in his urge to be like Dadday eeS comelled
to replace him and have Mother to himself. Here as in preceding
psycho-sexual stages there are tremendous upsurges of feeling which
run the gamut of emotions from openly expressed hate to overwhelm-
ing guilt. By this time the child has reached an age where some of
his feelings may be recognized and remembered. The little girl al-
so passes through a period when she must work through her strong
feelings for and against each of her parents, These phases in
psycho-sexual development are of extreme importance to later person-
ality structure. The child during these successive stages is par-
ticularly susceptible to skillful or artless handling.

Following the first three phases which have been mentioned,
there occurs a latent nod during which the child is likely to be
a marked confo r . hi suiperego is now well established and
functioning without deliberate reference to parental desires. The
sexual interests of the genital stage are submerged. Each sex
keeps to its own company, the little boy is obsessed with his
strength and prowess, the little girl carries out many rituals pat-
terned after her mother's daily routine. From about age twelve
there begins the upsurge of puberty with the rekindling of many of
the problems that preceded. Sexual drives are strong and are
handled in the many tumultous teen-age substitute activities. If
experiences in earlier phases have been favorable, the individual
emerges in adulthood with that adim;Aure of traits which we recog-
nize as maturity; he has struck a proper balance in his drive for
independence as opposed to his need to seek support outside himself;
he can give to others as well as receive; he has a realistic self-
awareness and a healthy conscience; he can experience and utilize
anger effectively.

As the individual advances through the various stages of
psycho-sexual development, he encounters cýnaflict along the way.
In the analogy used by Freud, the personali~j is like an advancing
army on foreign soil; with each battle and victory, small garrisons
of troops must be left behind to secure conquered areas. Where the
battle has been great, the losses are heavier and greater numbers
of troops must be left behind for security. It is hoped that the
army reaches its goal with a strong assault force still intact,
however this is not always the case in personality development.
The forces struggling toward maturity are sometimes so diluted by
repetitive conflict that little of the main force ever re iches the
other side. Rather, the conflict rages and progressive development
cannot occur. Clinically one encounters patients who may be said
to have become fixated at certain levels, as for example the oral
character whose ITe s oriented toward receiving from others, or
the !i=character whose orientation is toward withholding from
others, bein gy and stubborn, and simultaneously meticulous
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and disorderly in his personal habits, To carry the analogy still
further, envision a task force which has emerged victorious from the
field of battle but weakened by severe conflict at one point along
the .way. It is then possible that at some time in the future the
strong defeated force may rise against the garrison which was left
behind to maintain order. Then the main force must pull back to meet
this renewed threat and we have a phenomenon known as regression.
that is, a return to earlier modes of adjustment.

With this brief sun-nay of personality development in mind, re-
turn now to the situation pictured in the diagram, and consider how
these data assist in understanding and interpreting hunan behavior.
As a guiding principle, it is helpful to regard all behavior as
adaptive in nature, even though surface judgment may stamp it as
clearly deviant. This is a useful attitude for the physician to
take. From a therapeutic standpoint it is helpful to regard people
as doing the best possible in the situation in which they find them-
selves. This applies equally well to the 'Back Ward' schizophrenic
and to the antisocial personality.

What are these forces within the personality wlhich the Ego must
synthesize in harmonious expression? The basic drives of the Id
demand gratification of dependency strivings, and would unleash the
fury of aggression upon any frustrating object. There is the drive
for power and the achievement of prestige and esteem. There is the
drive for sexual gratification which may also be disguised hostility
or dependency. Finally, of great importance in Aviation Psychiatry,
there is the drive for self-preservation. In the peacetime world
as we know it, rarely is there opportunity for the direct unchal-
lenged expression of the basic drives here described. To be realized
tnese drives must bc distorted rith the help of the Ego into some more
socially acceptable t:rpe of gratification such as the vicarious sat-
isfaction of invalidism, rough sports or the like. Because prchibi-
tions against aggression are great in our culture, there is obvious
conflict in many young men who must go forth in battle to destroy
others. Yet tris too can be a source of vicarious satisfaction where
the deeper hostile drives are great and demand satisfaction,. hether
these drives are exp.ressed openly or in disguise or not at all, is a
function of the strengths of the relative forces involved, that is,
7go strcngth, intensity' of Id strivings, and finally the degree of
development of the Superego. The Superego places a noral judgment
on every thoug-ht and act. For the ;nost part this is an autoratic and
unconscious irocess. in addition to its useful function as a con-
science, the Superego can exert moral pr3ssures of a disorganizing
sort: the growLng child with feelings of guilt about himself and his
behavior is predisposed in later life toward self-destructive acts of
greater or lesser margnitude.

The Superego, in a sense, can be 'bought off' or bribed in
,urotic behaviur. i'or 3xa:ýiple, the chronic invalid. ach-ieves satis-

faction of hio dependency° strivings and keeps tie 'Approval' of the
3iLyere-o, the bargain being that the individual .iust re.'ialn disabled.



To the Ego, finally, falls the role of mediator of these various
processes to the end that some acceptable type of behavior results.

The interaction of these personality components introduces the
concepts of conflict, anxiety and the psychic mecnanisms of defense.
The personality attempts to achieve, as does the body itself, a
state of homoestasis. However, there is a constant bombardment of
compelling stiralli upon the Ego emanating from within the perscnali-
ty and from the ou',side world. These stimuli must be dealt with in
order to restore homeostasis. Mhny adjustments are made unconscious-
ly. Some stimuli, however, are very intense or strike a sympathetic
chord within the personality in terms of past strife. When this oc-
curs there is conflict and from this emerges a signals a .

Anxiety is a sensation varying from uneasiness or discomfort
to marked distress. It is all-psrvasive, disquieting and threaten-
ing. Its presence is felt throughout the organism in physical as
well as psychological manifestations. It is probably correct to
say that anxiety motivates even 'routine' behavior, however, we are
familiar with the more intense, subjectively experienced sensation
of anxiety. Because anxiety is so extrenely unconfortable, the
homeostatic forces of the personality are immediately called into
action to remove it. it is of considerable importance that one bear
in mind that this need not be a pathologic process. Anxiety may
arise from an unietne-3_;e;t•h personality is impelled to make neces-
sary and useful adjustments, e.g., studying before an exarination.
Therefore, up to a point, anxiety is valuable and beneficial. Per-
haps one might ter;a this degree of anxiety as vigilance, emphasizing
its purposeful role in the psychic econorv. It is this type of
anxiety which pronpts the flyer to check his equipment and his air-
craft thoroughly, to master his procedures, and attend carefully
when briefed for a mission.

Upon occasion$ the stimuli are too intense or strike upon a
predisposed area of the personality. Situations develop over which
the Ego cannot preside in a normal or mature fashion. Consider thle
flyer whose fear of death or mutilation overwhelas his desire to
fly with his comrades and do his share of hazardous dity. Itbral
judgments conflict with basic strivings for self-preservation. In
the face of this, the Ego may struggle to a neurotic solition, a
compronise in which the flyer cannot fly beca'tse of an hysterical
blurring of vision. W1hat has taken place is the utilization of a
mechanism of Ego-defense, in this instance conversion.

There are nany other unconscious nechanisms which the Ego em-
ploys to arrive at a neurotic compromise solution: the flyer might
have r esed the conflict, and continued to fly in spite of his
arxie Ile.might project the conflict by accusing the flight
leader of lacking courage. The mechanism of rationalization might
have been employed if the flyer had said he dMn't want to fly be-
cause he felt that the aircraft was not functioning -ro-erly in
sone way during ground check. Provocative behavior might be
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involved if the officer became intoxicated and quarrelsome and caused
himself to be grounded for disciplinary action., If a new and per-
suasive leader appears on the scene the pilot might return to flying
his hazardous missions out of an unconscious desire to identi with
this leader. In such a situation he may show a reaction-formation by
flying recklessly in the face of his anxiety, and fear. He may try to
ccmpensate for the questionable esteem in which his fellows hold him
Ube ovvrly friendly and grega4ious at the Officers' Mess. His
anxiety about combat flying may be d aced so that he refuses to
ride in a jeep because of the inher entdanger, or he may utilize a
charm, such as a rabbit's foot to sypbolize his own otmiipotence and
freedom from harm. In this situation his anxiety may eventually be-
come so overwhelming that he reports himself as a coward, consciously
aware of the conflict that has been raging within him. His value
judgiments may dictate guilt and punishment, so that he demands court-
martial. By the mechanism of , he dreams at night of flying
successfully in the combat situation which he can no longer tolerate.
The hostility which he feels toward all cowards is now directed at
himself through the mechanism of turning aainst oneself. He becomes
regressed and behaves in a childlike, beseeching manner. At times he
antasie`s the day when he will return to fly with his comrades.

All of these are examples of psychic mechanisms of defense against
anxiety. A few are desirable and a necessary component of successful
combat flying, for example, identification. Sublimation is another
healthy channeling of a conflict situation.

In summary, it is important in dealing with patients to consider
their backgrounds for the many influences which have moulded the per-
sonality one sees. Behavior then becomes understandable and alerts
the examiner to detect areas of strength and of weakness, as well as
present conflicts and the ways those are being handled. In Aviation
Psychiatry the medical officer deals with a highly select population
and will have opportnity to witness at first hand the fact that the
psychodynamic processes here outlined are a part of health as well as
emotional illness. He will see that anxiety is a useful phenomenon
if it does not progress to crippling intensity. Viewed in this con-
text, normality in the flyer may be defined as the ability to carry
out assigned duties in the face of conflict, anxiety and specific
fears.
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CIA.TER III

INTRRVIDING AND PEROjOkLjrY EVALUATION

Recent years have witnessed a marked growth of interest in
interviewing as a special medical technique. Psychoanalysis has
exerted a particularly strong influerce on the form in which the
history is obtained and has thrown light on the subtle interplay
of patient and physician. The technip,'e of interviewing has come
under close scrutiny, aided by such devices as tape recordings,
films, one-way mirrors and the like.

The flight surgeon has an especially heavy investment in inter-
viewing techniques because Aviation 1idiciie places such strong a'i-
phasis on verial communication between doctor and patient. This
section serves to highlight some of the important points on inter-
viewing technique and is dir-cted toward diagnostic interviewing.
It should be emphasized however, that there is no sharp line wnich
can be dcawn between diagnostic and therapeutic interviewing. In-
deed, eviry contact of patient and doctor should be looked upon as
therapeutic in nature. The attitudes and suggestions set forth in
this section will be elaborated upon in discussions of the Adapt-
ability Rating for Military Aeronautics and of psychotherapy as
such. For a comprehensive survey of the initial interview in psy-
chiatric practice, the excellent work by Gill, Newman and Redlich
(209) is recormended.

The aim of the physician in the first interview with his pa-
tient is to learn about the presenting problem. He seeks the
roxious agent which caused the patient to be ill, questions how
it has done so, and how it can be eliminated. He also assesses
the patient's reaction to this noxious influence and encourages
'self-understanding.' Interviewing and personality evaluation are
therefore primary aids to ths physician in the task of comprehen-
sive medical treatment.

The physician confronted with a psy:honeurotic patient often
finds it difficult to obtain a systematic history; the complaints
are often numerous and vague. The essence of interviewing in this
situation is in giving the patient an opportunity to unburden him-
self. What he volunteers is fully as important as his answers to
specific questions. Up to a point, it is better to let the patient
talk at will while the physician holds necessary questions in re-
serve. =-patient should be allowed to cover the story of his
illness in his owm words. nhen he digresses, pertinent topics may
be introduced to clarify the development of the symptomatology.

The history should bring into focus the facts of the present
illness, the setting in which it occurs and the patient's attitude
toward these facts in the frame of reference of his social and
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family situation. The history should bear the patient's '?ersonal
stampt: his personality, aspirations, work, ambitions and achieve-
ments; his economic situation, social activities, moral standards
and needs.

The doctor is interestel in the patient's emotional reactions
to environmental stresses. The appraisal of these reactions is dif-
ficult largely because of two factors: the infornation sought is
more subtle than that which the examiner seeks physically through
inspection, palpation, percussion or ascaltation; second, the tech-
nique involven the personal equation to a critical degree. Indeed,
one may say that the personal interaction between examiner and ex-
aminee constitutes the most vital part of this examination. The
examiner must do two things: he participates in the interview, and
he observes at the same time. This personal interaction, or patient-
physician relationship, is basic to all clinical medicine.

PATIENT-PHTSIZIAN FMATIONSHIPS

The patient-physician relationship is a special one sanctioned
by society and inherent in all medical procedures or transactions.
The patient sees the physician as a person designated by tradition
and by legal right to assume full responsibility for the necessary
procedures involved in relieving his illness.

If the physician is to succeed in this role cast for him by
the patient, he must maintain certain attitudes towards that patient.
The latter's needs require someone who will accept him (i.e., be
non-critical); who is interested in his personal problems, gives him
an opportunity to express them, and tries to understand him so that,
the patient in turn can gain some understand:.ng of himself.

On the initial contact, the need for a confident and secure re-
lationship is paramount. The physician's approach in this stage is
one of 'watchful expectancy.' To become secure in this relationship,
the patient must have time to develop faith in the physician. This
does not mean blind faith, but rather respect for what the physician
is trying to accomplish and for his ability to understand and help.

One should not expect immediate confidence on the part of the
patient. Patients who are emotionally disturbed are usually buffeted
about by critical attitudes or previous inept handling, as well as by
their own conflicts. These social and cultural judgments create
defensive attitudes of which the patient may have little conscious
recognition or control. Because of this defensiveness, or resistance,
the physician strives to be non-tnreatening and willing to wait for
the patient to develop the necessary confidence in him.

The interview situation " 3, therefore, an interpersonal experi-

ence and a special kind of relationship between two people. The
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patient's feelings for the doctor are usually patterned after early
relationships with the bignifacant people (parents) of his environ-
ment in infancy and childhood. This is also true for the physician.
Interpersonal difficulties on the part of the physician are to be
understood in terms of these sane early relationships.

The basic requirements for the physician might be stated as
follows:

1. He must be able to listen -- he must be able to listen and
gather information from another person without reacting along the
lines of his own problems or experiences. This reans he must be
mature enough and have enough sources of satisfaction and security
in his personal life that he does not utilize his patient for the
pursuit of his own satisfaction or security. The beginning inter-
viewer, may, because of his own anxiety in trying to do a good job,
inhibit the patient by premature reassurn-.ce or interpretations, or
requests for cooperation. A good rule to follow is 'when in doubt
keep quiet and listen.'

2. He should not exploit the patient. lie should not use the
patient to build up his prestige or try to impress the patient with
hi-s s!kl.l. He should not disijlay professional ponpousness. Every
patient is arucious and lacking in self-assurance. Ile senses in-
security in others and if he finds it in his doctor, it tends to
increase his own insecurity. £he doctor should not cultivate the
patient's depen-dency and a'i~iration. This is one of the things the
neurotic patient is trying to overzore. He should not use t~he
patient as a test tube for his skills. The doctor should not op-
erate under the thesis that, "all PV patients will be cured even
if I have to force them." Along with thnis, the doctor should not
use the patient as if he were 'clay in the hands of the builder.'
He should not expect to mould him to his omn image. lie patient
is not expected to accept the saie net'iuds of solution for his
problems as those the doctor has em-jloyed in his personal life.
The patient does not necessarily have to adoj.t the same code of
ethics or the same personal valises that the physician holds. Pie
doctor is a superior person only by virtue of special training and
experience, and not necessarily in any other way. The fact that a
person needs psychiatric help in haniling his enzýtional difficul-
ties by no means constitutes any basic inferiority. The doctor,
therefore, must not adopt an authoritarian or snug attitude toward
his patient.

3. The doctor should adequateiy nanage his own feelings. Ile
should be able to recognize the patient's underlying discomfort,
the unconscious elements in his defansiveness and his need to test
out the physician. The doctor s.-.ould be aware of the feelings and
attitudes of the patient towards him and of the attempts the pa-
tient may make to manipulate or control hLi. He sliould realize
that tiae patient may often so direct his verbal behavior towards
the physician as to produce a desired response. The physician
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should not be trapped into giving this response. The patient's
anxiety may arouse anxiety in the doctor. As a consequence, he may
not want to hear about the patient's ;roblems and his anxiety-pro-
voking experiences. He nay tend to block the patient by giving pre-
mature reassurance when in actuality the doctor needs reassurance
himself. Thus, he may block the patient's verbalizations and thwart
investigation of important emotional material. Hostility on the part
of the patient may be threatening to the doctor and arouse counter-
hostility in him, lie -must be able to endure the patient's hostile
outbursts. However, ne should not overlook the patient's tendency to
express hostile impulses beyond those limits permitted in our society.

Al OUTLINE OF PIMSONIALITY EVALXATION

The personality evaluation follows certain definite steps in ar-
riving at the desired goal. Those steps are the following outline:

1. History of the present illness - the complaints and their
setting.

2. MIental status examination: a cross sectional picture of the
present behavioral abnornalities: behavior, appearance, flow of ex-
pression and thought, mood, thought content and intellectual
endowments.

3. The historical background, the fa-ily and past personal his-
tory: the longitudinal behavior -qtterns of tae patient.

4. A study of the dynamics of present problems by an investiga-
tion of the sources of conflict and the mechanisms of defense employed
by the patient.

5. Diagnostic formulations: a stvia•y of the pattern of psychic
abnormality (descriptive diagnosis) including diagnostic category,
jmanifestations, stress, predisposition and irpairment.

6. Sumiary and recommendations: a total personality picture which
contains the patient's assets or inherent strengtias as well as his li-
abilities, suggested additional diagnostic procedares and plan of
management.

Usually the interview begins with the presenting problem corres-
ponding to the classic term *chief complaint.' The presenting prob-
lem is likely to be a topic which provides the basis for conversation
of mutual interest. But in addition, the doctor wants to know whIy
the patient cane to see him at this time. Did he cone voluntarily?
Las he sent by th.t Conmanding Officer? Is he here because of admin-
istrative action, or is he here at the request of his family or rel-
atives? One should secure necessary infor:iation from the patient such
as name, rank, organization, age, marital status and the like.
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The examiner should record verbatim the sentence or sentences
in which the patient expresses his chief complaint. The manner in
which this is stated generally indicates not only the chief com-
plaint, but the patient's attitude toward it. A study of the de-
velopment of this complaint from the tiLe the trouble began is
usually the next topic to arise. Here again the time the trouble
began is sought; also the form of onset and the way the patient
states it are important. If the patient is somewhat passive and
does not verbalize easily, a simple expressiun of interest by the
physician may be in order, such as "I would like to understand more
about how your trouble developed" or, "Could you tell me more about
this?" Frequently, the patient will talk freely about his symptoms
or some neutral topic such as his work and should be allowed to do
so until he feels secure with the doctor, Then other areas can be
explored.

Once the physician has evidenced his interest and acceptance,
the patient can verbalize his complaints in his own way. The ex-
amination and history can generally proceed in a fairly orderly
fashion, however, one must beware of the inhibiting effect of
stereotyped history-taking. When the patient brings up a topic,
find out as much as possible about it, and other topics the patient
may introduce. It must be remembered that the patient leads and
the physician follows by encouraging him to express himself. As
the patient talks spontaneously about his personal problems, many
clues will be obtained about those areas in which the patient's
problems lie. The patient may show this by 'protesting too much,'
evading, repeating he's "not bothered."

The patient who is brought or sent to the physician would seem
to have no apparent motivation for entering into a therapeutic re-
lationship. This presents a special problem because such a relation-
ship implies joint effort. It is obvious that we deal here with in-
tense resistances which are difficult to penetrate. However, a pa-
tient's statement that he wants no help may be interpreted as a
defense. Attempts should be made to interest the patient through
acceptance of his need for such a defense. This may alter the situ-
ation sufficiently so that an evaluation of the patient's problems
can be made and the patient's cooperation gained.

As the interview continues, the physician strives to maintain
a productive flow of thought on the ;,art of the patient. This is
done by asking nan-directive questions :o tiat the patient can se-
lect his own response with a minimum of outside pressure. Leading
questions or questfons which can be answered either 'yes' or 'not
are avoided. To keep the patient talking one utilizes sich ques-
tions as, "!hat do you mean," or e.iploys words of interest and en-
couragement. 'Jhen there is a lull in the conversation, it may be
helpful to repeat or paraphrase the patient's last remark. For
example, the patient may say, "I'm fed up, I can't stand working on
the line any longer." The patient may then stop and the interview-
er may repeat, "You can't work on the line any longer?" The
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physician may say, "Tell me about it," or merely utter a sound, or
change his position to demonstrate to the patient that he is inter-
ested in a particular part of the conversation. As much as possible
he encourages the patient by exclamations that denote interest, re-
peating the patient's statement as a question, or revealing his accept-
ance by such statements as, "From what you tell me it sounds like
you've been having a bad time of it." If resistance is encountered,
the subject can be changed and the particular area kept in mind for
future reference. It is wise, if an area is reached that is extreme-
ly painful, to avoid further explorations until the patient is ready
for it. While one sticks as much as possible to the patient's words
and seeks the 'why,' the interview sao,,1d not 1eý:omw an inauisition.

After rapport is established and a history of the present ill-
ness or presenting problem is secured, one may go on to a more sys-
tematic case study or personality evaluation. Again slavish adher-
ence to rigid routine is to be avoided. However, there should be
some order and sequence to one's evaluation. Having explored what
is on the patient's mind, then one should try to associate that with
the past personal history. When introducing a topic such as family
history or early childhood history, it might be prefaced by a state-
ment to the effect, "Your present difficulties may have a relation-
ship to other factors in your life; could you tell me something about
your family history?"

The examiner should avoid getting into arguments with his patient.
Some patients, especially those with a chronic, obscure illness or
neurosis may be hostile towards any suggestion of an emotional factor
in their illness. They may react to it by saying, "So you think I'm
neurotic, do you?" or "You think it's all in my imagination." These
remarks may at times be turned to advantage by asking the patient in
turn, "•hat suggested that to you?" If a patient sticks on the issuae
that the physician thinks him neurotic, the exaitiner may say some-
thing like this, "I had not thought particularly that you were
imaginirg things or neurotic but just that you are human. As a doc-
tor I am of course concerned about your human interests and activi-
ties because these affect your health. It is a necessary part of my
business to learn about such matters."

Some patients will talk much but remain on circumstantial and
irrelevant areas. However, it must be remembered that the irrelevance
may be lack of understanding on the part of the dcctor. The inex-
perienced interviewer may wonder how he can get the facts for a re-
spectable case record while letting the patient ramble. Actually,
much of the information needed will come out spontaneously and oppor-
tunities will also arise for gleaning the necessary factual data.*

*he flight surgeon nay find a perbonal background questionnaire to be
highly useful at this juncture. A sample of the SAI- Dept. of Neuro-
psychiatry Background Data Questionnaire will be provided at the
student's request.
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It should be recognized that the interview between the pabient
and physician may have meanings to the patient w,:h run at cross-
purposes to scientific evaluation and diagnosis. A compelling in-
centive to the patient to participate in interviews is the desire
for an appreciative response. Tnis desire for approval and under-
standing is sometimes a stronger motive than is the desire for com-
plete truthfulnesse The physician comes to expect a certain amount
of u Aconscious distortion or falirfication as an automatic human
reaction which is not to be viewed with indignation.

When the interviewer senses the patient's urgent need to be
understood, it is tempting to say hastily and reassuringly, "Yes,
I understand" when in fact one does not understand. Such empty re-
assurance defeats its purpose and blocks further progress. Real
understanding, useful to the patient, is best shown in apprecia-
tive listening with brief corments and questions geared closely
and simply to the theme of the patient's preoccupations.
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Chapter IV

PSYCHONELMTIC LISOiDEIZ

The chapter on personality dynamics has presented a schematic
diTgram of the structure of the personality which serves as a basis
for further understanding of psychological disturbances of all kinds.
As has been noted, a state of equilibrium normally exists among the
components of the personality, and this is reflected in a functional,
adaptive relationship to the outside world.

Conflict may arise at any time within the personality, in which
outside demands may or may not participate. With the occurrence of
conflict, anxiety arises. This may be an unconscious process, or
the individual may be keenly aware of his discomfort, if not the ac-
tual conflictual situation itself. The personality utilizes all
necessary assets to bind this anxiety at the earliest possible moment,
employing in the process many of the mechanisms of defense previous ;
outlined.

One can readily envision various conflictual situations which
disturb the dynamic equilibrium of the personality and its relations
to the outside world: the gratification of the id-component, for
example, in the form of excessive dependency denands upon others,
may be a source of conflict. Another possibility might be the
'hypertrophied Superego,' or guilty conscience1 bringing the person-
ality into conflict because of constant demands for unwarranted pun-
ishment. A third wouild be a situation readily seen "_n military
aviation: the demand of oocicty ('external reality') that an airman
risk his life in hazardous duties.

As a working definition psychoneuroses may be regarded as those
disorders in which 'anxiety' is a chief characteristic, directly felt
and expressed or automatically controlled by various defenses. A
certain degree of psychoneurosis is normal in all individuals.
Building uToon the basic formula for the for¶-aticn of psychoneurotic
symptoms, one can proceed to the various reaction types or clinical
pictures which emerge, depending upon the nredoninant mechanisms of
defense employed by the personality.

Anxiety Reaction:

This is characterized by a dominant mood of uneasiness, appre-
hension, and susceptibility to alarm in inappropriate situations.
The anxiety is diffuse and not restricted to definite situations or
objects. The subject may exhibit a 'worried look.? he may show
skeletal tension rith stiffness and tremors, bladder and bowel dis-
turbances and excessive sweating. A wide variety of smooth muscle
and gland effects may be noted. Anxiety reactions are by far the
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commonest of the clinical psychoneuroses which the flight surgeon
will encounter.

The flying environment is fraught with dangers and capable of
provoking much anxiety. Observers have found that one can predict
fairly accurately certain periods in the flyer's career w.ien he is
most likely to experience anxiety, and when the greatest danger of
decompensation is present. These periods are: first, when he be-
gins to fly combat aircraft; second, during the initial period of
adjustment within the combat theater; third, and particularly
stressful, is the occurrenca of accidents or injuries during the
combat tour, either to the flyer or his comrades. Finally, there
is a period of anxiety during the last few missions before rotation
from the combat theater.

It cannot be emphasized too strongly that anxiety which is
neither too intense nor too prolonged can serve a useful purpose in
driving the subject to g=reater efforts and greater caution.

'Traumatic Neurosis' :

This is a term not in use in the Armed Forces nomenclature,
but it is employed in comm'on medical parlance so often that it
bears some discussion. As the term implies, this is a psycho-
neurosis arising out of an acute traumatizing situation. The
clinical picture may b3 any one of the psychoneurotic reaction
types, although diffuse anxiety and phobic symptoms are most com-
mon. From a psychodynamic standpoint, the Ego is so overwhelmed
by the acute trauma that it crumbled under the impact. Mbrked re-
gression to a helpless state ensues, and in the post-trauma period
one sees a compulsion to repeat the experience in dreams or dis-
sociative states. The 'traumatic neurosis' tends to be short-
lived, and when it persists in later years it is usually because
of an underlying character defect and/or inadequate treatment at
the time of the trauma.

Dissociative Reaction:

In this reaction the conflict is so great, or the Ego strength
is so weak, that for a usually brief period behavior occurs which
is not under conscious control. The acute anxiety overwheLms and
temporarily governs the individual, and the picture resembles an
acute psychosis. As a result there nay nccur fugue states, am-
nesia, dream states, somnambulism, aimless running or freezing.
Generally, frank dissociative phenomena occur in young, suggesti-
ble and immature individuals.

A situation may arise in flight which cannot be precisely
classed as a true dissociative reaction. It results from being
overly attentive to the instruments of flight. This, coupled with
the hypnotic effect of the drone of the engines, the monotony of
the radio beam and other sounds, causes the pilot to Zm~ome
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inattentive to such factors as the attitude and orientation of the
aircraft. This pnenoienon is sometimes referred to as tautohypnosis.I

A similar state has been described as 'pilot fascination.' In
this condition, the flyer becomes so absorbed in his radar scope as
he hones-in on his target that he fails to pull out in time and a
collision occurs. The same situation has been thought to occur in
gunnery practice, with the flyer ranning his target or pulling out of
his dive too late to clear the ground ('target fixation').

Conversion Peac tion:

This reaction is closely related to the dissociative reaction.
Instead of a gross disturbance of behavior, however, the anxiety is
bound down in disabling symptoms of predisposed or injured parts of
the body usually under voluntary control. Conrion sites are the mus-
culoskeletal system and, particularly in flyers, the organs of spe-
cial sense. If the conversion mechanism is successful, awareness of
the provoking stimulus is lacking, and the patient shows little anxi-
ety or outward concern about his disability. The flight surgeon
should consider a conversion reaction whenever he encounters blurring
of vision, depth perception difficulties, vertigo, headaches, deaf-
ness or pain in the ears.

Phobic Reaction:

The importance of the phobic reaction in military aviation is
enphasized by the fact that, second only to battle wounds, this was
the greatest single cause for the elimination of flyers following
their training and before they entered cobat in ,orld %ar II.

In the phobia, anxiety is displaced onto 3one zpecific, naneable
behavior, situation or object whiich can be brougiit under voluntary
control of the patient, One cause of tie fear is not known by the
patient and the fear itself is often regarded as foolish and irra-
tional. Corinon examples are fear of venereal dis!ase, dirt, closed
places, open places, some animal, etc. In military life, other spe-
cific fears are observed such as irrational fear of certain weapons,
combat noise, airplanes, and the like. Although this last type of
phobia may appear rational on the surface, a closer examination re-
veals its irrational quality, e.g., phobia for flying at relatively
safe altitudes or over safe water areas. In the phobia, the patient
can control his anxiety if he avoids the feared object or situation.

The character structure of the phobic individual blends with
the obsessive-compulsive and in each are found a rigiJ, relatively
uniodifiable set of Peo-defenses. lihobia-formition teods to be more
and more all-inclusive, so that the pilot wVo develops a phobia for
aircraft may soon experience the saome fears ýoward eother objects to
the point of severe restriction of his activities.
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Obsessive-Compulsi ve Reaction:

Characteristic of this reaction -pattern is a repetitious preoc-
cupation and inability to 'let go' of a troublesome thought or con-
flict, The subject displays conspicuous difficulty in making deci-
sions and undue concern with orderliness, perfectionism and ritual.
There is often great preoccupation with pleasing and seeking approval
of authority figures, and attendant guilt over failure in this. The
obsessive-compulsive patient is extremely cautious and alters his
attitudes and behavior slowly. Extreme striving or overactivity is
often exhibited. There may be associated migraine headaches, arteri-
al hypertension, peptic ulcer and ulcerative colitis. Also included
are such reactions as compulsive touching, counting ceremonials,
handwashing and recurring thoughts. fne subject maay also exoibit
addiction to a variety of medicinal or other agents or routines.

When these various symptoms become incapacitating and lead the
subject to seek medical help, he may be said to suffer from an ob-
sessive-compulsive reaction, I bre often, people show any number of
these traits througnouT1eir lives, and one .aight more correctly
refer to them as obsessive-compulsive characters. In fact, our
modern culture, our educational system, tine rilitarj organization,
and good flying discipline all place a pre.nium on a certain degree
of compulsivity.

Neurotic Depressive Reaction:

This is characterized by feelings of dejection and hopeless-
ness, with poor sleep and appetite, and weight loss. There nay be
an associated agitation at times, but the picture is usually one of
slowing of thought and action. The differentiation from the psy-
chotic depressive reaction is not always clear-cuts however certain
features offer a guide. For example, the neurotic depressive reac-
tion is usually related to some readily identifiable current situa-
tion such as the loss of a loved one or a possession. 2sychotic
depressive reactions tend to be recurrent, and unrelated to exog-
enous factors. The ps-rchomotor slowing is more profotnd and there
may be delusional experiences of a self-destructive or accusatory
nature.

From a psychodynamic standpoint, the neurotic depressive reac-
tion can usually be soiwn to depjnd upon the loss of some person
or object toward which the patient had strong mixed feelings. '.Jith
the loss, the patient's negative feelings toward the object cause
guilt and shane, and a resulting need for punishnment. Depressio-i,
when viewed in this light, becomes 'anger turned inward.'

Such reactions are seen not infrequently aaong combat flyers
who see tiheir buddies lost one by one. Their strong group ties
do not periit then to express consciously the feeling of relief
that it was tne other fellow who was killed, not themselves. This
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feeling gives rise to a conviction that they should punish themselves
for still being alive.

In summary, psychoneuroses become understandable when the flight
surgeon learns to recognize first, the underlying conflict; second,
the anxiety which is generated by the conflict; and third, the mech-
anisms which the patient employs to bind the anxiety.
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CHArTER V

PSYC.I&SOMATIC iGA32.

Psychosomatic medicine should be regarded as a point of view,
or an approach to the practice of med'-cine w'.ich views all clinical
problems in a conprehensive fashion. As such. it is not a new de-
velopment and its history goes back at least as far as the time of
Hippocrates. In this era of nedical srocialization, we often -ust
remind curselves of psychological factors because of the danger of
becoming buried in the avalanche of discoveries and developments in
other areas of medicine.

This chapter will review the various dia'nostic categories in
the Air Force nomenclature, w,.h.ch comsrise the so-called psycho-
somatic problems. The terninology which is enmloyei is tine sorati-
zation reaction and from a classification standpoint, those reaction

y-pes are included anong the psychonearotic disorders.

The ciapters on personality dmanics and jsychoneuroscs have
presented a basic formula for understanding personalIty disorders.
The psychone.rotic sympton represents a com-rondse solution to a
situation of conflict, and the anxiety is dealt u:ith, '.y one or
more r..echardisnz. This formula can be extended in like ;manner to
the clinical entities torned the somatization reactions.

In the somatization reactions, no satisfactory solution occirs,
the anxiety is repressed and channelled into various bodily organ
systens. The organ systcms wi.ich are bombarded in this way nay
writh tine becin to undergo structural changes. Tiiis formulation is
readily understandable if cne renembers that all emotion has its
physical reverberation, whether it be fear, raga, love or hate.
These enotions are usually discharged although the degree and mode
of discharge encounter many prohibitions in our culture, whether
at home or on the battlefield. Obviously, if they are not dis-
charged, tension accumulates and is mr.rifested in bodily symptons.
The psychological disturbance underlying the physical symptoms is
deeply repreosed and not readily recognized.

Soratization reactions should be distinguished from conzversion
reactions. Points of differentiation are, first: tne conversion
reaction represents an atteripted solution to a well-defin, 1 con-
flict through the voluntary nervous s-,sten and the special senses.
There nay be a temiporarily adequate solution in the sense that
anxiety is bound and the patient emotionally indifierent. There
is no such solution in the sonatization rea'ýtioo; ratiier tne un-
solved conflict continues and, althourh repressed, results irn ex-
arterated physical concomitants of the initiating emotional state,
e.g., repressed anger leading to arterial Viyfrtension.
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Significance of Psychosomatic Problems in Aviation fiedicine.
The psychosomatic •seases, especially certain type3 of cardiovas-
cular disease and hypertension, include some of the most costly and
stubborn illnesses with which medicine is confronted. The flying
environment places a great investment in stability of performance
under varying conditions, and such stability often exacts its toll
in the form of a somatization reaction. VLere one to eliminate oen
who showed the psychological tendenciej toward, or early signs of a
somatization reaction, much valuable manpower would be lost. It is
the flight surgeon's task, therefore, to recognize the frequency
and pattern of these reactions and tc handle with therapeutic skill
these patients who complain so little.

It is a matter of everyday medical knowledge that psychosomatic
disorders are a comaon occurrence in civilian practice. Lewis(f04)
has compiled a group of 2038 medical patients of whcom 29,' suffered
from illnesses due in their entirety to psychological factors. An
additional 18,•' gave evidence of both psychic and somatic factors.
If this As the incidence in civilian life, one might well expect an
even higher occurrence in the Air Force because of the rapidly shift-
ing tempo of life, the lack of interpersonal and environmental sta-
bility, the regimentation and so forth. Some interesting studies
have been conducted among military hospital populations in this re-
gard, and there is evidence of a surprisingly high incidence of per-
sonality maladjustment among medical patients. These maladjustments
bore directly ipon the need for, and length of hospitalization.

Hunt, Wittson and Hunt(279) followed a group of 719 seamen who
had been referred to a Naval Training Center Psychiatric Unit in
19h2. After staff study, 91 of these subjects were placed in a con-
trol group and regarded as having been erroneously referred. This
group, along with the 628 cases who were felt to have significant
personality difficulties, were all returned tcý duty and followed over
a three year period. All cases received an honorable discha.rge. Of
the 628 maladjusted individuals, 120 were considered psychoneurotic,
97 schizoid, 102 alcoholic, 121 of low intelligence, and 97 warranted
the term asocial psychopaths. During their tours of duty, only 4' of
the control group required hospitalization. This is compared with
hospitalization rates of 17,; for the psychoneurotics, 2h1 for the
schizoids, 27" for the alcoholics, 24 for the mentally dull and 20;
for the asocial psychopaths. Of even greater interest is the fact
that in orgy one case was the hospitalization directly connected witih
the neuropsychiatric diagnosis involved. Rtrier, these subjects were
treated for the large mass of physical complaints exis•.ng with and
arising from precarious psychological adjustmcnt. 1Purtaer, in this
marginal group, the t~ie lost because of AtjOL was thirteen times
greater.

Brodrin(85) has studied the relationship of personality dis-
turbances to duration of convalescence from acute respiratory infec-
tions in military hospitals. It was found in one ho3s ital that a".o.:
737 white patients the average duration of hospitalization was
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prolonged by as much as 80') with an averac rate of 15, in those
with personality disturbances. The results were consistent auiong
the hospitals studied and tile overall prolongation average was 281
in a total of 1187 patients. The attitude of tihe attending medical
officer was found to be of considerable inportance. It was inferred
that the portion of the population hosritalized for acute respira-
tory infections has a higher incidence of .ersonality cisturbances
than that portion not hospitalized. In another study(cf7) by Brod-
.man of hospitalized medical and surgical patients, it was found that

there was a greater neurotic potential in tae younger, and lower
ranking patients, and tiat, again, the great-er the neurotic paten-
tial, the longer t.ie hospital stay.

From an Aviation 1idicine standpoint, Grinker and Spiegel com-
piled a series of 330 combat flyers in Jorld .;ar II(2h2) who suf-
ferd from psychosomatic disorders. The large majority (46.6,")
manifested gastrointestinal syriptois, and tV- remainder were di-
vided in the fcllowing fashion: cardiac, l.ij*•; derm.atological,
12'; musculoskeletal, U.5-;; tuological, 6.3,; headaches and ver-
tigo, 5.7; hypertension, 2.3'j; and respiratory, .1. AlthouCh no
large series of cases has been reported for the Korean '.ar, the pre-
ponderance of somatization reactions in flyers has involved the gas-
trointestinal system.

The following are brief descriptions of various types of so-
matization reactions:

1. Psychogenic Cardiovascular .-eaction: This zubcategory in-
cludes most cases of such establishe Tt,1es of cardiovascular dis-
order as paroxysmal tachycardia, pseudoangina pectoris, an] some
types of hypertension. ileurocirculator-j asthenia has now been re-
defined as an 'anxiety reaction'; similar clinical pictares, •it.i-
out subjective anrxiety, may Le classified as psychogenic cardio-
vascular reaction.

2. Psychogenic Gastrointestinal AXeaction: Included in this
category is the peptic-ulcer-like ruc.ction, caronic gastritis, :•u-
cous colitis, constipation, hyperacidity, pylorospas:i, heartburn,
irritable colon, and so forth.

These psychogenic disorders, particuLlarly dyspepsia, .:ere
a common occurrence in ..orld .. ar II, and Hal, ý-i(95), in his ex-
periences with the Fifth Army has reported on a series of 193 con-
secutive cases of chronic epigastric distress wao were completely
studied. Only h4 of this group were actually found to have ulcer,
and several interesting comparisons were iade between the ulcer and
non-ulcer groups: from a personality stand!,oint the differences
were so striking that a correct diagncsis could be made on the his-
tory alone in 90%. The ulcer patient was restless, &a'bitious,
anxious to succeed and to prove leadership; he showed traits of
self-sufficiency and was; usually an excellent soldier. He tended
to conceal, rathcr than use his s:,mpto'.s. The atient with func-
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tional dyspepsia, on the other hand, was observed to be typically
passive-sub.iissive, and gave a past history of a broken home and
neurotic traits. whereas 305 of the dyspepsia patients were consid-
ered psychoneurotic, only 61 of the ulcer group had disability re-
sulting from psychoneurosis. The dyspepsia patient complained of
diffuse epigastric distress oCcurring while eating or immediately
after; there frequently was vomiting of small amounts but weight loss
was infrequent. Other complaints were of insomnia, lightheadedness,
fatigue, headache and food fussiness. The ulcer patient, on the other
hand, showed rapid relief when hospitalized. 72,) had a typical food-
pain-food-relief sequence, vomiting was rare. Usually there were no
complaints or perhaps localized epigastric pain. Of course it should
be emphasized that these were highly select combat soldiers, and the
admixture of psychoneurotic symptoms in the average civilian ulcer
patient night be considerably greater. 10osen(1l3) has also reported
findings of a si-nilar nature.

3. Psychogenic Respirator, Reaction: This subcategory includes
cases of bronchial spasn, hyperventilation, and sighing respirations
which are of emotional origin. It also includes induced tetany.
Some cases of chronic, rercurrent rhinitis may also be shown to fall
into this group. Hyperventilation syndrome has been iLmplicated as a
possible cause for unexplained jet crashes. It is of considerable
importance for the flight surgeon to explain this phenomenon as part
of the physiological training of aircrew members. Typical complaints
are dizziness, weakness, rrambness of the hands, dimLing of vision and
peri-oral pallor. It should be emnphasized that hyperventilation is a
symptom and attention should be directed toward underlying causes.

4. Pschogenic Genito-Urinary Reaction: Representative examples
are bladde hyperfunction with urinary frequency and urgency; urinary
retention, pruritus ani, Impotence and enuresis.

A condition wai-ch gives the medical officer particular dif-
ficulty is chronic non-specific urethritis. Such a condition is some-
times initiated by venereal disease, but frequently not. In periods
when the United States has large forces stationed overseas, the
proble is of venereal disease and of sexual misbehavior in the absence
of home ties become ver-y real. Ross(llh) reports on this condition
in 3anadian soldiers in airope after World ;,ar II. The most consist-
ent findings included guilt ever sexual acting-out, and an effort to
refrain from pro-iscuity in the face of temptation. The condition
was likened to chronic salivation in r starved individual, with food
Just out of reach. Ross found many admiixtures of psychoneurotic and
personality disorders in his subjects, however, many of thenr showed
excessive conscienbiousness, excessive shyness, a tendency to dr ift
along the line of least resistance, hypochondriasis and excessive
dependency.

The acute stress of combat flying is capable of prcducing a
surprising degree of emotional album•iuria, according to Ahronheim
(77) who has reported on this finding in the routine urinalyses of
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388 combat flyers before, during and after World War II missions.
The amount of albumin excreted under emotional tension fluctuated
greatly, but followed a pattern which seemed to be characteristic
for the individual.

5. Psahogenic Skin Reaction: This includes the so-called
neurodermatoses rm3-raphia, alopecia, urticaria, edema, excessive
sweating or dryness, cold or hot hands or feet, or itching skin when
involving major emotional factors. The stomach is often spoken of
as the mirror of the emotions. In the sane sense, the skin is the
very reactive shell between the personality and the outside world.
Cormia(89) has analyzed the psychosomatic factors in dermatoses, and
has found that the temptation to employ 'organ language' is particu-
larly great in this field, for example: worry (picking); anxiety
(pruritus, sweating); fear and anger (urticaria); guilt and shame
blushing and rosacea); hostility, self-punishment and eroticism
dermatitis factitia), and sexual pleasure (cutaneous masturbation).

Deuratoses of psychogenic origin are frequently accompanied
by severe, intractable pruritus; symptoms may be disproportionately
greater than the objective signs of disease. Other things to look
for are causal relationships in the environment, although the lesions
may begin without obvious cause. There mdy be a history of antece-
dent trauma or of a benign, ordinarily self-limited dermatosis.
Neurotic excoriations and factitial lesions should be thought of as
providing important clues in somc cases.

6. Pschogenic Musculoskeletal Reaction: This includes such
complaints as tension headache, neckache, backache, camptocormia
($bent back'), localized cramps such as writer's cramp, joint and
muscle pains, tremors and other incoordinations, stiffness and
awkwardness of movement, motor tics and habit spasms.

Headache is such a frequent complaint, especially in psy-
chiatry but in -al branches of medicine, that all practitioners
should have a thorough understanding of the mechanisms involved.
The reader is especially referred to the work published by Wolff.
(165)

Headache may be a symptom of inflammation of intracranial
tissue, generalized fever, septicemia, an intracranial tumor, ar-
teritis, and many other rarer conditions. But more than 95% of all
headaches, in the United States, and still more in the Air Force,
are associatec with chronic contraction of muscles in the scalp,
face, and neck or periodic initial constriction followed by wide
dilatation of the extracranial and intracranial blood vessels. The
vascular and muscle-contraction factors may at times co-exist to
produce or perpetuate the headache.

When the flight surgeon is convinced that a headache does
not arise from a condition requiring surgical or other specific
therapy, he is the man best suited to treat it. Emotional problems
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are almost always the cause when headache presents in the absence of
other findings. He can give psychotierapy a.•d drug therapy siril-
taneously, for althouLh the vascular headache is amenable to ergot
Lherapy, (which shold be used for acute at*tac:s) patients get long-
term relief from repeated opportnLities to cdiscuss their problems
with a sympathetic listener.

The flight surgeon's time is well-invested in these patients,
because they arc the conscientious, har@dorkLng, self-driving, unde-
manding individuals who ;iake dependable pilots and reliable, effective
officers. i.elieved of their distre3sing syiptoms, they become even
mnore efficient. Supportive therapeutic intervie-as are very successful
in relieving their symptoms.

The typical clinical description of the vascular tyyA hod-
ache, which includes migraine, is as follorzs:

a. The pain alpjears in acute attachs, is throbbing at the
onset and later bcconies steady; its distribution is
usually unilateral at least in the early stages; its
intensity reachAes a leak within a few hours and then
gradually subsides.

b. There nay be associated labyrinth disturbance, anorexia,
von•itin., and transient visual distoitions, such as
blurred vision, scotonata or heiiarno sia. 'Tender crani-
al arteries nay Ice felt in the area ol pain. Irritabil-
ity, photophobia, constiration or diarrhea, secondary
muscle contraction, acute unilaueral conjuctivitis, or
pu-jillary dilatation may appear 24 hours or more after

nhe onset of headache.

c. The patient has had headache for rannj :ears, his fanily
has a history of similar headac .es, and his attacks seem
associated with the fatigue of dirivingý for sone particu-
lar goal.

d. 3arly intra'iuscular injection of 0.25 to 0.5 lig of ergo-
toqine tartrate will cause el-iination of t-ie headaciie.
..hen such injection does produce relief of syriptons head

pain i3 al:dost certainly vascular in origin.

iuscle-contraction headaches are cuaractcristically idescribed
as follows:

a. The pain is one of tightness and vise-like pressure.

b. The duration may be short, and the :pain nay shift from
one site to another.

c. •he pain changes frequently in quality and intensity.
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d. The pain ray diminish considerably follotring muscle re-
laxation measures such as %eat., massage, and intravenous
barbiturates.

e. The pain is usually located in the occipital region.

f. There nay be associate, d tinnitus and vertigo.

g. Although usually transitory, the pain can persist in
one spot for days, weeks, months and even years.

Hagraine is a disqulalifying defect- in an applicant for a
commission or for flying training i' it occurs repeatedly and is
of sufficient intensity to incapacitate the examinee te'iporarily for
his usual pursuits or to require regular mcdication. These sane
standards apply to the trained flyer. The scotbnta associated with
migraine heacaches are a special occurrence waich indicate the need
for added precaution when considering a man's fitness for flying.

Backache is a constant problem in all military medicine,
and is a co:nplaint often seen among flyers in older age groups.
Dodge has reported a study of backache in the Far Sast Comnand
during the Korean 7ar.(90) One can ap,;reciate the emotional in-
vestment in this symptom if one recalls that one of the prominent
conversational expressions during this period was "•V poor aching
back." In Dodge's series of 122 patients with backache there was

definite evidence of organic disease in 38.5,'. Spina bifida oc-
culta, and sacralization of the fifth lumbar vertebra but excluding
spondylol).sthesis were not considered to be organic disease. 19,7
of the organic group had a typical history and findings of herni-
ated nucleus pulposis. The criteria for this diagnosis were rigid
and included localized muscular weakness, especially the glutei
and long extensor of the toe, diminution or loss of a tendon re-
flex, sensory changes consistent with a dermatome distribution,
and elevation of the cerebrospinal fluid protein. Other helpful
but less reliable signs were flattening of lumbar lordosis,
scoliosis, limited straight-leg raising, increased radicular pain
on jugular compression, tenderness over the sciatic nerve and nar-
rowing of the appropriate vertebral interspace.

There was no disease found in 54.2,J :f Dodge's patients.
25% of these gave a history of trauma or strain, often followed
immediately by gross conversion symptoms. The histories tended to
be dramatic but with a paucity of valid objective signs. The
neurologic findins were incongruous and the patients showed harked
withdrawal on light touch. Externally, there was no evidence of
trauma; occasionally paravertebral muscular spasm was observed, and
although the patient was unable to accomplish straight leg raising
from a supine position, nevertheless this capability was noted when
sitting dovm. There was no improvement with bed rest, and physio-
therapy provoked striking anxiety.

29



Among those who gave no history of antecedent trauma, there
was often a history of rmcurrent backache and of repeated hospitaliza-
tions. These patients typically verbalized many diagnostic terms.
There was little overt anxiety. The unwary exa-iner tended to con-
sider seriously the possibility of herniated disk in the face of such
fixed symptomatology.

Short has reported on 309 patients who were evaluated for
arthritis in the Mditerranean Theater of Operations in World War II.
(116) 16.5% of the group were felt to have psychogenic rheumatism.
Among them the overall age was younger than those with actual arthri-
tis, and in the background were such factors as previous joint injury
or disease, family history of rhe,-atism, and prescnt secondary gain
by removal from combat. Psychoneurotic symptoms were also noted co-
incidentally. A positive diagnosis of arthralgia -- as opposed to
psychogenic rheumatism -- was based on 'morning stiffness,' increase
in pain after sitting or lying in one position, aggravation by cold,
weather changes and dampness, temporary relief from heat, moderate
exercise and aspirin, and the presence of multiple areas of involve-
ment especially in the lower extremities. 90, of Snort's patients
returned to some form of duty.

7. Psychogenic Asthenic Reaction: General fatigue is the pre-
dominating complaint in such reactions, and there may be asscciated
visceral complaints. Present weakness and fatigue may indicate a
physiological neuro-endocrine residue of previous anxiety and not
necessarily an active psychological conflict. The term includes many
cases formerly termed 'neurasthenia.' In some instances, an asthenic
reaction may represent a conversion reaction; if so, it should be so
classified, with asthenia as a manifestation. In otlier instances it
may be a nanifestation of an anxiety reaction and should be recorded
as such.

3hands(ll5) has reported on a series of 70 Aivilian patients
who complained of fatigue states. These patients invariably felt
worse in the morning. They felt a strong desire to lie down but when
able to do so were tmable to sleep. The fatigue ias specific for
certain activities. A psychaiatric diagnosis wlas made in every case,
and none co-plained of fatiLue uwithout some other neurotic symptom,
especially an:%iety, depression -r physical co,4!aints. There was no
narked evidence of muscular weakness. A care.'al history revealed
sP ic relationships of fatigue to significant events in the lives
of these patients. 3specially cited were grief reactions, surgical
procedures and sexual situations.

8. Psvychoenic P•eactions Affecting Cther Systems: The military
nomenclature does not intend that the reactions listed previously be
interpreted as necessarily including all possible reactions of this
sort. If analagous additional reactions are recorded as diagnoses,
they should be clearly identified as psychogenic. The diagnosis
should specify the systen involved and the particular symptomatic
expressions. For the flight surgeon, certain ocular disorders may be
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encountered which may well fall into this category more appropriately
than to consider them as conversion reactions, ';.here the emotional
factors in glaucoma appear outstanding, this may be true. The per-
sonality difficulties of patients with primary glaucona are well
documented in the literature(91,94). Amaurosis fugax, or fleeting
dimniess of vision, ciliary spasn, central angiospastic retinopathy
and ocular Raynaud's phenonenon are conditions reported by ilarring-
ton(97) as accompanied by significant emotional disturbances.

9. •jpochondriacal Reaction: This is an obsessive preoccupa-
tion with the state of health or with the condition of any one or
group of the body organs or systems. The condition may be very
mild, and a close relationship is often found to thie obsessive
compulsive peisonality. A mood disturbance is not always prominent
but when evident, depression is most characteristic. In the past
history one may find much parental concern about health in child-
hood, constant reminders of lack of robustness and long convales-
cences. Also there may be well-filled medicine cabinets.

The deeper, more rigid and refractory cases of hypochon-
driasis show many resemblances to schizophrenia. Such patients
who are sometLnes referred to as 'pseudoneurotic' schizophrenics
have withdraim into a life of preoccupation with bodily functions.
Emotional blunting and verbalizations bordering on somatic delu-
sions are characteristic. Their sy-ptons are of great value to
their precarious psycholoric balance, and should be treated vith
respect by the perceiving medical officer, This type of hypochon-
driasis, however, is relatively uncorr-.on in the military environ-
ment, especially anong flying personnel. Neverthicless, hypochon-
driasis in a much milder form is a frequent accompaniment of other
psychoneurotic pictures. Hypochondriacal preoccupation was seen
rather frequently in flyers in Korea during the 'let-down' period
after the conpletion of their tour of missions and before rotating
back home.

i-LrION SIýi:NZ2S

Airsickness may be defined as a form of motion sickness which
is principally the result of accelerations, or illusions of accel-
eration, during aircraft fligiit. Tne usual order of symptons is
an epigastric awareness graCually prolrcssinZ to rausea, salivation,
pallor, sweating and yawning. The individual loses his feeling of
well-being and if the stimulus continues, he feels so wretched that
volition disappears, any constructive task see:s impossible and
vorditing occurs. Headache and vertigo nav De present. £ie act of
voniting may temporarily relieve symptois but another cycle may
occur. If prolonged, the patient experiences overwhelling :::ental
and physical fatirv and it may be several hours or days follow-
ing thle ordeal befo he begins to feel well again.
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Airsickness is a perennial problem aiong air passengers. The
flight surgeon, however, will be most concerned with his student
flyers who arc new to the flyinj situation. Trained flyers occasion-
ally present symptoms of airsickmess, but their numbers are few.

tology. Basic to all notion sickness is the failure of the
body to adjust to changing accelerations in space. In addition, the
flying situation enhances the human's instinctual fear of falling and
his apprehension produced by being at, or looking dowm from heights.
Such a situation evokes primitive self-preservatory responses which
may disturb the total body homeostasis. Our present ignorance leads
us to divide niotion sickness clinically into two broad categories.
True airsickness includes those cases where no demonstrable predis-
position to the disorder can be determined. Such cases appear stable
emotionally and in good physical health. Clarification of this dis-
order awaits further research. Thorner(152) has studied the cortical
activity of airsick personnel and reported electroencephalographic
tracings which differed markedly from those of a corresponding group
of healthy adults in the gencral population.

Mbre readily understood are cases of sy-ptomatic airsickness.
In these, the capacity to adjust to t'ie accelerations of flignt are

lowered by specific, demonstrable causes. Such causes may include
fatigue, vestibular hypersensitivity, visual defects, organic
disease of the gastrointestinal tract, or of the middle ear, s'.nuses
and eustachian tubes. Airsickness may be the first symptom of an
acute systemic illness such as pneumonia, heratitis, and the like,
and as such is coincidental. Otaer factors L;lude dietary indis-
cretions, overindulgence in alcohol or intense hc~t. Uhen a new-
comer to a flying training program is subjected tr. too rapid a "ace,
to poorly timcd acrobatics, etc., his over-reaction may croperly be
considered synptomatic. From a psychological standpoint airsickness
may be due to an anxiety reaction or to Zome other diagnosable psy-
chiatric illness. Loss of motivation in the absence of psychiatric
illness also may express itself in airsickness.

Role of Psyc~iolo~ical Factors in Airsickness. In a condition
such as motion sickness w1ich involves t.io organisn as a wnole, often
in a strikingly draiatic fashion, it would be ntive to consider psy-
chological factors without emphlasizing that these are considered in
a very broad frame of reference and include emotions, nerve pathways
and basic neurophysiological phenomena,

The psychogenic etiology of motion sickness has been heralded
from time izmlemorial to the extent, at tizes, of being overempha-
sized, -Phat psychological factors are of great L-portance in lower-
ing resistance, there can be no doubt, but understanding of etiology
risks serious error in omitting comprehensive inclusion of the soma
as well as the psyche.

Conn(14) has studied carsickness among children who were re-

ferred to a psychiatric consultation clinic. The carsick children
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were cormared with other psy-chiatrically ill children who did not
suffer from carsickness, reference to this stud-y in the literature
has unfortunately highlighted the appreciable emotional disturbancecs
among the carsick children, implying thiat the control group was not
similarly iripaired. Uf particular interest was the over-reaction of
the carsick children to play therapy situations in which toy cars
and people were brought together. This might suggest that true mo-
tion sickness in later life night have its basis in some deeply re-
pressed early psychic conflict which has not otherwise interfered
with successful aujustnent.

Dond(1h0,ll) and Heningway(l1.9,150,151,152) have reported
psychiatric studies of subjects made sick by swinging# or who were
in the process of elimination from flying training because of air-
sickness. Both found a high incidence o2 emotional maladjustment,
although all those who were maladjusted were not made sick by the
swing. Unfortunately tiese evaluations were for the most part un-
controlled and the criteria for maladjustment were therefore
questionable.

i.lch of the data which has influenced observers to look upon
motion sickness as a psychological matter rests upon uncontrolled
but rather persuasive and general observations. For example:

1. Placeboes are often effective in preventing notion
sickness.

2. Disagreeable sights and odors often serve as a catalyst
to set off airsickness aiong a group of passengers, e.g., the
sight of one of the other passengers becoming ill.

3. Individuals who have been conditioned by previous bouts
of airsickness will sometimes becone sick w:hile sitting in the
aircraft on the ground.

4. People are less apt to becone airsick if they can be dis-
tracted in some way. Indeed, in times of emergency, airsick indi-
viduals can omrcome their difficulty and rise to considerable
mental and physical challenges.

5. The tense, anxious individual is more likely to become
airsick. Interestingly, 3trickclanc' and L•rris(386) noted that
psychiatric patients being transported by air evacuation did not
become airsick more frequently than other patients.

6. Individuals who arc subJected to psychic trauma without
exposure to motion often demonstrate symptons resenbling those of
an airsick individual. Tni. of co'urse suggests that the symptoms
of airsickness and those fcilouing psychic trauma are both comon
expressions of reaction to threat.
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Diagnosis. Any comprehensive diagnostic work-up of a patient
with airsickness should include an opinion regard6nS psychogenic in-
fluences. True airsickness will be recognized by the absence of fac-
tors which can be causally implicated. Such patients, in the author's
experience, usually give an early history of notion sickness from
which they seem to have recovered. This is not the rule, however, and
6here may be no prior history whatsoever. The past nistory is subject
to question, however, if the patient might be subjected to official cen-
sure for fraudulent entry into the trainine progran..

Among cases of synptomatic airsickness, tne idsycniatric entity
which is most freqjuently considered in differential diarnosis is the
psychogenic gastrointestinal reaction. The latter is the more like-
ly explanation, i.e., sickness in the aircraft is purely coincidental,
if one obtains a history of s-mptomatic exacerbationa during periods of
stress in previous life. Such patients often show other neurotic
traits .raich will also aid in placing notion factors in their proper
perspective. Tbe examiner should exercise caution in interpreting
the significance of the emotional reactions of patients with true r-
tion sickness, or motion sickness which is syriptonatic of conditionra
in which psychic factors play a minor causative role. It is under-
standable that such patients show considerable apathy and lack of
motivation for flying, since this becomes equated vith the marked dis-
comfort of repeated attacks of airsickness. Such a secondary avoid-
ance pattern sohould not be misconstrued as voluntary shirking of duty.

Careful selection procedures will aid considerably in weeding
out subjects with more obvious airsickness. 3creening cannot be re-
lied upon, however, as entirely reliable. The applicant may become
Ssuccessful flyer despite a past history of motion sichness, dis-
like for swings and a present untoward reaction to the rotating chair.
It is vitally irmortaLnt to evaluate the way in which a man professes
a history of motion sickness. He •may be "rell-motivated, but truthful
toward the exardiner. Less favorable is the candidate who confession
of motion sickness tasks a loss of motivation, Zor the flying training
program1.

Selection procedures can be greatly improved if applicants for
flying training are offered an opportunity to fly before acceptance.
Airsicknes3 occurring among men at this time prov-_des an excellent
caue-finding technique, and all so affected should be reevaluated
medically and psychiatrically.

!;ancicnt The underlying therapeutic principle in qotion sick--
ness is the minimizing of the intensity and/or duration of as many of
the disturbing stimuli reaching the central nervous system as possible.
This may be accomplished by the use of drug, and there are many which
serve this purpose. In general, it is undesirable to train a man to
fly lkowing that he will constantly require drug therapy, therefore
:.ilitary nnaage- ient must rely on additional .•easures.
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Among student flyers, the probleri can be approacheJ in a two-
fold manner. The great majority will adapt during the ea-ly weeks
of flying training, provided the, retain their ernthusias:,i for fly-
ing, are not overstressed so as to interfere .rit~i graý.al condition-
ing, and are handled with inderstanding. Those who arc not able to
adapt tllemselves shoul(l be identified earl., an, tiiis can be materi-
ally assisted by regular observations salol--ted by fli•t instruc-
tors. Hening-ay(l0) has found that a:non:: aviation students there
is a rapid fall in the incidence of airs-c':ness from the first to
the fifth flight, with a more gradual 'all from the sixthi to the
tenth flight. any more men were not sick at all, and many more
men were sick three or iiore times than -would be expcIted. If a
student were not sick on the first two flighits, his ,.ance of beiny
sick on the next two was 2 in 100. If sick on the first '1io fli::hts,
his chances of being sick on the next two were increased to 37 in
100.

The 1fight sur~con's therapeutic functions ar. called into
play more prominently when his airsick paticnt is a trai.ned flyer.
A;ong such personnel, emotional factors are much nore i;romtnent.
Often the man's n,,otivation is so low thab he is unuilling to toler-
ate the mild motion sickness ignored by marK, saccessful ar.d well-
motivated flyers. Specific mrelication may be indicated a.-ionz such
patients, but will not succeed unless coupled with supportive psy-
chotherapy directed at the patient's adjust.•ental and motivational
problems.

As indicated previously', airsickness among trained flyers is
not a major problem. Greenberg(1]8) studied VIb8 returning combat
flyers 4.n Uorld .Uar II. The overall incidence of airsickness
during training among the group was 25.7', however all completed
training and a tour of combat. The overall incidence of airsick-
ness during combat was small, 5.h4, comprised of 1.7T who had not
been airsick in training. The rate of interference with the per-
formance of combat missions was very low: 0.3 per 1000 man-missions.
The veterans suggested many ways of combatting airsickness: relax
in the aircraft, continue to fly, stick with it until symptoms no
longer occur, eat moderately, don't eat foods that disagree with
you, direct your attention, keep busy, think of something else.

In conclusion, this chapter has presented in brief form the
terrinoln-,j employed by the Air Force to categorize the many psycho-
somatic s:r-iptom complexes. In addition, a perspective of these dis-
orders has been presented, as well as a cornsideration of their
economic and practical significance in military and aviation medicine.
Essential to any understanding of this area of medicine is a full ap-
preciation of the comprehensive nature of ipsyc:iosomatic disorders and
an ability to see them in a dynamic, unified sense which goes beyond
the tendency to demarcate physical fro'x psychological considerations.
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CHAPTER Vi

CIA•.TER AND BM{AVIOR DISJRDErS

The dynamic psychological processes thus far presented have
dealt with those clinical entities in which anxiety is internallized
by means of various mechanisms of defense. These are found to re-
suit in psychoneurotic symptom-formation. The repression of psycho-
logical conf'lict leading to sonatization synptoms and organic struc-
tural changes have also been considered. There are still other ways
of handling conflict, and these have to do with the 'acting out' of
conflict in a arnner which involves other people or society in gen-
eral, in such fashion as to make of life a drama in which problems
can be relived, situations recreated, and in which other participants
can be brought upon the stage to play their roles as the subject re-
creates them.

This general psychodynamic configuration underlies the many
categories and classifications which the military nomenclature groups
into the character and behavior disorders.

These patterns of action and behaviQr have long represented a
diagnostic wastebasket which has resited attempts to form conpre-
hensive, dynamic categories. Part of the trouble has been the fact
that these patterns encompass, at times, such coincident phenomena
as proven brain damage, epilepsy, transient psychotic breaks with
reality, and very frequently, overlying psychoneurotic syiptonatolo-
gy. To the examiner at any given morient, there is a wide spectrwu of
diagnostic possibility, and =nless he has access to a fund of longi-
tudinal information about the patient, diagnostic accuracy suffers
accordingly. The doctor's position is so,' .;what analagous to the
weather man who is asked to give a 6-month weather forecast for an
area where nothing is known about the climate. It is only when the
present phenomena fall into a pattern which tKends to repeat itself
over and over in many if not all situations in life, that he can be-
gin to see the problem as a character and behavior disorder.

The Ego in character and behavior disorders is so scirred from
repeated internal conflict that it has boen drawn into the fray.
Those energies which wo-uld be available for effective behavior are
greatly diluted, and reflect the on-going conflict. The terms
'fixatiun' and 'regression' are applicable to these disorders which
are a lifelong pattern and orientation towards one's self and toward
others. A psychodynanic frame of reference, therefore, is as ap-
plicable to the inderstanding of these disorders as it is to those
previously described. n.eurotic conf.Lict and anx:iet, are the conmoi
ground which givus use to all these clinizal entities. In the char-
acter and behavior dis~rders, internal conflicts continue to motivate
behavior througihout life.
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There are certain very Liportant -ractical and acministrative
overtones to the character and behavior patterns. The Air Force
makes a sharp distinction between the rnanage-ent cf ps,'choneuroscF
on the one hand and character and behavior di:iorders on the other.
The former are regarded as -iedical problens, with jrovision fur
disposition through medical channels with, if appropriate, disabili-
ty corspensauion and retireient. Character and behavior disorJers,
however, are administrative problers, and the medical officer is
cautioned by reg- ation to open medical channels to patients of
this type. This places the ;nedical officer in a dilenra since the
two categories overlap considerably. Most psychoneurotic disorlers
of a persistent or severe nature are fo~uid to le surface dizturb-
ances of underlying charazteŽr and behavior dis3riers. :%na7enent
is most effective if both categorecs are handled by adninistration
which is enlightened and hinane, in ter~s of Lhe existing reality
situation. M:ore will be said on this sibject in later chapters,
but the essence of the zrublem is tha- the nedical officer alone
must not shoulder societ', s bi'rlen in dLffereit Lating betw2en '!lose
who will not and those who cannot serve in a military situItion.

x•perience has shown that snye-r-osez moral judgments of tnis 'hLnd
do much to vitiate effective nedical care.

It is a rare physician who can co-4sider the patient with !
character and behavior disorder witlhout exn-er'cnoinr sone degree of
enotional reaction. It is an ort-repeated axio in psych. iatr tha
when everyone has sonethtgn to say during a case cnference, the
patient usually belongs in this diarnostic .. These disor-
ders, with their coincident !hysical diseases, give the nilitary
physician much trouble and concern, and lead the latter to fortify
hLiself with nxuerois defenses in dealing with then.

The military noDmenclature divides the charactor and behavior
disorders into two broad categories: the nolo-ial personalities
in which the personality structure is ass xned to be relatively fixed,
and Innaturity reactions wherein regressive behavior takes Tlace
under stress. 'ther d- gnostic entities. sich as alcoholism and
malingering will be disc zssed seiparately.

PAT:IJL3GICAL :'E.L3JX'ALiTY PTr. "i'3

Schizoid feronality. These are individuals .;ho react with un-
sociability, seclisiveness, serious nindedness, non.ais';, and eccon-
tricity. The teri would seem to i'yly tat t",ere is a ir,',dis: jsi.tin
to sc;hizophrenia, which is not necessar.l lrue. -nii :erojnality
type is quite conpatible with a lifelong nm -pycotic adjustnent
and nilldor feurs achieve success in rran.,, wuy:s of life, iarti:ular-
ly the artistic and creative.* Carefl ' tuJy is. oft.n re uir-ýd to
deter-:Lne wnere the borderline lies betlween a rr» .±izoid i.-
dividual, and the latent, or so-calied amnbulatory schizorn•ni.
Actually, these cases fall alonr a continuum, a:., (raw.,, the line
is a matter of skilled clinical pidgnent.
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The schizoid personality tends to have difficulty in the mili-
tarl environment when placed in a situation from which little or no
withdrawal is possible, for example, an isolated Air Base where one
must lean heavily on his fellows for emotional support. In such
close quarters the schizoid socializes poorly and soon comes to be
singled out as peculiar by his associates. If some freedom of action
and ability to withdraw from interpersonal contacts is possible, tae
schizoid may make an acceptable adjustment. Although these people
are usually not leaders, and lack the ability to form strong identi-
fications with their group, nevertheless milder cases carry on suc-
cessfully in combat flying and in some instances their performance
may be outstanding. As one would expect, success is more frequent
in individual performance. The close associations within a bomber
crew tend to threaten them and stir up anxiety.

Paranoid Personality. Such individuals are characterized by
many traits of the "sciizoid personality, coupled with a conspicuous
tendency to utilize a projection mechanism, expressed by suspiciouc-
noss, envy, extreme jealousy and stubbornness. As with the schizoid,
they are on precarious psychological ground, and are usually a prob-
lem to those who must serve with then. They tend to find issues to
champion, and expend their energies in fighting th.eir om people,

rather than the ene:ny. The paranoid is capable of posing coni-lex
medico-legal probleis in which the medical officer and military
psychiatrist become embroiled. The paranoid, because he has a large
reservoir of hostility, is sometimes a useful combat soldier, but
for the most part he is a poor tean member and has his greatest suc-
cess in lonely pursuits or in warped efforts to justify himself.

Cycloth;Eic Personality. Such individuals are characterized b-
frequent altenating moods of elation and sadness, stimulated appar-
ently by internal factors rather than by external events. Tuie indi-
vidual may occasionally be either persistently euphoric or depressed,
without falsification or distortion of reality. The diacnosis in
such cases should specify, if possible, whether the picture is h:' 1 o-
manic, depressed or alternating in quality. This disorder is infre-
quently recognized in the military setting. -iany cyclothy-.es lead
very useful and productive lives, often driven by their o-.n persua-
siveness, energy and opti-ismn. Somae cases progress to become frank
manic-depressives, however there are many more in wh.om the course
remains benign and sub-clinical. The depressive mood s,:ings na, "be
masked by alcoholism or sone type of self-destructlive behavior which
i5 not recognized as secc:i~ary to the basic disturbance.

Inadequate Personality. Such individuals are characterized by
an inadequate res,;onse to intellectual, e.%otional, social and physi-

cal demands. They are neither physically nor -i.cntally grossly de-
ficient on examination, but they do show inadapta)ility, ineptness,
poor judg;ient, and social inco7'patibility. Ececause inadequacy of
one kind or another characterizes almost ever,, atient referred to
a psychiatrist, thais diagnostic category tcnds to become somethiing
of a wastebasket and a refuge from more detailed and accurate
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diagnostic appraisols. Some patients who seem to fall clearly irno
this category will be found on further stldy to show a schizophrenic
process. Therefore, this possibility should also be considered when-
ever one is confronted by a picture of markedly inadequate behavior.

Antisocial Perzon'alitv. This tern refers to chronically anti-
social individuals wno, despite a normal moral background, are al-
ways in trouble, profiting neither from experience nor from punish-
ment, and maintaining no real loyalties to any person, group or code.
Ordinarily, an individual of this type is not a calculating criminal,
but one who is often on the verge of crininal cowl ict and may even-
tually become involved in such conduct. This tern includes most
cases formerly classified as 'constitutional psychopathic state' and
'psychopathic personality,' but as defined here the terni is more
limrited and specific.

This personality type is frequent in military service where op-
portunity is provided for them to 'start over' at a safe distance
from the troubles of their past. Intellecturally, they often are su-
perior and have pleasing, wiLnning ways on initial contact. An un-
suspecting officer :iy place then in responsible positions without
realizing their harmful potentialities. Because of their diffuse
and shifting loyalties, as well as tneir rocurrLn- need to flaunt
authority, t:ese people are poor security risks. Tney marry, di-
vorce and remarry with greit ease creatin- sociological problems
for their comLnanding officers, their Air 3ase, the legal and nedi-
cal officers, and many others. Then, wihen the situation becomes
too Lnflexible, they drink to excess, or go A*;0L which is, from the
official standpoint, an expensive and time-"onsxning management
problem. Usually these people are able to derive protection from
ill-advised and well-meaning supporters. Corrective action nay not
be taken for a surprising length of tine and only after many es-
capades. .'eedless to say, these people are poor dirlonats w;her.
stationed with American Troops in overseas areas.

The phyrsician may at times fall under the spell of the psycho-
path, especially if he shares the lattc-r's belief that the military
is a threrntening and punitive organization, Lr, he na:! be enticed
by ready expressions of fenitence and desires to mend wav-ward be-
havior. The ps:-chodynaics are often appealinujly obvious and tempt
the psychiatrist to undertake psychothera,-y, especia~ly becazvse of
the psycLopath 's ability to 'develop' insi ht into his behavior.

One not itfre-)uently hears reports of tne outstanding perform-
ance of the psychopath in combat flyirn,. 3Sch reports are di'fficult
to aoctcuenrt, and the term ',sychopath' te-ds to be used lcosely.
That s_:ch feats are possible is evidenced by tn-e *s:w'- t:.t'3 iz-
tellierence and native ability to coordinate for susc zsful Tilitary
flyinr. Mis acts of herois:i, li:e nost of nhic e .- , a.rc cri-
actrized by Lnpulse, supcrficial Jash and dar=ng, and a,-ence of

clearly defined goals. Ln a deeler level these acts !-,ave a self-
destructive quality wiich keynotes much of his behav:cr. Th.e
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discouraging thing about the psychopath is that he shows so much ini-
tial promise which fails to materialize.

W'hen external pressures become too great, psychopaths are capable
of impulsive suicidal acts which may be successful. There may, as
well, be transient psychotic breaks with reality, which may or may
not resemble purposeful malingering, because they may occur in situa-
tions where psychosis offers considerable secondary gain. Neverthe-
less, it is clear to all who work with these people that they are
poorly integrated social liabilities. Society has yet to find an ade-
quate method of recognizing and dealing with these people who are 'so-
cially psychotic' and yet have no disease according to medical
standards.

Asocial (Arioral) Personality. This terr applies to individuals
who manifest disregard for social codes and often come in conflict
with them as the 'normal' result of having lived all their lives in
an abnormal moral environment. They often become gangsters, vaga-
bonds, rackcteers, and prostitutes. This tern includes most cases
formerly designated as 'psychopathic personality, with asocial and
amoral trends.' Fortziately, these people are relatively rarely en-
countered in military psychiatry, perhaps becouse they truly have no
anxiety and within them there is no conflict. They are simply lead-
ing tihe only kind of lL'e they know.

Sexual Deviate. This diagnosis is reseroed for deviant sexuali-
ty whifchis otf symptonatic of the more extensive psychopathology of
schizophrenia and the obsessional reactions. The terr includes most
of the cases formerly classed as 'psychopathic personality with patho-
logic sexuality.' The diagnosis shoiuld state whether the condition
is overt or latent, and sjecify the type of the pathologic behavior•,

such as homosexuvlity, transvestitism, pedophilia, fetishism, and
sexual sadism (includinc rape, sexual assault, mutilation).

Emotional Ir:staLi•t. 1eaction. In such cases the individual
reacts with excitability and ineffectiveness -,.,en confronted with
:r.iror stress. :is judj:-ent may be '•ndependaLle at such ti-mes, and
h.is relationship to other peo1 le is cor.tinucusly fraught with flac-
tuatir.g emotional a'- I:.dz, Lcca'-le of otron," and poorlyr controlled
hostiiity, -.uiit, and a;x..iety w`hich require quic. mobilization of

.fc:e;s for thie protection of the 7T-o. Tiis tei: is synonyvýous ;:ith
t . tcr,.i, 'psychopath-ic personality, ;:ith emotional irstbJl.ty.'

DZfferc.tial dia'nosis is somet.ies diffic'it on first enco.ntcr
vit rerzonaiitics of t~isort,, si ! the.r vci-! labile enoticnal
structure .,a- erii-t into any of the acute rcnctions,
ranging from: cuite anxiety or dissocition to .:hobi.as and convcrsion
r..actlons. 2r:aisient de].rcszicn ria', also be seen. .;ot in1rc:uently
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the emotionally unstable individual finds consolation in alcohol and
this may be the presenting problem.

Passive-dependency Ybaction. This reaction is charactcrized by
helplessness, indecisiveness, and a tendency to cling 4o others.
The clinical picture in such cases is often associated with an arkxi-
ety reaction which is typically psychoneurotic. There is a predon-
inant child-parent relationship in such reactions. The passive-
dependent represents a very poor risk in aerial or any other type of
corbat, 1,iost passive-dependents do not persist beyond flying train-
ing, although they may occasionally slip through. They are occasion-
ally successful in comileting a combat tour, usually because their
needs are gratified by some strong, supporting father-figure who
maintains their stability. The removal of this supporting figure
leads to rapid decompensation. Among infantrymen, these are the in-
dividuals who go forth ir battle without ever firing their weapons
out of fear of provoking reprisal from the enemy. In the Air Force
his counterpart flies patrols but rarely spots ene.my aircraft.

Although the combat environment offers many threats to the pas-
sive-dependent individual, there are other situations in the Air
Force which offer a haven of refuge. There is much co:tfort in the
close authoritarian supervision, the regular meals and pay, and the
individual, out of a desire to please his superiors, may rise in
time to a position of responsibility wiich is inco-patible with his
emotional structure. One then may see the anxious helplessness
which characterizes the middle aged field grade officer or master
sergeant so frequently seen on the psychiatric service of a military
general hospital. The picture is usually complicated by this time
with somatization symptoms, feelings of depression, and sometiJmes
alcoholism.

Passive-agressive Peaction. The aggressiveness is expressed
in such rctions by passive measures sich as pouting, stubbornness,
procrastination, inefficiency, and passive obstructionism.

Aggressive Feaction. Frustraticn is handled by irritability,
temper tantrums, and destructive behavior as the dominant manifesta-
tions. A specific variety of this reaction is a morbid or patho-
logic resentment. Below the surface, a deep dependency is usually
evident in such cases. The term does not apply to cases more ac-
curately described by the term 'antisocial personality.' If the
type of agglession here described can be harnessed to useful activi-
ty against the enemy, this personality disorder can contribute valu-
able combat service. Among their fellows they may erupt into violent
behavior under minor stress, especially under the influence of alco-
hol. Nevertheless, witl strcng combat leadership to satisfy their
dependency needs, these individuals can have many desirable
attributes.

Irmaturity with Symptomatic '!{abit' .eaction. This diagnostic

category is useful in occasional situations where a specific symptom
is the single outstanding expression of the psychopatholoFy. This
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term should not be used as a diagnosis, however, whenever the symptoms
are associated with, or arc secondary to, organic illnesses and de-
fects or to other psychiatric disorders. Thus, for example, the diag-
nosis 'immaturity with symptomatic habit reaction; speech disorder'
would be used for certain speech disturbances in which there are in-
sufficient other symptoms to justify any other definite diagnosis.
It would not be used for a speech impainnent that was a temporary
sywptom of conversion hysteria or the result of an organic disease or
defect. The diagnosis should specify the particular habit reaction,
as, for instance, enuresis, speech disorder, stammering, stuttering,
excessive masturbation, and so forth.

ALCO1oLISM

The consumption of alcohol in the military environment is prob-
ably one of the oldest forms of gratification known to man in a dif-
ficult setting. Then all else has been given up - the support of
family groups, of familiar social settings -- the airman can find
some sociability and solace in alcohol, If one were to stop furnish-
ing alcoholic beverages to all military personnel, the effect on mo-
rale would be immediate and devastating, particularly in those places
where little is afforded in off-base activities, and men live in
close proxi;tity to each other and to the hazards of combat.

The shifting tempo of military life carries with it the ever
present possibility of alcoholic overindulgence. Of course, there is
a difference between alcoholism and simple drunkenness, and the for-
mer should be regarded as that state in which the individual habitu-
ally uses alcohol to the point of social or physical disablement, as
evidenced by loss of job, repeated disciplinary difficulties, or hos-
pital treatment because of alcoholism.

Tihe particular problem in aviation centers on the fact that fly-
ing and alcohol do not mix. The types of alcoholic indulgence which
the flight surgeon encounters run the entire range from true chronic
alcoholia.i to mild social drinking. But the latter can be regarded
as of equal seriousness when one realizes that it takes twelve hours
for the alcohol from six highballs or five 12 -ounce bottles of beer
to disappear from the body. The presence of even minute amounts of
alcohol in the ;vstem of a pilot may affect his judgment and reflexes
enough to make a considerable difference in his ability and reactions.
This is especially important in modern, high-speed aircraft. The pi-
lot himself cannot tell when snall anounts of alcohol are present.
In fact, if he is slightly hypoxic as a result of alcohol he may feel
hi£self to be in excellent condition.

1,uch can be done in the operational setting if the flight surgeon
makes a point of indoctrinating his flying personnel regarding the ef-
fects of alcohol. In such groups one can point out that ethyl alcohol
is always a depressant and not a stimulant, and that it is absorbed
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rapidly without requiring digestion. The pilot of a high speed air-
craft can well appreciate the dangers of an agent which so affects
his attention, concentration and reasoning.

The problems of alcoholism are much more numerous among non-
flying personnel, and these can create rrany difficulties for the
flight surgeon when he must assame responsibility for their care as
well. In the Air Force alcoholism is both a medical and an adminis-
trative problem. It is medical in that the intoxicated individual
is incapable of caring for himself during the acute period and may
injure himself or suffer exposure. In addition, his systen begins,
with time, to show the effects of repeated insu2lts and he may show
early hepatic cirrhosis, avit~ainosis, gastritis, etc. On the other
hand, alcoholic intoxication and the resultant disturbed behavior
are unbecoming to an officer or airman, and he may be liable to dis-
ciplinary action. It is at times when no individualization of case
management is permitted that najor difficulties arise, as for ex-
ample when the medical officer finds hi•self between a hospital com-
mander who will permit no alcoholics within the confines of his hos-
pital, and an Air Provost i'arshal who feels that an acutely intoxi-
cated individual is unsafe to confine in his stockade. Each case
must be handled on its own merits in the receiving ward, and certain-
ly no case should be turned over to the Air Police without thorough
examination, especially when unconsciousness is present. The taking
of a laboratory sanple for blood alcohol deternination is now stand-
ard procedure, and in addition, affords protection to the attending
medical officer. The examiner should, in addition, be familiar
with other signs and symptoms of the chronic alcoholic: suffused
eyes, prominent superficial blood vessels of the nose and cnee!ks,
flabby, bloated face, red or pale purplish discoloration of mucous
membrane of pharynx and palate, muscular tremor of the protruded
tongue and extended fingers, tremulous handwriting, and emotionali-
ty. The farther advanced alcoholic syndroies such as delirium
tremens, Korsakoff's syndrome, etc., are seen less cormonly in the
military population, possibly because these conditiorn usually re-
quire several years of alcoholic overindulgence. •hen this is en-
countered in an airman or officer, the possibility should always
be considered that the alcoholism is a sirface disturbance in an
individual with an underlying psychotic disorder.

From a standpoint of prognosis, the alcoholic may continue to
slide downhiLU until such tie as his conianders no longer will
tolerate his behavior, and initiate a&=inistrative separation pro-
ceedings. However, there are many individxals whose alcoholic
tendencies are offset by intelligence Lnd an ability to perform
their duties satisfactorily when not under the influence of alco-
hol. Such people are very susceptible to good or bad leadership,
and this is often the key to their ability to perform acceptably.
An alcoholic who appears to have reached a point of no return may
under sidllful and understanding supervision begin to do surprising-
ly well. Because the condition is usually episodic, there may be
relatively long periods of good service between alcoholic 'sprees.'
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This discussion has not entered into the psychodynxmic consider-
ations of alcoholism. The disturbance knowm as alcoholism may be,
under the surface, any one of several types of reaction ranging from
an acute situational maladjustment to the deep-seated oral cravings
of the so-called Itru3' alcoholic. Therefore, intelligent handling
of the alcoholic mwit alwayp begin with a thorough clinical appraisal
of the problems involved.

iELLNGERING

This condition is thoroughly discassed in Air Force Ianual
160-1(32), and is reviewed here in detail. The malingerer is one
whose complaints of bodily disorders, and whose acts are in simula-
tion of sore physical or mental disease for the purpose of attaining
a particular end. lhlingering is encountered in many situations but
most frequently during the preliminary examinations and early train-
ing periods of military service. IMny problems arise in differenti-
ating simulated from actual neurosL• or physical illness. Simula-
tion is in keeping with the extent of the knowledge possessed by the
personA regarding the disordor from which he pretends to suffer, and
therefore constantly change•j. A skillful and informed malingerer,
however, is difficult to detect.

For a disorder to be classed as true malingering, it must ful-
fill the following requirements: first, there is no actual disease
sufficient to account for the symptoms. Second, there is a conscious
awareness on the part ol the examinee of what he is doing and of his
motives. Third, the examinee's actions have a fixed purpose and are
designed to arrive at a preconceived result.

Although there is a considerable overlap from one category to
another, malingerers can be regarded as falling roughly into three
different groups:

1. Malingering of a temporary nature by one who has no past
history of similar patterns of reaction but who is making an attempt
to escape an emergency*

2. Mlingering by exaggerating existing conditions or symptoms
for the purpose of avoiding military service. This may be enlarge-
ment on minor physieal ail-ments or relatively insignificant disease,
emphasizing mild personality problems or neuroses, or overemphasis on
symptomns of fatigue.

3. Mali-ngering as a manifestation of a character and behavior
disorder with a suggestion or definite history of previous antisocial
behavior.

The psychoneurotic suffering from a conversion reaction believes

in the reality of a disability which on the sarface appears to be a
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definite simulation. Such cases require special investigation.
Conversion reactions are frequently confused with true malingering
by those who consider that such individuals should be able to con-
trol their symptoms voluntarily. Some of these psychoneurotics
exaggerate their symptoms more or less unconsciously to gain their
ends, thus emphasizing the question of how much is neurosis and how
much is simulation.

Reactions considered to be malingering may appear in those who
are physically ill. as well as in those suffering from psychoses,
epilepsy, and organic brain disorders.

Among the conditions which the medical officer may encounter
in which there may be a possibility of malingerinig are evidences
of old injuries sustained under questionable circumstances, unwar-
ranted use of crutches and braces, stiff backs pain and kyperesthesia,
anaesthesia, epilepsy, mental deficiency, hysteria and psychosis.
In the physical examination for flying, malingering particularly is
found to involve visual and hearing difficulties.

Persons who are suspected of malingering should be studied
thoroughly from a psychiatric standpoint. When the examination
brings to light a definite psychoneurosis or other mental disorder,
this will guide further action. Detection of malingering is more
likely to result when the examiner allows the examinee to believe
that his case is regarded from the first as genuine and that his
story is not discredited.

Among the three groups previously listed, the typical members
are readily distinguished, but intermediate cases which resist dif-
ferentiation ofien occur. It is more difficalt, however, for a
healthy person to feign disease than it is for a diseased person t,.
simulate health. A malingerer may be able to simulate and to ac-
centuate single symptoms, but he is almost always unable to feign
the entire picture of the disease he has selected. Thus, the ex-
pert car. usually detect malingering.

Firm, just and positive leadership is the most effective aid
in the prevention of malingering, and even more important, in the
prevention of psychiatric casualties. There is a large group of
individuals whose ability to withstand unfavorable stress is streng-
thened or weakened by the attitudes of their associates. They are
dependent upon the support afforded them by persons in their im-
mediate environment and particularly by their leaders. In all so-
cial units, including the Air Force, the individual is dependent
to a degree upon group pr. -sure for support, and his actions are
largely determined by group standards of acceptable and unacceptable
behavior. If deviations from acceptable sta.-.dards of behavior are
allowed to go unchallenged by those in leadership roles, the indi-
vidual may conclude that the standards are wrong or that higher au-
thority condones or even approves of such deviations. The loss of
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this important support obtained from authority may further increase
the individual's conflict between his wishes to escape unfavorable
stress and his sense of duty.
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CHAPTER VII

PS.fCHUSIS - GETPEAL ASFE7S

A psychotic reactinn is one in which the personality, in its
struggle for adjustment to internal and external stresses, utilizes
severe affective disturbance, profcund autism and withdrawal from
reality, and/or formation of delusions or hallucinations. These
problems are principally concerned with early detection on the part
of the flight surgeon, lie should be alert to detcct psychosis in
applicants for flying training, but should also bear in mind that
it occurs occasionally in the older flyer whose previous adjustment
may have been satisfactory.

The i.ncidence of psychosus in the Air Force is uniformly con-
stant, showing little fluctuation in tines of stress or lack of
stress. There is no increase during warfare, and this fact is ad-
vanced as an indication that the psvchoses are not related to en-
vironrmental stresses. The combat airrv., is a carefully screened
individual, however, so that selectio%, factors should not be elin-
inated from consideration. There seems to be no correlation between
the incidence rates for psychoses and the availability of preventive
or outpatient treatment facilities.

The commonest form of psychosis is the schizophrenic reaction.
Although comprising only 0.3 3 of all hospital adiissions, schizo-
phrenia accounts for 17.4, of all Air Force disability separations
and retirements. Schizophrenia is characterized by a fundamental
disturbance in reality relationships and concept formations with
associated affective, behavioral and intellectual disturbances,
marked by a tendency to retreat from reality, by regressive trends,
by bizarre behavior, by disturbances in stream of thought, and by
formation of deltsions and hallucinations.

Schizophrenic 7eaction, in~ple Typ. This type of reaction is
characterized chiefly by reduction in external attachments and in-
terests and by impoverishment of hunan :relationships. It often
involves adjustment on a lower psycrioliologLic level of functioning,
usually acconpanied by apathy and indifference, but rarely by con-
spicuous delusions or hallucinations. In contra3t to the long his-
tory of the schizoid personality, showring; slight or no change in
symptomatology, the sinple type of scnizo:hrenic reaction charac-
teristically manifests a marked increase in the severity of symptoms
over long periods.
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Schizophrenic R-eaction Hebe hrenic T_ .. Such reactions are
characterized by shallow inappropriate affect, unpredictable gig-
gling, silly behavior and mannerisms, delusions often of a somatic
nature, and hallucinations.

Schizophrenic Reaction. Catatonic T_2. This react-Lon is char-
;cteried by conspicuous motor behavior, exhibiting either marked
generalized inhibition (stupor, mutism, negativism, and waxy flexi-
bility), or excessive motor activity and excitement. The individual
may regress to a state of vegetation.

Schizophrenic Reaction, Paranoid Type. This type of reaction
is cacterized by schizophrenic unreal'stic thinking and unpredict-
able behavior, with mental content composed chiefly of delusions of
persecution, occasionally of grandeur, hallucinations, a fairly con-
stant attitude of hostility and aggression, and ideas of reference.
Excessive religiosity may be present and, rarely, there may be no de-
lusions of persecution. Instead, there may be an expansive and pro-
ductive delusional system of omnipotence, genius, or special ability.
The systematized paranoid hypochondriacal states are included in
this group.

Schizophrenic Reaction, Latent. Certain individuals are found
on examination to present definite schizophrenic ideation and behav-
ior (e.g., mannerisms, unpredictable acts), beyond that of the schiz-
oid personality, but not of an advanced stage as in acute or chronic
schizophrenic reactions. These individuals may be incipient schizo-
phrenics, and they may maintain their borderline adjustment over long
periods. Among their friends, these individuals are regarded merely
as queer or eccentric; under close exomination, however, they show
evidence of psychotic symptomz. They represent essentially borderline
psychoses.

DIportant diagnostic evidence of such reactions consists of dis-
ordered conceptual (categorical) thinking as manifested in special
tests, such as the iorschach test, the Vigotsky (Hanfman-Kasanin)
category tests, the sorting tests, (Goldstein-Sheerer, Papaport, and
Halstead) proverbs and problems (J. Benjamin, N. Cameron), and the
Murray Thematic Apperception Test. Hospitalization of such cases is
rarely necessary.

Schizophrenic '•eactions, Not 1lsewhere Classified (N.E.C.).
There are two large groups (acute and chronic) of schizophrenic reac-
tions which cannot be appropriately classified under the preceding
typos. In all cases where thiis diagnosis is made, the important
descriptive feabures wili be specified: e.g., Schizophrenic ijeaction,
unclassified, acute, ;4ith confusion, ideas of reference, elation and
excitement.

Acute. The acute group of this reaction includes cases exhibit-
ing a wide variety of schizophrenic sywiptomatology, such as confusion
of thinking and turmioil of emotion, manifested by perplexity, ideas
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of reference, fear and dream states, and dissociative phenomena.
These symptoms appear precipitously, often without apparent pre-
cipitating stress, but exhibiting historical evidence of prodro-
maal symptoms. Very often it is accompanied by a pronounced affec-
tive coloring of either excitement or depression. The symptoms
often clear in a matter of weeks, although there is a tendency for
them to recur.

Chronic, The chronic shizophrenias exhibit a mixed symptoma-
tolog-y,7nwhen the reaction cannot be classed in any of the pre-
ceding main types, it should be placed in this group.

AFFEICTIVE REACTIO1IS

IManic Depressive Reaction. This term is synonymous with the
term i c-depressive psychosis*. This reaction will be further
qualified by one of the following appropriate terms: manic, de-
pressive; stuporous; circular; agitated; with schizophrenic color-
ing; and mixed.

Psychotic Depressive Reaction. This reaction differs from the
manic-depressive reaction principally in absence of history of re-
peated depressions and frequently in presence of obvious environ-
mental precipitating factors. The patient manifests evidence of
gross misinterpretation of external reality (e.g., matters of guilt
and unworthiness). This reaction differs from neurotic depressive
reaction chiefly in degree.

Involution •ielancholia. This reaction is characterized most
coMonly by depression, with or without agitation, without pre-
vious history of either manic or depressive ilL'-!sses. It occurs
in the individual's middle life and in his later years. It tends
to have a prolonged course and may be manifested by worry, guilt,
anxiety, agitation, paranoid and other delusional ideas, and somZtt-
ic concerns. Some cases are characterized chiefly by depression
and others chiefly by paranoid ideas. Often these reactions are
acconmpanied by gastrointestinal or other somatic concerns to a
delusional degree.

PAk.ANOID RW.CTIONS

Paranoia. This type of psyrchotic disorder is extremely rare.
It is M-ar-erized by an intricats, compzlex, and slowly develop-
ing paranoid systen with the individual usually regarding hi:-self
as particularly singled out. The patient often endows himself with
superior or unique ability, and even considers himself appointed
for a :.essianic mission. The paranoid systen is particularly iso-
lated from much of the normal steam of consciousness, without
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hallucinations and with relative i'n and prescrvation of the
remainder of the personality.

Paranoid State. This type of paranoid reaction is character-
ized b•-paranoi deusions. It lrcs the logical nature of sys-
tematization seen in jaranoia; yet it does not ranifejt the bizarre
fragmentation and deterioration of the schizophrenic. It occurs nost
frequently in irnividuals between 35 and 55 years of age, and it is
ordinarily of a relatively short duration, though it may be
persistent and chronic.

PSYCHOSIS IN FLYERS
(Reprinted with er.ssion from the Journal
of Aviation _dicine, V"ol. 27, No. 570-. 1956)

Psychotic disorders are such an infrequent occurrence among
flyers that the author has wondered if there might be any usual fea-
tures when such illness does occur. The literature is rather scant
in this respect, however, two studies were mcde in World War II.
Symonds reported thirteen schizophrenics and three elations aIluzig a
group of 1197 neuropsychiatric casualties from the Royal Air Force.
(229) Hastings et al found three psychotics among sixty neuropsy-
chiatric casualties in the Eighth Air Force.(244) The details of
these cases wore not elaborated upon, however.

OMher questions which the author has pondered have been con-
cerned with prompt recognition of psychosis, Wihat are the early
signs which an alert flight surgeon should keep in mind? Also, what
are the dangers involved when a disturbed person has access to an
aircraft?

WTHOD OF STUDY

This report is an analysis of 77 cases of functional psychosis
reported by thirteen USAF neuropsychiatric treatment centers which
maintain clinical record libraries. The patients here reported were
hospitalized during the period from January 1951 to November 1954,
and the analysis is based upon the detailed narrative sumary of
each case as it was preserved in the hospital library.

RESULTS

Diagnosis. The distribution according to diagnosis is noted
in Table I..n comparing these figures with those reported by
Framo and Riffe(491) of a cross section of a Naval neuropsychiatric pop-
ulation, it is noted that this series of flyers contains a smaller
•.imber of schizophrenics than these authors reported, probably due
to the older average age of the flyers. Frame and W.ffe's psychotic
population showed an incidence of all types of schizophrenia of
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9b.5,. In this series of flyers, 86' are in the schizophrenic
category. The distribution of clinical subtypes is similar in
the two groups, with the paranoid form present in approximate17,
half the cases.

TABLE 1

DITr1IUBUTION ACCORnING To DIAG:;03IS

DIAGIOSIS 1:O.
Mh'.zophrenic, paranoid 40 52
Schizophrenic, unclassified 12 16
Scli zophrenic, latent 8 10.4
Schizophrenic, simple 3 3.9
Schizophrenic, catatonic 3 3.9
Psychotic depressive reaction 4 5.2
hanic depressive psychosis 2 2.6
Involutional melancholia 2 2.6
Paranoid state 3 3.9

TOTAL 77

A and Rank. The average age of the patients was 28 (Fig.
1), as com-•re-with Framo and iiffe's age of 23. It shnuld be
noted that there is an appreciable incidence of cases in the
30-14O age group of mature flyers. The average age of the schizo-
phrenic flyers was 28.h years, and of the non-schizophrenics, 32.5
years. Thirty of the patients were pilots, 16 were observers and
11 were students in pilot training. In rank these men ranged from
Colonel to Basic Airman, however, the bulk were in the ranks of
Captain, Lieutenant and Cadet, respectively. There are currently
no comparable figures on the total flying population at risk with
which to cormpare this, however, this distribution appears similar
to the rank structure of the Air Force at the time these patients
were hospitalized.

JMrital Status. 43`3 of the patients were married, and 52,0
unmarrieo. st'-marital figures are not available. Kinsey's popu-
lation of males in the 21-40 age group(49) contained 441% who were
single, h5% married, and lV, post-marital. In the 31-40 category,
the two groups were very similar, Ilarital status, therefore, does
not appear to present any outstanding differential between patients
and controls.

Predisposition, Stress and Past Adjustment. The determination
of predisposition in this series is a composite of the author's
opinion and that of the psychiatrist who completed the narrative
summary of tha case. Predisposition is rather carefully spelled
out by Air Force Regulation 160-13A(339) and is determined by de-
gree of past history of personality traits or emotional upsets, and
by history of mental illness in the family. According to these
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criteria there is generally a moderate degree of predisposition pres-
ant in the pre-psychotic flyer (Table 2).

"TABLE 2

SESTI1ATED PHMISFOSITION PRIO. TO I SYCOSIS

P•?EDISPOSITION NO.

None 3
M~ild 13
Moderate 33
Severe 23
Unknown 5

TOTAL 77

The determination of stress is based upon the amount of psycho-
logical disturbance shown by the average man in tjie patient's unit.
Following this criterion,, 49 patients were under .ainijnal stress, 14
under moderate stress and 4 under severe stress. In 10 cases the
amount of stress had not been determined. There was no indication
that flight in high-performance aircraft was a factor. In general,
the stresses were those inherent in military life involving frequent
changes and adjustments, shifting demands upon the individual, and
the compounding of these stresses by marital and family problems.
Data regarding past flying adjustment were hampered by such obsta-
cles to fact-gathering as uncommimicativeness of the patient, treat-
ment at a distance from the site of his flying duties, and preoccu-
pation of the psychiatric staff with other aspects of the case, to
mention a few. However, the case records did note that at least 13
had flown in combat, that 7 had a 'good adjustment' to flying pre-
viously, and that 7 had previously 'washed out' of a pilot or ob-
server training program. 7 cases were reported to show maladjust-
mernt to flying, either in the form of a frank dislike or fear of
flying and endangering the lives of others, or aggravation of vari-
ous nervous complaints.

Patterns of Onset. Particular attention was paid to the earli-
est observations made of each patient, which 'ltinatelv led hiy to
medical attention (Aig. 2). As would be expected, the persons ;z:io
first noted the patient's difficulties ran the g-amut of all those
military persornnel in the patient's environment. 1.everthe1,lss, the
author was inprcssed by the close liaison among these observers, and
by the rapid availability o& specialized care, once the need was rec-
ognized. The flight surgeon was often the first ncrson to iecognize
illnoss. Figure 2 shows the earliest sVyptoms or signs noted in tu•iis
series, and the observers in the patient's environment -ho were most
apt to detect thrm. boie thiis evidence of earl- detection ant
treatnent, there is a borderland in the early phase of illness u;hen
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the patient needs help, but his needs are not recognized. This is
no more a problem to the UAAF than it is to a large industry or to
the American Public. The earliest phase of a psychosis tends to
be characterized by a certain degree of laissez faire and denial on
the part of others. Effective manage:nent at tais tLme raises very
delicate medico-legal issues, but, in general, it would see:•1 that
efforts directed toward education of the public offer a partial
solution.

Treatment and Disoosition. hith few exceptions these patients
began treatment under closed-ward supervisicn. 6 of the group re-
ceived insulin coma or sub-coma therapy and 29 received electro-
convulsive therapy. Occasional cases were treated by a conbination
of the two. 18 patients were returned to duty not involving flying
after an average hospitalization of 86 days. 36 were released to
their own care after an average of 137 days, and 13 were trans-
ferred to a Veterans' Administration Hos'ital for further treatmnent.

8 cases had not been disposed of at the time this study was con-
ducted, and 2 cases were successful suicides.

Suicidal Behavior. 2 patients in tniis series successfully
took their own lives, one by carbon monoxide poisoning, the other
by throwing himself in front of a speeding train, 4 other patients
made serious suicidal attempts, and 5 others rade partial attempts
or threatened with some sericusness. 8 additional patient3 ex-
pressed su-_.idal thoughts. 'o member of the group displayed sii-
cidal behavior which involved an aircraft, however, the author is
aware either by press accounts or personal comnunications of inci-
viduals who have attempted or successfully coniittcd suicide by
aircraft.

The following are illustrative cases of psychosis in flying
personnel taken from this series, Although typical of the group
in general, these cases particularly illustrate so.ne of the prob-
lemz involved in early diagnos is:

Case I

iAaJor L.IT. was a 3h-year-old white, marriad officer with 10
years of active service who was assined to a select jet bozmber
crew. His illness began in Janrar- 195'2, ,:hen he was found to have
lcukoplal:ia of the mouth. The patient was fearful at this time
that he had contracted a venereal disease, but was reassured after
his doctor had found blood tests and a darkfield exanination to be
negative. Tihe leukoplakia was treated conservotively and in)roved.
Approxinatcly 4 months later the 1,atient noted a skin eruption be-
hind both knees and in the ingiinal region. T -is was diai•nosed as
an eczema, and appropriate treaticnt briio,-ht about :,roipt clcaring
of the eruption. However, the patient was markedly concerned at
this time, and his fears of venereal disrface again cane to the fore,
re •uiring much r,,assirance on the part of his physician. In Iay
19)2 the patient became very anxiows bocaise of itcainr and redness
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of the scalp in the temporal region. He also felt that his hair was
falling out. Because of his emotional state, his physician broached
the possibility that his illness might be strongly determined by
emotional problers. However, the patient was very resistant to such
an interpretation, 1:evertheless, his physician arranged for psychi-
atric evaluation.

In the course of psychiatric evaluation the latient was found
to be growVing progressively more disturbed, unable to work, depressed
and fearful of Eoirg insane. "He could not stand having the sun on
his scalp, and was fearful of giving syphilis to his family. lie was
frequently tearful, unable to concentrate or real, had a poor appe-
tite, and was drinking more than his usual amount in an effort to
relax. Up until this time, he had continued with his flying duties,
and although his efficiency had probably dropped off during the 2 or
3 months prior to his suspension from flying, his crew work was still
reported to be very good. The patient was hospitalized in August
1952, at which time physical examination and routine laboratrinr studies
showed no disease. He initially felt reassured during his huspital-
ization, but nevertheless continued to ask about symptors and signs
of syphilis. At this tine a detailed history revealed that when the
patient was young, he had a friend with congenital syphilis which
lead to blindness and psychosis.

After i;mproving initially, the patient's course again continued
downhill, characterized by considerable anxiety, preoccupation with
loss of body hair, and anosmia. At the patient's insistence, he was
permitted to go on weel:-cnd pass to visit his family, and in the
course of this learned from his wife that she had a doubtful sero-
logic test. The paticnt talked about his insurance with his wife,
and then left to report to the hospital. He was found several hours
later, dead of cnrion.rvw nde iseninC in his ,vriobile. The
final diagnosis was schizophrenic reaction, paranoid type, acute,
severe.

Case II

Captain F.P. was a 34-year-old officer who was admitted to a
USAF hospital in England in October 1951 i1 an acutely depressed
condition.

The present illness occurred at a time when there was much tur-
bulence in his personal life: he had been recalled to active duty
in the Air Force in February 1951. He went overseas to England know-
ing that his wife was contenplating divorce. After arrival, he was
assigned to duties as a 9-29 co-pilot and worried about his lack of
proficiency in this aircraft. *;h•en he discovered that his wife was
interested in another man he became acutely depressed, tearful and
tremulous. At the time of his aci.ission to the hospital there was a
vague delusional quality in the patient's verbalizatiions. Ihile in
the hospital in England, the patient atte:iTted s irAllk on 't-o occa-
sions. He was subsequently returned to the Unitod Jtates by air
eva'!uation.
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Physical examination revealed a thin, anxious and depressed
white male, showing evidence of recent weight loss. Ioutine labora-

tory studies were within normal limits.

Previous Personal History. The patient was an only child whose

parents were Yugoslavian immigrants. He had no memory of his father,

who died of unknown cause when the patienit was 18 months old. The

mother married another Yugoslavian immigrant when tha patient was 3.
He remembers his mother as the dominant parent and the disciplinar-

ian of the family. She forced him to do housework, assertLng he
"was only able to do girls' work."

Captain R. 's school work was unimpressive, and he quit while

in the tenth grade. '1hen he was 16 a pet dog died, apparently pre-

cipitating more than a normal depress" cn. He recalled that he was

lethargic for several weeks and repeattdly thought: "It should

have been me, not my dog."

After quitting school, the patient worked as a bus steward,
dishwasher, and then served 3 years in the US Arny as a radio op-

erator with a Field Artillery Unit. He completed an uneventful
3-year enlistment, then returned to civilian life to work as a

machinist, then as a guard at a government arsenal.

!ilitary History Captain H. was accepted for aviation cadet
training in I.arch 19U2. He completed pilot training and was com-
missioned as a Second Lieutenant in February 1943. At this time
he married a girl he had met during cadet training. In August 1943
he was sent to the Eighth Air Force in r'.ngland as a B-24 pilot.
From the beginning, Captain R. 's coboat experience was extremely
stressful. His ship was shot up on several occasions, and he re-
turned from his first mission to make a crash landing. Losses
among his fellow crewmen were heavy. B3y his nineteenth mission
he was showing marked difficulties: tightness in the stomach,
bloating, and marked fatigue. His symptoms were all increased when
a close friend was killed in a crash. Captain ia. was removed from
combat flying about this time, against his desires, and sent to
radar school. Following this, he was transferred to Italy for fur-
ther combat duty as a member of an exchange crew. He felt depressed
and "kicked downstairs" in being sent to a less stressful theater.
About this time the number of missions required for rotation was in-
creased from 25 to 50. Consequently the patient signed up for every
mission possible and flew his last 19 rmissions in 23 days. '-oever,
the elation he had anticipated upon completing his tour was absent.
Instead, he felt "tired, lost and bewildered.1f

After he had returned to the United States, Captain R. 's wife

commented that he seemed like a different nan. He continued to ex-
perience fatigue, anorexia and bloating to such a degree that he
sought medical help in 1944 for the first tine. Captain ý. con-
tinued to do duty as a co-riunications officer in spite of his com-
plaints until his release from the service in 19L'.5
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bmployment History. Upon r3turn to civilian life, Captain R. 's
symptoms of fatigue and depression assumed a cyclic quality. About
a year after discharge the patient obtained a job selling insurance.
His success as a salesman was rapid, and he became the highest paid
salesman in his district the first year. He was runner-up his sec-
ond y-ar. Toward the end of the second year, he rather abruptly and
inexplicably became tired and depressed. He finally quit the job
and remained at home for a month doing nothing. Later he "found him-
self" and began selling lumber, again with considerable success. At
the end of that year his depression returned. He quit his job and
went home to bed. Although apparently not physically ill, he refused
to leave his house for a period of 3 months, despite the fact that
this created great financial and marital hardship. When this period
passed, he secured a job as a manager for an elevator comreany and was
performing successfully in this when recalled to active military serv-
ice a year later in February 1951.

Hospital Course. Captain R. remained very depressed and made a
serious attempt at suicide by hanging during tae first week. His
hospital course was repeatedly upset by his wife's firm intention to
terminate their marriage. The patient showed at times a very labile
mood, characterized by elation followed by depression, the change oc-
curring very rapidly, even within one day. The patient was treated
by regular interview psychotherapy, combined at times with sodium
-mntal narcosis. Particular areas which were explored were: the
patient's hostility towards his mother, his identification with his
stepfather, and his many traumatic combat experiences. In therapy
he expressed overwhelming guilt that he had survived combat when so
many of his buddies were killed. When discussing such emotionally-
laden topics, he became angry, tremulous, and sometimes unable to
'Walk. His mood fluctuations gradually diminished and the patient
developed some perspective of his problems.

Captain R. was subsequently transferred to a Veterans' Adminis-
tration hospital for further treatment. There was considerable dis-
cussion about the diagnosis in this case, but it was generally
agreed that manic-depressive reaction, depressed type, was most
appropriate.

Case III

Captain J.M. is a 31-year-old observer who was hospitalized in
April 1952 in art anxious and confused state.

The patient's illness began approximately 2 week3 before, when
he received orders placing him on a combat crew shipment for ulti-
mate assignment to Korea. The patient felt this was unfair, since
he was older and had already flown in combat. He made no real effort
to avoid shipment until he was arranging his affairs prior to depar-
ture. At this time, he found an inconsistency in his personal flight
log. He became acutely agitated and went to see the Air Inspector,
his Squadron Commuanders and his Group Commander. He began to feel
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that there was a plot against him. When ordered to fly to make up
the unrecorded time in his flight log, Captain i,. sought help from
a civilian lawyer. The latter suggested that he consult a psychia-
trist. With some reinforcement on the part of his commanuer, the
patient did seek psychiatric advice.

Psychiatric evaluation at this time noted an anxious, suspicious
individual who improved rapidly during a few days of observation.
On the basis of this, Captain N. was returned to duty for trial on
flying status. He appeared composed at this time and expressed the
wish to "show them I'm not afraid." He was placed on a routine
flight, hoviever, at a refueling stop he broke down, cried, and asked
to be returned to his base. After his return he again became com-
posed and pressured squsdron officials to give him "one more chance
to prove himself." Arrangements were made for him to fly under
supervision with an augmented crew. He controlled himself adequate-
ly on this next flight until the return trip, when he became se-
clusive, prayed, and handled his rosary. He felt himself possessed
by the devil, thought that all members of the crew would die, and
he would be left alone to land the plane. He asked the pilot and
engineer many questions about flying the aircraft, then returned to
his station where he sat praying, his head in his hands, for sever-
al hours. On return to his base, Captain 11, was admitted to the
Neuropsychiatric Service.

Previous Personal History. Captain M. was born of Italian
parents, and Italian was the tongue spoken within his home, The
father owned a restaurant and bar. Tarough the years the patient
showed a strong attachment to his domineering, deeply religious
mother. The patient was an average student and completed high
school at the age of 18. For 2 years following his graduation, he
worked in his father's bar, and led a small band in which he played
trumpet. In 1941 the patient entered college, majored in business
administration, and renained there until called to active duty in
1943. In 19"4 he graduated from aviation cadet training as a Sec-
ond Lieutenant, Navigator. He flew 35 combat missions with the
Eighth Air Force in England from June to December 19Wt in 3-17s.
Following his return to the United States in 19)45, he was sent to
pilot training, but was eliminated after 2 months for lack of prog-
ress. Following this, he was stationed on Guam in 1946 where he
felt depressed and unhappy. On return to the United States for
separation in 1947, Captain '. decided to extend his active duty and
flew as a navigator on Pacific runs for several months. He was fi-
nally released from active duty in 1948 and remained on inactive
status until February 1951. He spent tne early part of this time
at home, beca,.ie engaged and married in l9• n, and completed another
year at college. Following his voluntary recall in February 1951,
the patient was assigned to the northeastern part of the United
States a.i a navigator flying transports on the North Atlantic routes.

Hospital Course. xffamination on admission revealed a tense,
apprehensive and suspicious man, whose stream of talk was tangential,
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and incoherent. He was dejected, ,vry anxious, and expressed many
ideas of reference, feeling that people were trying to "get me" and
"use my thoughts." He asked to see the Secretary of the Air Force
to find out why his records had been falsified. He expressed also
the feeling that he had a special relationship to God. He was fre-
quently observed looking over his shoulder and stayed to himself
during his initial period on the ward, smiling in a frightened,
grimacing fashicn.

The physical examination and routine laboratory tests were with-
in normal limits. Psychological testing indicated that he was of
high average intelligence. while on the psychiatric ward, the pa-
tient persisted in his withdrawn, subpicious behavior. He spent
much of his time in his room kneeling before the bed praying for
hours at a time. The patient felt that there was a plot to ridicule
and harm him in which the nurses, his doctor, and the comianding of-
ficer all played a role. He asked that he be brought to trial quick-
ly and "let justice be done." Following a period of observation and
treatment, the patient improved and was recommended for release from
the service with the diagnosis, 'paranoid state, acute, severe.'

SUM-.I AND CONCLUSIONS

This study was undertaken to seek any unusual manifestations of
psychosis in the flyer. A series of 77 cases revealed a somewhat
higher incidence of non-Sct zophrenic psychosis when it was compared
with a recent series of neux ,p3ychiatric patients taken from a cross
section of the US Navy. The 'ifference, however, ,.. be attributed
to the older average age of tht flyers.

The 30-40 age group of mature flyers contributed an appreciable
number of patients to this series. Although in general the patients
showed a moderate degree of predisposition, according to Air Force
criteria, their records of past performance would certainly not jus-
tify any sweeping categorizing of the group as selection failures.

Mdical personnel, especially the flight surgeon, performed well
in identifying these patients and placing them under medical super-
vision. Illustrative cases are presented, however, to point out that
there is a pre-psychotic borderland which creates great management
difficulty. The earliest manifestations of psychosis in these pa-
tients have been cited to guide the flight surgeon and increase his
sensitivity to this problem.

The psychotic flyer is a definite suicidal risk. Present USAF
medical standards regard a history of psychosis as disqualifying for
further flying assignments. This is well founded, particularly when
one appreciates the difficulties involved in early diagnosis of an
initial illness or a subsequent relapse.
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CHAPTER VIII

PSYCHIAT ICS NOI'UCIATUM AND iMTHOD OF RECORDING DIAGNOSZS

In military psychiatric practice, it is important to know
how correct diagnosis is formulated. This chapter will outline
the psychiatric diagnostic entities which are a part of the Joint
Armed Forces Nonenclature(339) and will explain the method for
making a psychiatric diagnosis. In addition, other questions in-
vulving the frequency and accuracy of diagnosis will be considered,
and some of the special precautions involved.

GVERAL "RUIRIMEM 3 FOil TMP RZCORDING
OF

PSY2IHIAT dI•-COMDITIONS

The specific types of psychiatric conditions ('reactions')
are sufficiently well-defined to justify their use without inclusion
of the terms indicating the broad disorder groups. In recording a
psychiatric condition, the lowest subclassification of the disorder
will be used without being prefaced by the generic term. Thus, for
instance, an 'enotional instability reaction' will be so recorded,
without reference to the intermediate classification 'itmmaturity
reaction.' or to its generic tern '3haracter or Behavior Disorders.'

In addition to the diagnostic term used for specifying the
particular psychiatric condition, the diagnosis will also include
terrs qualifying the severity and chronicity of the condition. The
term 'severizy' refers to the seriousness of the condition. It
should not be determined solely b7 the degree of ineffectiveness,
since other factors, such as underlying defective attitudes, or
other psychiatric or physical condition3 might have contributed to
the total ineffectiveness. Severity will be described as 'mild,'
or 'severe.' Such terms as 'moderately severe' or 'mildly severe'
are not sanctioned. The diagnosis will be further qualified as
either 'acute' or 'chronic.' Outstanding or conspicuous symptoma-
tology may be added to the diagnosis. '%ample: 'Anxiety reaction,
nild, chronic, manifested by loss of appetite and insomnia.' If
the reaction was severe and r.cute upon ad•ission, but improveiient
or recovery was effected with treatment, this fact will be stated.
Example: 'Situational maladjustment, severe, acute, improved.'

The general principles prescribed by the existing regulations
for recording diagnoses apply to the recording of psychiatric diag-
noses. The immediate condition which necessitated the current ad-
misSion of the patient to the hospital will be considered as the
primary cause of admission and so recorded. In cases of several
related conditions simultaneously necessitating hospitalization,
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the condition which is first in the chain of etiology will be desig-
nated as the primary cause. For unrelated conditions simultaneously
necessitating hospitalization, the most serious condition will be
recorded as the primary cause of admission. Within the limits of
these general principl'2, the following specific conditions will be
considered with respect to cases involving psychiatric disorders.

Unrelated Diagnoses, Physical and mental disorders may co-exist
but be causally unrelated. In such instances all conditions will be
listed as separate diagnoses, with the primary diagnosis being se-
lected in accordance with the above paragraph.

Related Diagnos. In some instances, the mental reaction,
though -eltd; the- hysical disorder, is not sufficiently devel-
oped as a clinical psychiatric entity to require a formal psychi-
atric diagnosis, For example, a patient with pneumonia may be ap-
prehensive and tense. W•hile this mental status should be described
in the patient's clinical history or in his physical examination
along with any other symptoms or signs, on the individual medical
record the diagnosis will state only the nonpsychiatric condition.

There are other instances where physical and mental disorders
coexist and where the physical disorder is a manifestation of the
psychiatric condition rather than a separate condition. Whenever
this is true, only the psychiatric condition siioald be listed as a
diagnosis, and the physical condition slhould be shown an a manifes-
tation. Ecample: Psychiogenic gastrointestinal reaction, severe,
chronic, manifested by mucous colitis and gastric hyperacidity.

Physical and menbal disorders may coexist and be c:-usally re-
lated, with both conditions being sufficiently marked and well-
defined to justify separate diagnoses. In such cases, the causal
relationship of the diagnoses siiould be indicated. The condition
which caused or indirectly led to the other cordition will precede
the other condition in the order of diagnoses. This diagnostic pro-
cedure will be followed despite the fact that the psychiatric symp-
toinatolo~y is related to personality factors which existed prior to
the Loriediate physical disease or trauma. For example, in a case
in which paranoid state is precipitated by s!-ull fracture, two diag-
noses would be reported: (1) F'racture, skull, simple, etc. (2)
Paranoid state, etc.

Definite pathological mental rcacýtions may often be symptoms
of organic disease of the brain. Such conditions ".ay be regarded
as only symptoms of the physical condition. However, if sucih a
mental reaction is sufficiently pronounced to justify its recording
as a diagnosis, it will be reported as an additional diagnosis. The
diagnosis will state whether the reaction is nonpsychotic or psychotic.
The diagnosis if psychotic will be amplified by one of the following
descriptive terms as types: schizoid, paranoid, depressed, manic,
confused, anxious, agitated, panic, delirious, apathetic. In the
case of nonpsychotic reactions, resemblance, if any, to one of the
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psychoneurotic reaction- or character and behavior disorders will
be recorded. If there is no resemblance to any of these, the di-
agnosis will be amplified by a description of manifestations such
as irritability, memory defect, mild confuasion, etc,

Whenever two separate psychiatric conditions exist, such as
an antisocial personality reaction and a psychosis, both will be
recorded. However, if a diagnostic entity (which would be record-
ed as the only diagnosis, if encountered as an isolated personali-
ty disturbance) is a part of a more extensive process or secondary
to it, the primary condition will be recordei as the diagnosis,
with the less important or secondary condition given as a manifes-
tation. Examples: (1) Anxiety reaction manifested by somnambu-
lism. (2) Passive-aggressive reaction, manifested by enuresis.
(3) Asocial reaction type with sexual sadism.

Some psychiatric conditions are incompatible with certain
other psychiatric diagnoses and will not be recorded as existing
together, as for instance, psychoneurotic and psychotic reactions;
acute situational maladjustment with psychoneurotic or psychotic
reactions; or combat exhaustion with psychoneurotic or psychotic
reactions.

kany of these conditions may progress from one to another,
but are not present simultaneously. Similarly, only one type of
psychoneurotic reaction will be used as a diagnosis in such cases,
even in the presence of symptoms of another type. The diagnosis
will be based on the predominant type, followed by a statement of
its manifestations, including symptoms of the other types of reac-
tion. Examples: (1) Anxiety r'eaction, with minor conversion
symptoms. (2) Phobic reaction, manifested by claustrophobia,
with obsessive compulsive symptoms, counting and recurring thought,
etc.

ADDITIONAL 1EQUIREINTS FOR1 fECORDING
OT

PSYCHIATRIC CONDITIU1 ON CLINICAL RECORDS

Among psychiatric problems in clinical practice, the mere
stating of the diagnosis and its qualifying terms is not sufficient,
since it does not furnish enough information to describe their
clinical picture. Thus, for example, a diagnosis 'anxiety reaction'
does not convey whether the illness has occurred in a previously
normal or in a previously psychoneurotic personality. Furthermore,
it does not indicate the degree and nature of the external stress;
nor does it reveal the extremely important information as to the
degree to which the patient's functional capacity has been impaired
by the psychiatric condition. Therefore, for certain conditions,
a complementary diagnostic evaluation will be entered. This addi-
tional evaluation will consist of the following elements:
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(1) external precipitating stress; (2) premorbid personality and pre-
disposition; and (3) degree of resultant psychiatric impaiment.

The complementary diagnostic evaluation for such cases will be
recorded by the medical installation in which the medical officer
has sufficient opportunity and information to do so. Whenever the
medical officer lacks such opportunity or information, he should so
Indicate with the term 'unknown' or 'undetermined.' It is extremely
important that the medical officers of the patient's own ,nit, and
others who work with the case in its early stages, should indicate
the external stress, even though they may lack opportunlty to duter-
mine predisposition.

It is essential to recognize that the time element is all im-
portant in this evaluation: the diagnostic formulation on any par-
ticular date may (and in many cases should) be changed on a subse-
quent date. A patient may show marked impairment upon admission to
a hospital, but a few days later may be able to return to duty with
minor or no impairments The diagnosis alone will. not determine the
disposition of the case without consideration o! the stress, predis-
position, and the functional incapacity, whenev r these elements are
reported. Under the present system the diagnosis becomes only one
of four factors to be considered in determining disposition.

The following conditions require complementary diagnostic
evaluation:

1. Transient personality disorders due to acute or special

stress.

2. All types of psychoneurotic disorders.

3* Immaturity Reactions.

4. Psychoses.

No complementary evaluation will be made for character and be-
havior disorders, except for immaturity reactions; or, for mental
deficiency and psychiatric disorders with demonstrable etiology or
associated structural changes in the brain.

External Precipitating Stress, Under this heading, the external
stress precipitating the condition is to be evaluated as to type, de-
gree, and duration. The stress will generally refer to tie environ-
mental situation, mirlitary or otherwise, which is the direct cause of
the reaction manifest in the patient. Unconscious internml conflicts
will not be considered external stresses.

A judgient of military stress can be made most accurately by the
nedical officer of the patient's own unit, since living in the same
environment qualifies him to do so. The opinion of the individual's
commanding officer should likewise be of value. It may be more
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difficult for the hospital psychiatrist to evaluate the stress to
which the patient has been subjected. Thenevor the stress cannot
be determined, it Thould be recorded aE eithcr 'unknown' or
'undetermined.'

The degree of stress, whether that of combat, regimentatio:.,
training, isolation, or other typc, must be evaluated in terms of
its effect on the 'average man' of the group. It should not be
presumed that a particular environmcntal stress is severe because
one or even several individuals react poorly to it, since these
indiviC2Z ; zi ta.... ' V ,-, u c.1•;tance to stress, Stress will
be classified as 'severe,' 'moderate.' or ,ninima!.1 'Severe
stress' is such that the avera-e man, when exposed to it, could be
expected to develop disabling psyohiatric symptoms. 'lbderate
stress' is such that a measurable causal relationship can be estab-
lished between the syrptons and the precipitating factors. 'fir.i-
mal stress' is such that the average man could be exposed to it
without developing psychiatric symptoms. Examples of recording
stress:

1. 'Severe stress of 60 days continuous bombardment.'

2. 'Severe stress of 30 hazardous aerial combat missions.'

3. 'Iioderate stress of serious chronic domestic problems.'

4. 'Stress unknown.'

Premorbid personality and predisposition. The description of
the predisposirion will consist of a brief statement of the patient's
outstanding personality traits or weakmesses which have resulted
from inheritance and development, and an evaluation of the degree
of predisposition based on past history and personality traits.
The degree of predisposition will be recorded as 'No predisposition.'

The phra'qc '11o predisposition evident' will be used when the
patient shows no evidence of previous personality traits or makeup
appearing to be related to his present illness, and when there has
been no positive history of a psychoneurotic or other mental illness
in his immediate family.

'i;ild predisposition' is the tcrm employed when the patient's
history reveals mild transient psychological upsets and abnormal
personality traits, or a defect of intelligence w~iich, however, Oid
not significantly incapacitate the patient, or did not requin medi-
cal care. It will also be used when there is a past history of men-
tal illness in the patient's family.

11Iderate predisposition' is present when the patient has a his-
tory of having partially incapacitating ,;sychological upsets, abnormal

.personality traits or defects in intelligence which resulted in his
social maladjustment.
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tScvere predisposition' is the term to be used in the presence
of the patient's definite history of previous overt emotional or
mental illness or disorder.

Degree of psychiatric impairment. The psychiatric disability
represcnts the degree to which the individual's total functional
capacity has been impaired by the psychiatric condition. This is
not necessarily the same as general ineffectiveness. Effectiveness
in any particular job is a resultant of the individual's e:motional
stability, Lntellect, physical condition, attitude, training and so
forth, as well as of the degree and type of his psychiatric impair-
ment. Depending upon other circumstances a nan with a moderate
psychiatric impa*.aiutz o. b', more effentive than a man with a mini-
mal impairment. Degree of impairment as used here refers only to
ineffectiveness resulting from the current psychiatric impairment.

The degree of impairment at the time of original consultation
or admission to the hospital will often vary from tCe degree of im-
pairment after treatment. Impairment at the termination of treat-
ment represents the residual or persistent impairment. Depending
upon the degree of the impairment, it will be recorded as 'No im-
pairment,' 'Minimal impairment,' 'Moderate impairment,' or 'Narked
impairment.,# The individual's capacity to perform military service
will be used as the base-line for estimating the degree of impairment.

The term "No impairment' will be used, whenever in the opinion
of the medical of'icer, there are no medical reasons for changing
the patient's current assignment or duty, An individual may have
certain symptoms and yet have no medical reason for not performing
full duty. For instance, symptoms of an apxiety state are present
in the majority of military personnel engaged in combat; individu-
als returned to duty with mild syzaptoms may fail to function be-
cause of their attitude and not because of the severity of their
illness.

The term '1iinimal impairment' will be used to indicate a slight
residual degree of impairment in the patient's ability to carry on
in his current assignment c- duty.

'Moderate impairment' will be used to indicate a residual degree
of impairment which seriously, but not totally, interferes with the
patient's ability to carry on in his current assignment or duty.

'INrked impairment' will be used to indicate a residual degree
of impairment which totally prevents the patient from satisfactorily
functioning in his current assignment. It may be temporary or
permanent.

NIanner of ecording Diagnoses. The manner of recording of diag-
noses on-ciTnical records is illustrated by the following examples:



1. 'Acute situational maladjustment., manifested by arvxietyj,
asthenia, and poor efficiency, severe; severe stress, due to loss
of business property without insurance coverage; no predisposition
evident; recovered under psychotherapy; no Lnpairmcnt.'

2. 'Osssv compulsive reaction., chronic,, moderate, mani-
fested by counting, recurring thoughts, an~i ceremonials; minim'al
stress; moderate predisposition, with history of emotional upsets
since childhood; moderate impairment.'

3. 'Psychooenic gastrointestinal reaction., man-iLfested by
nausea,, vomitinF;, loss of appetite., and epigastric paln., m~oderate,
chronic; moderate stress of aierial combat rdissions; moderate pre-

di~cni ti':ýn, with neurotic personality since childhood: minimal
impairment.'

4i. 'Schizophrenic reaction, hebephrenic type, severe, chronic;
minimal stress (unit alerted for overseas'ý; severe predisposition,
with marked sclhizoid features since childhr-ood; marked Lmý.airrment
(requires hospitalization).

Use of the Ternt: Uot Suaited for .itr'3ri.lnrntin

and tine are oft:ntri~e. inades.uate to ejta'_,is1- accurate ýia-nosis.,
as for exa:-,plep thle situation in w.hich the flight surgeon is adrrinis-
tering an Aidi~.(32) In nany inistances., t-.io sy~r-rtonatolo,:,y arid/or ce-
havior may :;_ake disqjualification of taoc rer-iotrant necessar-y, al-
though not sufficiently well crystallized to w~arrant t'ie dia_-nosis
of a clinical disease cntity. To lab-el an in'iividhual with a diat;.ICos-
tic term in a brief exaraiiation without ade-iucte data available is
unscientific and unfair. Mach clinica'l -Ua, rosis will be based upon
adeq~uate historical and exa-ination eviderce. In those instances
where insufficient data are available to arrive at a diagnosis and
where the exa.7LL-ner's considered opinion is that the individual is
not acceptable, he will indicate that the eza-iinee is disq~ualified
as 'not suited for military servi1ce I The above nhrase will be
amplified by one of the following qual ifications:

1, Because of severe antizocial -V-nde:ncia3. Tnstancc3 of
repeated conflicts v:ith the law,, severe truancy., a history of re-
peat~d stealinr, check forging,, coribativeness- and othaer sirdlar
antisocial tendencies.

2. ?-ecause of severe n3ur:ot-c s~mt'i.Loný_-standlw-.ý
psychos omatic conplaints, !pers ist.-it phobi4as -.r oiSse'I ions3, fre, n it
and long-continuied nedlical and/or ne-.ro s -chiitric trcat otand
recent or sclf-dlaia.,in; s:inanbL~is-i.

3a Because of severe em~otional Lnsta*_-i3itvr. 'Hxtroe-ie fluactu-
ations or excessive emotional 3tates., or :.*lta osý ital treatv ient.

4i. Becauze of severe scIizoid telncr.:btrc:%C seclusivc-
ness, pronounced irannerism., and jueer or~ceti beiiavi,)r.



5. Because of mental deficiency.

6. Other specific qualifying phrases may be used, such as
sexual deviate, or other pertinent phrases.

The Reliability of the Psychiatric Diagnosis Itself: Hunt,
Wittson-an-tnT'C3"U" compared the diagnoses of psychiatric cases
at a Naval Training Center with later diagnoses at a N1aval Hospital
where cases were received without prior knowledge of the first diag-
nosis. The average agreement was only 32' when categories such as
schizophreniao manic -depresive psychosis, anxiety, psychoneurosis,
hysteria, constitutional psychopathic state and inadequate personali-
ty were employed. 1, however, classification were made into the broad
categories of psychosis, psychoneurosis and behavior disorder, agree-
rnnt rises to 54 '. If the single category 'Unfit for service' was
used, agreenent rose to 931,.

The above study is generally consistent with the author's own
observations(474) of agreenent in psychiatric diagnoses during the
approximate period in which the above study was made. There are many
factors involved in such a low incidence of agree:-int, such as lack
of indoctrination of medical officers, inexperience with a relatively
new system of nomenclature and so forth,. Certainly the situation with
regard to diagnosis can and should be improved. But co-existing with
this problem is anothcr of at least e:>ial, if not graater, Liportniice:
When should a psychiatric diagnosis be -ade, and when should it not
be made? For the flight surgoon in the field who must transfer pa-
tients elsewhere for psychiatric care, the important factors are that
lhe first recognize the need on the part of the individual for psychi-
atric care whether in clinic or hospital, and second, that he make the
necessary and appropriate arrangements for obtaining that care. If
such care involves aerial transportation proper precalitions relative
to the preparation of the patient should be madep but the exact diag-
nosis ,ill not perform any useful service at this time except possibly
for statistical purposes.

On the other hand, a patient arrivin7 at a receiving hospital
with a hastily-formed diagnosis tecods to prejudice the physician,
especially when the attached clinical record contains inade-juate
references to objective clinical findings. Further, patients may
somehow gain access to their clinical records and to their specific
Aagnosis despite the caution of the attendant personnel. The
realization on the :patient's part that he has some disease catit',
particularly when it employs terimnoloLgy wihich is new and strange,
can do much to aggravate the ryroblem at hand, either by arousing
anxiety, fEinin symptoms and conplaints, or by undermining the patient's
confidence in his doctors.

Therefore, in practice, it would seem better for patients to be
transferred uith such diagnostic terns as 't;a iia-;nc)S0d condition,
manifested by ..... This pernits a con.letc dchcription of tao par-
ticular findings in the cass, alcrt•; medical attendants to
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precautionary measures, and still does not stipulate a definite
diagnosis. A practical application of this point of view is seen
in the fact that 'Combat exhaustion' is the only psychiatric diag-
nosis which is permitted in the evacuation of personnel from the
combat area.

When patients are returning *to duty after treatment and hos-
pitalization during which time the chief problem was discovered to
be a character and behavior disorder, there are also many advan-
tages to the use of the term, 'Observation, psychiatric, no disease
found,' since character and behavior disorders are not diseases or
disabilities, but rather are prescribed by regulation as adninis-
trative problems, i iaking a diagnosis of 'Passive dependency reac-
tion, I for example, confuses the line of.ficer or comrander who sees
this as a diagnosis of a medical problem and then is reluctant to
handle the matter as an administrative one.

Hence, it is apparent that there are many levels of complete-
ness of diagnosis, and of accuracy as well. It is important for
the flight surgeon to be familiar with all of these as they are of
considerable importance in clinic, hospital or screening center.
A complete, accurate psychiatric diagnosis contains invaluable in-
formation about the problem at hand, and encourages the medical
officer to think in the dimensions of the present situation, the
past history, and the basic endowments of the individual personality.

CIASSI-ICATION OF PSYCHIATRIC CONDITIONS

1. Psychotic Disorders:

a. Schizophrenic Reactions:

(1) Schizophrenic reaction, simple type (3000).
(2) Schizophrenic reaction, hebephrenic type (3001),
(3) Schizophrenic reaction, catatonic type (3002).
(4) Schizophrenic reaction, paranoid type (3003).
(5) Schizophrenic reaction, latent (3005).
(6) Schizophrenic reaction, 7EC (3007).

b. Affective iReactions:

(1) I-lanic-depressive reaction (3010).
(2) Psychotic depressive reaction (3011).
(3) Involutional melancbhlia (3012).

c. Paranoid Aeactions:

(1) Paranoia (3015).
(2) Paranoid state (301'6).
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2. Psychiatric Disorders with demonstrable physical etiology or
associated structural changes in the brain:

a. Psychotic disorders with demonstrable physical etiology
or associat3d structural changes in brain (3040).

b. Nonpsychotic mental disorders with demonstrable physical
etiology or associated structural change in brain (3041).

3. Psychoneurotic Disorders:

a. Anxiety reaction (3100).

b. Dissociative reaction (3110).

c. Conversion reaction (3112).

d. Phobic reaction (3120).

e. Obsessive-compulsivo reaction (3130).

f. Neurotic depressive reaction (3140).

g. Somatization reactions:

(1) Psychogenic cardiovascular reaction (3150).
(2) Psychogenic gastrointestinal reaction (3160).
(3) Psychogenic respiratory reaction (3170).
(4) Psychogenic genito-urinary reaction (3171).
(5) Psychogenic skin reaction (3173).
(6) Psychogenic nusculoskeletal reaction (3174).
(7) Psychogenic asthenic reaction (3175).
(8) Psychogenic reactions affecting other systems (3179).

h. Hypochondriacal reaction (3180).

4. Character and Behavior Patterns:

a. Pathological Personality Types:

(1) Schizoid personality (3200).
(2) Paranoid personality (3201).
(3) Cyclothymic personality (3202).
(4) Inadequate personality (3203).
(5) Antisocial personality (3204).
(6) Asocial (amoral) personality (3205).
(7) Sexual t•eviate (3206).

b. Inruturity Reactions:

(1) Emrotional instability reactiui (3210).
(2) Passive dependency reaction (3211).
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(3) Passive-aggressive reaction (3212).
(4) Aggressive reaction (3213).
(5) Immaturity with synptomatic habit reaction (3215).

c. Alcoholism (except simple drunkenness or acute poison-
ing due to alcohol) (3221).

d. Addiction (3230).

e. Primary childhood behavior reaction (32 40).

5. Disorders of Intelligence:

a. Ibntal deficiency, primary (3250).

b. IMental deficiency, secondary (3260).

c. Specific learning defect (3270).

6. Transient Personality Disorders due to Acute or Special
Stress:

a. Combat exhaustion (3273).

b. Acute situational maladjistment (3274).
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CHAPTER IX

ZACTION'S TO FLYING STRESS

The reaction patterns which men show under the stresses of fly-
Ing would seem to be adequately covered by a straightforward discus-
sion of adaptive and mal-adaptive responses, and of important stress
factors which the flight surgeon should be alert to recognize. Un-
fortunately, the situation is not so simple. Stress reactions in
the past have been viewed in a highly oversimplified fashion, so
much so that at tiwes the impression has been that this is 'the'
psychiatry of aviation medicine. Such over-simplification has shown
itself in such neologisms as 'aerasthenia,' 'aeroneurosis.' combat
fatigue, operational fatigue, staleness, and more recently, 'fear
of flying.' Underlying the use of these terms has been the impli-
cation that (1) all flyers are normal and psychically stable, (2)
when the flyer develops emotional difficulties, these are caused
by flying, and (3) the ensaing decompensation is somehow new., and
peculiar to aviation. The matter has been further complicated by
moral Judgments formed at times ".hen a flyer's deconlensation per-
nits him to escape combat or other especially hazardous assignments.
This approach to the problem tends to overlook the great importance
of the personality of the ran himself, and its interaction with the
stressful situation. Whitehorn(262) in particular has emphas-zed
the diverse and hidden meanings of stress to the individual in the
development of these reactions. This chapter will attempt to clari-
fy these problems by presenting the various adaptive and mal-adaptive
responses to stress, the etiologic factors involved, and prevvntive
and management measures.

ADAPTIVE EPSONSEES

The flyer knows that his occupation is dangterous. Injury and
death always lurk in the background. These. are the realities of
the situation. But men continue to fly' and gain great satisfaction
from it. Such men basically have a strong love for fly inA. This
feeling is conplex and over-determined. Fro--a s-bfe",• peaietime
vantage point, such love of flying might seem deviant, but in an
Air Force it definitely is not. The well-adjusted flyer also
realizes aggressive needs, and in doing his job well, he earns the
approval and support of his fellows. He feels that he is "on the
team" and has a close identification with it. Having gained this
position, he will not easily let his conrades down in time of need.
The well-adjusted flyer operates in a state of positive balance:
the love of flying outweighs the deterring forces. This positive
balance, i.e., homeostasis, is hardly a static thing, however, and
like any conflictual situation, it is laden with possibilities for
psychic deconpensation.
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Much has been observed and written in recent years regarding
the psychic defenses which successful flyers utilize. Some of
these defenses are so clearly on a conscious level that to term
them mechanisms of defense is arbitrary. *Fr example, the flyer
works hard at his profession in constantly keeping proficient and
abreast of new developments. Not to do so, he recognizes, is to
court disaster. He usually acknowledges fear openly, and accepts
this as an unpleasant by-product of his work. Facetiouslr he may
refer to flying as moments of absolute panic, interspersed among
hours and hours of sheer boredom.(475) Usually an active person,
he is inclined to meet fear-provoking situations head-on, and to
overcome them by direct aggressive action. It is this point of
view which underlies such oft-given advice as: the best thing to
do, if you're shaken up by a crash, etc., is to get out right away
and fly so much that you don't even think about your fears any more.

Bond has emphasized the importance of the mechanism of denial
of unpleasant reality from his observation of aircrew in the Eighth
Air Force in England in World War II.(232) These men shared a
healthy belief in their own immortality which was abetted by an
absorbing devotion to their aircraft and leaders. They had an
altered view of death, which had become their daily companion:
near fatalities were amusing, dangerous flying was done deliber-
ately, and helped to prove their invulnerability. The newcomer
to a combat uJit found his associates gleefully establishing
claims on his personal belongings because he was not expected to
be around very long. These veterans of dangerous daylight bombing
of Europe went out of their way to minimize the hazards of their
duties and looked with awe upon the submariner and the infantryman.
Unreality was strengthened by many factors: the crews often could
not see the bombed target. They were attacked by planes, not men,
and there was a chivalrous, impersonal attitude rather than fight-

ing rage. They never saw the enemy mutilated, only themselves.
The air war was intermitting and irregular in its prosecution, and
the crewmen saw neither victory nor defeat, capture nor surrender.
The airman's war was practically silent, and for the fighter pilot
it was often lonely. Sometimes denial was extreme as, for example,
the pilot who successfully denied to himself that he was engaged
in combat, or depersonalized the situation so that he could believe
his actions were really being carried out by someone else. Such
reactions are sometimes encountered among flyers who have been in
crashes, and who recover to hear the details with utter disbelief.
The author recalls one very successful pilot who became acutely
psychotic following a serious crash in which several lives were
lost. During lucid periods, the pilot recalled the crash, and par-
ticularly his helplessness in the face of materiel failure. At
other moments he would lapse into manic behavior and deny that the
incident had ever occurred.

Synbolism is an acceptable mechanism of defense which is more
commonly encountered in combat flying. In comnenting on the rabbit
feet and other paraphernalia with waich combat flyers girded
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themselves, Bond has likened the situation to the child taking a toy

animal to bed to guard him in the darkness.

MAXADAPTIVE MSPONSM

When the stresses of flying are particularly great one can ex-
pect to see reactions with such prevalence that they are considered
'normal.' Hastings, Wright and Glueck(2!4) found this in their
study of successful members of aircrew in the Eighth Air Force in
World War II. Tension and anxiety were universal. 95% of the men
developed definite stress reactions and 349 suffercd severely. These
crew men frequently and consciously showed aggressive behavior. Such
outbursts usually occurred during pariods of relative inactivity.
37/ of the men experienced episodic depressions often with a major
self-accusatory content. A rebellious attitude toward ground disci-
pline and graphically obscene language were also part of their ag-
gressive patterns. Virtually all stated that they were relieved of
tension by actual combat, no matter how dangerous or difficult it was.

The average flyer enters flying with the outspoken conviction
that it is not a dangerous profession. As timie goes on, evidence to
the contrary is presented to him, and he next expresses himself by
saying, "It won't happen to me." As further time elapses, and as
evidence continues to be presented depending upon the number of trau-
matic experiences undergone he may eventually develop a fatalistic
attitude in which he says, "It will happen to me, it's only a matter
of time." As still more time elapse3, the fact that it does not
happen, in itself, becomes as disturbing as would the certain know-
ledge that death would occur at a certain time* *When the individual
has reached this frame of mind, he takes off on every flight with the
expectation of disaster. If nothing disastrous occurs he eventually
experiences a feeling of disappointment and guilt which may lead him
to become careless and seemingly court death. An individual who is
in this mental state is an optimum subject for the precipitation of
an acute stress reaction. Bond cites as of special importance such
factors as identification with a dead or wounded conpanicn on the
basis of unconscious aggression ("Thank God it was my friend and not
me"). Closely knit crcws favor this and Lond noted that many flyers
learned that it was safer not to have any friends. It was extre-ely
traumatic for the crewman to be intimately involved for many hours
with a mutilated or dying man if strongly attached to him and endan-
gered by his incapacity.

As the flyer passes through these s'ages toward eventual decor.-
pensation, the flight surgeon should look for tell-tale signs to as-
sist him in early case-finding: change in appearance, talk and te-
havior; loss of keenness for flying, loss of efficiency and alcoholic
excess. Insornia is a frequent accompaniment, often with vivid and
terril-ing dreams in which the flyer is the central figure watchirE
his own death or injury. He may dreapi of mid-air collisions, of
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catching fire, spinning in, or being unable to land. Physical
fatigue, weight loss and exaggeration of previously minor disabili-
ties are common. In recent years attention has shifted to the de-
velopment of stress indicators in the form of psychological and
biochemical tests. (479,480)

The flyer who is decompensating shows marked personality zhanges:
he is introspective, feels different, inadequate and guilty. 1e
shows a startle reaction to minor stimuli, and meets his hostile
environment with irritability. If overwhelmed by his feelings of
guilt and inadequacy, he may become deeply depressed. The facies
of such a patient has been described by Hastings, et al as having
a 'hun'ed' look. In general the reaction takes a somewhat opposite
form from the patient's usual personality.

A word of diagnostic caution should be introduced at this
point: a flyer who has developed signs of maladaptation along the
lines noted here should be carefully studied to rule out physical
factors in his illness.

Extreme combat situations are characterized by a stress reac-
tion which is seen much less commonly in other flying situations:
this is the phobic reaction, a dramatically crippling phenomenon
which is reminiscent of the reflex avoidance one finds in experi-
mental animals which have been trained and rewarded to carry out
a task, and then are punished and frustrated for following this
same pattern. This 'conditioning' process in flyers may be sudden
and overwhelming. It may, on the other hand, develop insidiously
out of many lesser traumatic experiences, none of which, by itself
would be sufficiently intense to create an avoidance response.
The reaction is characterized by irrational, morbid fear of ex-os-
ure to a feared object or situation. The latter may be sharply
demarcated and encountered only in certain aspects of flight, or
it may be so diffuse that the flyer cannot go near a flying field.
This fear response is primitive, rigidly stereotyped and not amen-
able to logical argument. In combat, phobic reactions may involve
flak, searchlights, flying with a bomb load aboard, bailing-out,
etc. Among flyers as a group, claustrophobia, fear of heights and
of particular aircraft are commonest. When encountered in a situa-
tion of lesser stress, it is likely that the phobic reaction is not
primarily relatcd to flying, but is, instead, a chronic psycho-
neurotic disorder aggravated by a special situation arising in
flight. Claustrophobic reactions to being enclosed in weather or
darkness, to the wearing of oxygen masks and to being in an altitude
chamber are rather common examples. A phobic response may be pro-
duced in a flyer who is placed in a crew position in which he feels
his self-reliance is compromised. Avoidance of flying over water
is an interesting example of the irrationality of the phobia since
it may occur when the flyer clearly understands that there is safety
while over water and away from enemy attack. Underlying the phobic
response therm is a common theme of obsessive need for control which
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is probaLly a prerequieite to the development of the reaction in all
but the most severely traumatized cases.

The manifestations of stress reactions are influenced by the de-
gree to which the particular cultural environment can acknowledge
the presence of fear. For example, among those cultures in which
fear reactions in combat are punished by death, such phenomena as
combat anxiety or conversion reactions are not seen: the drive for
self-preservation precludes this. One does find among flying per-
sonnel in such prohibitive situations a leakage of disguised forms
such as headache, black-out spells, intolerance of g-forces, dis-
abling minor injuries, vertigo, airsickness, disabling barotrauma,
and the like. This is particularly true in flying training, where
a premium may be placed on courage and intestinal fortitude. In the
combat setting, where fear is openly appreciated, it may be possible
to express fear -without danrer of reprisal. The society's attitude
toward the expression of fear ic not the only factor involved, how-
ever. 1hrny individuals, especially young vigorous males, are pre-
vented by their own pride from acknowledging fear. They will insist
vehemently that they do not wish to be suspended from flying. With
time, they begin to feel that they are unfair to their crew. When
their inability to carry on has become obvious, even to themselves,
they will describe the fear and stress which have produced their
symptoms.

ETIOLOGY

Unravelling the causes of stress reactions among flyers may at
times be relatively simple and traceable to a single overwhelming
episode. Such cases are dramatic and impressive, but unfortunately
not characteristic of the stress reactions usually encountered. The
flight surgeon must approach each case on an individual basis and
assign weight to each of three important areas: primary load (condi-
tions of flight) factors, secondary load (environmental support) fac-
tors_, and the personality of the flyer himself. As the flying situ-
ation changes from year to year, the relative importance of these
factors waxes and wanes. The stress reactions, however, continue to
manifest themselves in much the same form.

Load factors were uppermost in World War II. This would be ex-
pected in the face of severe operational requirements and casualty
rates. The Eighth Air Force reported neuropsychiatric losses during
this period of 20 per 1000 men per year. Table 3 shows the classi-
fication of 1751 cases reviewed by the Medical Board of the 1st Cen-
tral Pedical Establishment of the Air Force (ETO) during World War
II. The Royal Air Force incidence of neurosis per 1000 men per
year was 32.(229) Conplete figures for the Korean War are not
available at this time, however, the author was impressed by the im-
portance of secondary load and personality factors. Table 4 indi-
cates the scope of psychiatric problems as obtained from Care-of-



Flyer Reports from the Far East Air Forces during 1951. It should
not be implied, however, that flying under conditions of limited
warfare or peacetime are not both hazardous and arduous. The
stresses of flying training are great, anid accident rates a constant
problem. Recent years have witnessed a tremendous program of tran-
sition to jet aircraft and this has added to the appreciable load
of any type of flying operation. Combat readiness under otherwise
I;eacetimst conditions has characterized many units of the Air Force,
and has lacked the support of a wartime psychology on the part of
the populace.

TABLE 3

Classification of 1751 cases reviewzd ty the Wdical ,oard of the
1st Central Medical Establishment of the Air Force (ETO) during

World War II
Total 1751 1751 1751

Psychiatric Conditions 1287
Psychoneurotic Disorders: 1258

Anxiety reaction 1216
Conversion reaction 15
Dissociative reaction 3i
Sonatization reaction 3i
Reactive depression 3
Obsessive compulsive reaction 2

Character and Behavior Disorders: 8
Emotional instability reaction 4
Antisocial personality 2
Schizoid personality 1
Homosexuality I

Psychoses without known organic etiology: 21
Nanic depressive reaction 10
Schizophrenic reaction 8
Paranoid state 1
Psychosis, unclassified 2

Conditions with Psychiatric Implications 166 166
Airsickness 24
Post-concussive syndromes 17
Alcoholism 6
N-igraine 8
Epilepsy 8
Adies Syndrome I
Neniere's Syndrome 1
Catalepsy 1
No diagnosis (functional disorder) 102

Table 3 continued on page 76
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TABLE 3 (Continued)

Non-Psychiatric riedical and Surgical Conditions 296 296
Sinusitis 76
Aero-otitis 53
Decompression sickness 22
Frostbite 18
Residuals of old injury 11
Visual defects 21
Others 95
Mm Wrison and FRfferty(233)

TABLE 4

The Scope of Psychiatric Problems as "feFlected in Care-of-flyer
Reports from the Far East Air Forces During 1951

Is Diagnosis:
Anxiety reaction 123
Combat exhaustion 22
Acute situational maladjustment 18
Other psychoneuroses 8
Somatization reactions 15
Character and behavior disorders 5
Psychotic reactions 5

II. Days lost for personnel not transferred to other medical
facilities: average 7'7.1

III. Rati~ngs:

Pilots 93
Navigator observers or bombardiers 34
Bonbardiers 16
Radar operators 7
Engineers 7
Radio operators 9
Gunners U.1
Other 19

Prlra Load Factors. These are factors inherent in the flying
situation itself which may operate to produce psychic decompensation.
Bond has pointed out that many of these factors are particularly un-
dermining because the flyer suffers enforced passivity: he cannot
be prepared for them, nor can he be certain he will be able to take
corrective action.
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1. Catastrophes. These include crippled aircraft, engine
failures, fire in the air, horrifying sights, personal losses or
injuries, loss of important leaders, unavoidable or unexplained
crashes unrelated to pilot errort imnersion in the sea, or any
factor which matches the specific fears of the individual.

2. Enemy Defenses, including heavy flak, which aircrew shoot
at for relief; and fighter opposition. CrewIs gain a psyrholorical
lift, however, from successful completion of a raid in spite of
severe opposition.

3. Weather and Scheduling. Anticipation of the combat mis-
sion is far worse than the mission itself. For this reason# last-
minute cancellation of missions, and repeated cancellations are
especially stressful. Added fr.ustration occurs Mhen cres3 are un-
able to see their targets in bad weather. '; eather is a particular
obstacle for fighter-interceptor aircraft when required to
'scramble' from and return to a closed-in field.

4. Crew Position. This is particularly stressful when a
crewman is assigned to a position which conflicts with :iis need
to be activw. The Royal Air Force in 7'orld ',ar 11(229) found a
direct relationship between the incidence of neurosis attributed
to flying duties and the duty assignment: air gunners were high-
est 4ith 5.2 per 100 man-years, pilots and navigators were lowest
with 2.3. Grinker and Spiegel(2,42) made similar observations re-
gar-ding the United States Air Force.

5. Physical Factors include fatigueo loss of sleep, inac-
tivity, cold, heat, high altitude flying and uncorIortable
personal equipment.

Secondary Load Factors. These are factors w-ithin the fl-er'l
enviro-ru-en whic-EoEivat i negati. l.,.? and lessen his feeling
of support. Such factors have a ca> acitr for lowering the fl:-er's
resistance to the denands of his duties. A;,on2 these are lack of
effective leadersiiip, lack of confidence in other creu nenhers or
key personnel, poor or inadequate crewa training or discipline, or
other defects in the over-all personnel prorra:.. The world
political situation has important reverberations upon the fler:
where there is no war to serve as a motivating stimulus, he :ia.-
fail to spe tangible reasons for takin- risks. Oarrvirn on war-
time operations in a peacetine setting places a severe burden *:n
the flyer. 2Iis need for close unit identification i. conpro- ised
b, his obligation to his family. It is severely stressful for a
flyer to carry out an exhausting 20-hoar jet bo-iber mission, tien
return hone to try to relax in the 'boson of his fa~r-ily.' The
burden upon the flyer's fa:nly in pcretuating this 'fiction' is
also extreme. 2he reactions of Uie fafriilly group in such a dis-
torted situation and the feed-back effects on the flyer beco:ne
as much a part of aviation medicine as .:rotective equipnent and
annual physical exxiinations.
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Secondary load factors may at times reach epidemic intensity.
iDuring the early part of the Korean War there was considerable rmal-

adjustnent among aircrew being trained for combat bomber duty.
Schulze(255) has reported on this problem in d-*ail, to which the
author adds certain personal observations. The situation began
with failure of personnel selection, The men who were called into
the program were, for the most part, combat veterans of World War
UI, with all of the crashes, bail-outs and prisoner of war experi-
ences that this implies. Many were grossly unsuited psychological-
ly with phobic reactions rekindled by return to active flying duty.
Where the man was still psychologically adaptable to combat flying,
he sometimes found himself with a wife who was not, The men were
more mature and settled. Some felt their age, felt the new aircraft
were too threatening or felt inadequate for leadership roles. Upon
defective selection were superimposed inadequacies in other aspects
of personnel management: return to active duty meant transfers,
shipping of household goods, absences from fatilies, fouled-up pay
and other records. In this situation, all of these factors became
magnified in importance. Finally, the war itself did not engender
patriotic fervor. The crisis became explosive when it became kno,.w,
that existing personnel policies bestowed their approval upon the
crewman who professed to a 'fear of flying.' Since grounding under
these conditions was socially acceptable, men with motivations of
all kinds toward avoiding flying duty converged upon the 'fear of
flying' bandwagon. Personnel policies were abruptly reversed and
'fear of flying' became punishable. But the damage had already
been done, and the term 'fear of flying' had ceased to have either
an identity o a medical meaning.

Personality Factors, Those factors within the individual which
predispose h t breakdown under the stress of flying are chiefly
character and behavior disorders, or long-standing psychoneuroses
which become crippling in the flying environment. Indeed, flying
stress is largely coincidental in these individuals and its presence
can be highly misleading. Flying brings such individuals face-to-
face with inner problems which dissipate the energy required for ef-
fective flying. This is not to say that the presence of these dis-
orders is always incoapatible with successful flying. It is an im-
portant part Qf selection research to deternine those traits which
interfere least or contribute most to an effective adjustment.

Royal Air Force statistics from World War 11(229) provide some
insight into the magnitude of these internal problems: it was found
that neuroses among flyers were equally distribAted between men who
had not flown on operations, who had started their tour, and who had
considerable experience in operations. 5% of cases aroce in men who
had not flown at all. Over half the cases had not been exposed to
more than slight stress while flying, azid nearly a third to none at
all.
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PREVEION

Preventive measures will be considered in detail in a later
chapter, however, it is appropriate here to discuss certain measures
which have been valuable in reducing personnel losses under stress-
ful flying conditibns.

Leadership is of uppermost importance. The astute conr-and.
will do everyt•-. in his power to foster strong feelings of group
identification. Particularly close attention must be paid •o en-
vironmental problems, so that the aircrew can rightly feel that
everything possible is being done to better their lot. Support
must be given by the commander to such matters as living quarters,
domestic problems, recreation, leave policies and athletic activi-
ties. Discipline should be firm and consistent but enlightened
and reasonable. Aircrew must have confidence in their aircraft
and its maintenance. Nissions should be reasonably spaced where
possible and the effort5 of the men adequately recognized. Brief-
ings should be factual, realistic and short. Cancellations of
missions should e announced as early as possible.

TrainLAE provides positive emotional conditioning and increases
the confidence of aircrew as much as any single factor. Knowledge
produced by sound training pushes back the boundaries of the unknown
and reduces fear. Beoause effective training involves emotional re-
adjustments, the timing of the various steps in the training program
should be closely observed. TrAining should be safficiently vigor-
ous and realistic to screen out men who are not equipped to carry
the load. It should not be so arduous, however, that it overstres-
ses otherwise healthy crewmen.

Selecoion measures have been disappointing when distant goals
of coa--an--operational flying have been the focus of interest.
Carlson arnd Rafferty(233) in World War II found that among men who
suffered psychoneurosis, predisposition was present in four-flfths.
However, one-fifth of the normal pnp ition also showed similar
predisposing factors. The Royal Ai2 Force(229) found that approxi-
mately 15"' of the normal flying population showed evidence of pre-
disposition to psychological disorders. In 31 the predisposition
was so great that it would have led to rejection had it been recog-
nized. Among flyers who developed psychological disorders, these
figures were 68, and 16/, respectively. It was therefore considered
uneconomical to reject any except the severely predisposed individu-
als - a rejection rate of 3% or less. In 1945, the reliability of
the psychiatric method of diagnosing psychological disorders in AFF
flying personnel was investigated by statistical methods. A fair
degree of agreement in psychiatric diagnosis was found in the
assessment of severe predisposition, but in the other degrees of
predisposition the disagreement was such that it was decided that
the psychiatric assessment per se should not be used in selection
of aircrew at entry but should be regarded as one medical factor
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to be taken into account by the selection board in the final summing
up* A recent study by Sparks and Niess(293) indicates that a com-
prehensive study of the personality structure of successful aircrew
members has yet to be carried out. Harris et al(476) have studied
psychiatric aspects of infantry combat in the Korean War, and found
that situatioral factors were as important as genetic and develop-
mental perscnality factors. One ground battle was studied in detail
and it was possible to compare the performance of men known to have
had psychiatric consultation with the performance of men who had not.
In this battle, 26 men became psychiatric casualties, and none of
theje had ever for any reason been to see a psychiatrist before. None
of a group of 39 men who had previously seen the division psychiatrist
became psychiatric casualties during this battle.

Medical Sgport rendered by the flight surgeon, is a key factor
in the preventiveprogram. The latter must observe the flying situa-
tion closely, and fly with his men often enough to assess primary load
factors. He should mix freely with them in the crew rooms, the
hangars, the air and the messes. Although a participant in gCaes
and parties, he should be mature enough to work with domestic and
social problems. A valuable technique for the flight surgeon is to
keep a confidenti-l card file on each of his men, beginning with his
impressions Arr.r, :ho tirne the man enters the unit. In informal meet-
ings, he can obsezve individual crews and evaluate their adjustment.
Close liaison with the commanding officer will also enable the flight
surgeon to imple ent his own contributions to a preventive progran,
although this intirmate relationship should be outside the knowledge
of the crews.

When a flyer deconpensates under stress, his plight is viewed
by those about him with mixed emotions. Those who bend under the
growing pressures of their flying dutics nay unconsciously feel hos-
tile because they canno ; permit thernselves uo solve their problem
similarly. On the other hand, fellow flyers may feel overly sympa-
thetic, perhaps in anticipation of their own failure. Bond has com-
mented on the attitudes of various personnel toward phobias for fly-
ing: successful conbat crewn7en tended to be understand:ig. Hostile
feelings, however, were cxpressed by men approaching combat, by non-
combatants and nen on the mrge cf breaking. The reaction:, in thqse
men are highly personal and distinctly human. They could be under-
stood an' dismissed, but for one feature: the flight surgeon shares
them. If the flight surgeon feels hostile or overly sympathetic,
this will show itself in decisions which iis flyers as a group will
not understand. The flight surgeon will do serious damage to the
morale of his unit if he provides or withholds medical intervention
on the basis of his owr. naladaptive responses to stress.
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The flight surgeon is on safest ground if he bases his de-
cisions on sound medical principles. He must atte:apt to evaluato
each case and assign appropriate weight to load and personality
factors. It is understandable that in many difficult situationr
he may wish to abdicate this responsibilitY and refer the problem
to the psychiatric consultant. Unless there is very close liaison
between both parties, as well as intimate understanding of the
local situation, such abdication will create more problems than it
will solve. If the flight surgeon can maintain an attitude of ex-
pectation that his men will continue to carry on, combined with an
exploratory viewpoint toward their reac2tions, he is well prepared
to carry on treatment and disposition. He may call upon the
psychiatrist for advice and support, but the responsibility for
his men should remain in his hands.

As has been noted previouslyl, practically all men in a unit
will show signs of stress if the operational requirenents are se-
vere. In such a situation, the flight surgeon must vary his psy-
chotherapeutic level. Exploratory techniques will for the most
part be not only useless but may even undermine the defenses of
the flyer at a time when he needs them most. It has frequently
been observed in combat that the inquisitive interviewer can obtain
psychopathological material from men who in other settings would
have little to contribute. Such a history is a reaction to the
unsettling environrwnt of combat, and not an area for the flight
surgeon to explore. Rather, in such cases, he will employ a sup-
pressive approach and encourage the flyer to cover up his problems.
Since he is intinately associated with the flyer's situation, the
flight surgeon can best determine the psychotherapeutic level upon
which he should operate. In the case of phobias, for example, the
treatmrient should be directed toward immediate problems, since long-
teznn uncovcring techniques directed toward unconscious early con-
flicts are not feasible. In general, then, psychotherapy among
trL.ined flyers in situations of stress rests heavily upon support,
reassurance, rest, appropriate medication and an expectant, op-
timistic attitude.

Among men in flying training, the same approach should be used,
with the exception of the azount of personal time which the flight
surgeon should devote to the case. In this respect, the training
period is a selection process, and the flight surgeon will recognize
that the shorter the period of flying before breakdown, the roorer
the man's prognosis for iffective performance.

The flight surgeon should be prepared to deal with the -hock
reactions to acute psychic stress w.,ich are an accompaniment of
aircraft accidc,.ts. Flyers who have survived harrowing experiences
should be scrutinized carefully for psychic shock. It is well for
the flight surgeon to have a plarned operating procedure prescribing
observation and treatment of flyers followning accidents, even though
they are physically uninjured. Treatment in such cases may vary
from simple otservation to heavy sedation for a period of several
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hours. Every effort must be made to insure that the flyer's sur-
roundings are restful and quiet, and arrangements should be flexi-
ble enough so that hospitalization is not compulsory if there are
other settings in which the flyer can be treated efficiently. Short-
ly after an accident, the flyer is beset by a swarm of investigators.
The advisability of actaitting these personnel to query the flyer
during the shock period is questionable and a matter to be ruled
upon by the flight surgeon. It should be emphasized that this peri-
od of recovery is a very real one, although the flyer may attempt to
minimize or deny it. Insomnia, nightmares and increased tension may
persist for days or weeks after an accident, but not be communicated.
It is wiser to assume the presence of this reaction than to dismiss
it, particularly as the flyer reaches the point where flying duties
are under consideration.

M'TUM TO DUTY

Assessment of the flyer's readiness to resume flying duties fol-
lowing a stressful episode is a matter which reqcires keen observa-
tion and intuition on the part of the flight surgeon. In such de-
cisions, he is torn between an optimistic desire to get his men back
in the air again, and concern lest the flyer find himself too abrupt-
ly in another situation in waich an overload of anxiety will cost him
his life. Bond has noted the importance of avoiding further trauma
when the Ego is recuperating. At such a tine the Ego is weakened
and less resistant. Significantly, however, only the most neurotical-
ly predisposed flyers show serious disintegration as a result of a
single accident. During the Korean 1Tar questionable cases were for
the most part restored to flying duties as quickly as possible. Their
long, intensive training and experience were regarded as adequate to
enable them to overcome whatever stresses they might encounter in com-
bat operations. ?.rom a standpoint of flying safety, these men were
considered to be, if anything, safer flyers than their colleagues.
Whether they were as effective in their duties is not known. Lifton
(410) has provided insight into these policics in terrs of patients
studied during the Korean Var. It is difficalt to evaluate the
worth of such a policy because of the peculiarities of the Korean
War when compared with Uorld ;;ar II.* A•ong medical observers of
this policy in Korea, it is the author's imlpression that most felt
such a viewpoint was realistic and successful.

*2ulpepper(LM7) has reported the following soore from the start of
the Korean ::ar to 1 iar 53: Fhr East Air .orces losses - 711 USAF
aircraft (jets to ground fire - 217, in aerial co.ibat - 76, to other
causes - 65; props to ground fire - 27'; in aerial conbat - 21, to
other causes - 54).

United .ations aircraft losses were 73; 104 land-based US :arine
Corps aircraft were lost.
Continued - p. 83
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In those rare instances in which the flight surgeon feels that
a flyer is consciously attempting to avoid his flying responsibili-
ties, it is wise not to remove him from flying at all. Rather, ob-
servation should be conducted while the man continues to fly. To
remorse him from flying in such a case =-y fix sy=ptomatology and
provid., a convnnient medical justification for the flyer's failure.

The Royal Air Force has provided interesting figures(2 2 9) re-
garding the prognosis for return to duty of men who have broken in
combat. The determining factors were considered to be the degree
of predisposition toward neurosis present in the fl;yer, and the
location of the treatment facility. Although the degree of hazard
and stress encountered in the operational tour appeared to have
precipitated the breakdown, it did not affect the prognosis for
full flying duties.

For the Royal Air Force as a whole, 22.5- of men who had broken
were restored to full flying duties. Limited flying was pernitted
in 3.5' of cases. Suspension from flying occurred in 72,,, and ,9i•
wore hospitalized, lWhen treatment was carried out by the unit medi-
cal officer, however, 35," of a group of 286 cases were returned to
full flying. (One small group treated at Base level showed an 3,'
returm to full flying duties.) Suspension frr"' flying was neces-
sary in 20.5,6. and 'executive' flying was per.. tted in 31.5'. Hos-
pitalization was necessary in l.OQ of cases.

Treatment results were also reported by an RAF neuropsychia-
trist who treated a large group of crewmien who had completed more
than 100 operational flying hours. Of the group, 481' were restored
to full duty, and 12, to limited flying. Within this group were
272 men who showed no predisposition to neurosis. Among them, 71'
returned to full flying duties, as compared with only 14i of men
who were judged to be severely predisposed to neurosis.

Hastings, et al(244) divided the men who broke into categories:
operational fatigue and psychological failure. 43 cases of opera-
tional fatigue were treated by narcosis therapy. Of these, 70,20 re-
turned to combat flying. All but 3 of a group of 26 psychological
failures also received narcosis therapy. 191 of these returned to
combat flying. These figures are seen to be in close agreement with
the above findings of the Royal Air Force.

*Continue d.
Enemy losses: Destroyed - 780, including 611 12G-l5s; probably de-

stroyed - 139, including 112 Ia1G-15s; damaged - 853, including 775
MIG-15s (virtually all enemy losses were in air-to-air combat).
Other USAF activities: sorties flown - 604,017; vehicles destroyed

- 64,579; railcars destroyed - 8,612; bridges destroyed - 628; tanks
destroyed - 1.140; tunnels - 770; and troop casualties inflicted,
iJ4, 795.
The USAF casualty breakdown for the Korean Campaign (473) includes
544 dead, 47 wounded in action and 671 missing in action.
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Grinker and Spiegel(2h2) have reported the disposition of 820
returnee flyij officers who were discharged from the Don Cesar
convalescent H'ospital in the Zone of the Interior during World War
I1. 661,. of these mon were restored to full flying. Of a group
of 1960 flying enlisted men, only 22 9/10 returned to full flying.
The investigators explained the discrepancy in disposition of air-
men as due to lower selection standards, less understanding on the
airman's part of the need for early treatment, le3s personal atten-
tion from the flight surgeon and absence of a long term interest in
aviation.

Table 5 shows the results of treatment during a portion of the
Korean Campaign. The figure of 74.5" returned to full flying duty
is somewhat better than figures from World War II, indicating a
lighter operat ional load, and also medical support which had profit-
ed from the lessons of World War II.

Long-term follow-up evaluation of the effects of combat-induced
psychological reactions is beclouded by changing cultural and medi-
cal standards of diagnosis and treatment. Among World War II re-
turnees, the most frequently persistent symptoms were restlessness,
irritability, aggressive behavior, fatigue, lethargy, insomnia, sub-
jective anxiety and personality changes. Carlson and Rafferty(233)
conducted a follow-up study of 389 flying officers who responded to
a questionnaire after 4 years. Of the group, 531 were well enough
not to visit a physician for residua of their wartime reactions.
The duration of symptoms before diagnosis and treatment were found
to have a direct bearing on the persistence of residual effects.

DISPOSITION POLICIES

The military aviator has from earliest times filled a much
sought-after and highly voluntary role. In the days of the US Army
Air Corps the problem was one of keeping men out of aviation if they
did not seem suitable. As aviation grew to tremendous proportions
in World War II, it was inevitable that the available supply of
physically fit and properly motivated young men would be exhausted.
"Tjhen hostilities erupted in Korea in 1950, the crisis in procurement
of flyers reached a peak. In such an international crisis, the Air
Force called upon the men it knew were best qualified to prosecute
the air war. These men performed with great courage and steadfast-
ness, in spite of severe disruption of personal plans created by
recall for further service in a war which generated little enthusi-
asm. This personnel crisis was further aggravated by the fact that
the Air Force was undergoing a drastic shift from propeller to jet
type aircraft, and the average age of its flyers had climbed to over
30 years. The traditional policy of looking upon flyLng status as a
voluntary matter was put to the test during the period 1950-1952
among aircrcw being tr ined for combat, as has been noted previously.
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TABLIE

Disposition of Psychiatric Cascs from Care-of-Flyer lbports,
Far E,;•3't Air Forces - 1951

Full duty 146 (74.5,)
From DIIF 315
From qcarters 9
From hospital 22

Indefinite medical suspension 15 (7 o5)
Indefinite administrative suspension 2 (1.0%)
Transferred to hospital 31 (16,W/)
Undetermined 2 ( 1.05:)

In the face of this crisis, a new Air Force policy was formulated
and incorporated into Regulation 36-70. This stipulated that train-
ing leading to an aeronautical rating obligated the officer concerned
for crew assignments, including refresher training. In this and
other regulations, the basis for removal :rom flying status was set
forth: medical problems were to be handled medically, administra-
tive problems, administratively. A new category, 'Fear of Flying,'
was created which was to be diagnosed with the assistance of the
flight surgeon and then processed administratively, often with
punitive action. In evaluating such cases1 the flight surgeon was
directed to treat any flyer who was found to have a psychoneurosis
direcLly related to a 'fear of flying,' and upon completion of
treatment, the flyer was to be physically qualified to fly. Re-
fusal to fly would then be handled through administrative channels.

In practice, the medical aspects of AFR 36-70 have been im-
plemented in much the same manner as disposition of personnel in
non-flying categories. In fact, had such parallel procedures been
appreciated, the formulation of 'fear of flying' would not have
been necessary. In e valuating the man who shows a maladaptive re-
sponse to flying stress, the flight surgeon assesses the operation-
al load and looks for those clinical conditions which are his re-
sponsibility: organic and functional paychoses, non-psychotic
brain syndromes and psychoneurotic disorders. If such conditions
are found to exist, the flyer passes into medical channels. If,
however, no disease is found, or if the subject has a character
and behavior disorder, administrative channels are employed. Not
infrequently, the flyer with a nharecter and behavior disorder
will show transient, overlying psychoneurotic symptoms. It is
appropriate in such cases to offer whatever medical support is
needed to produce a remission of symptons, but eventual disposition
will be administrative in nature. Under stress of imminent medical
qualification for return to flying, such individuals may show per-
sistence of symptoms. The flight surgeon will have had an oppor-
tunity during the period of observation, however, to assess the
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importance of the underlying character structure. It should then b3
made clear to line authorities that medical responsibilities have
been met.

Phobic reactions may create unusual problems for the flight sur-
geon since the patient may seem quite normal on the ground and away
from the feared object or situation. Line authorities may find it
difficult to understand why such an individual is a medical respon-
sibility. In such instances, the flight surgeon should assemble his
facts with care, document the development of the phobia and, if pos-
sible, observe the patient's reactions when confronted with the
feared object. In some cases the phobia may be of less importance
than an underlying character and behavior disorder, eo that adminis-
trative disposition will be appropriate. The over-riding consider-
ation in these matters is to help the individual in a way which is
not detrimental to, and is understood by the group. Bond has rec-
ommended that disposition policies should concentrate on: (1) re-
moving casualties from the group, and (2) exerting control over
their assignments and promotions. In particular, methods should be
found to get rid of the legalistic, moral attitude which, in World
War II made it so difficult to ground a man administratively that
the procedure was avoided.

Inherent in administrative policies such as these regarding
flying duties are certain assumptions wiich may be open to question.
One of these is that men will not meet responsibilities unless
driven. Another is that it is dangerous to let the individual have
his own way because this will harm the group. Stanton and Schwartz
(481) have studied these attitudes as part of a detailed analysis
of interpersonal factors in the operation of a mental hospital, and
the interested reader will find much in this work of pertinence to
the authoritarian military setting. Bond has commented on such
viewpoints from his experience with the Eighth Air Porce in World
lar II. Among the arguments in favor of a atrict administrative
policy is the contention that it is necessary to punish any failure
severely if troops are to be 1'eld together under fire. Bond found
no episode in which a whole group of flyers broke, and his subjects
comprised the largest air force ever assembled, a force which under-
went very severe stress. Panic of an entire crew was extremely
rare. The case of a commanding officer is cited who had been unusu-
ally successful in combat previously. His squadron performed well
in spite of the fact that he never flew a mission. Further, 3ond
as well as other observers, found that combat lightened morale prob-
lems, and, in fact, the serious morale problems of the war arose
from keeping men idle, frustrated or useless.

Another argument for strict administrative policies is that
failure to punish will create a contagious atmosphere, and the reac-
tion will spread. Bond experimented with contagion by mixing 110
emotionally disturbed flyers with 550 healthy flyers at a rest camp
over a period of 9 months. On follow-up, 6 of the 550 weýre removed
from combat for emotional reasons. During this association, the
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healthy crewmen continually upset the ill with their vivid discus-
sions of combat. That healthy crewven more readily understood the
man who broke has already been noted. At times, crews will even
protect members who are popular, although ineffective.

One important argument against strict personnel policies is
on a scientific basis: If a policy serves to humiliate the indi-
vidual, for exa-nple, brand him as a cowar-d, he will exert great
effort to escape such a label. He will often circumvent the poli-
cy through other avenues, and will have the a--4.stance of those
who view his problem sympathetically. These ... es are, as noted
before, the disguised forms of fear, masquerading under a different
name, whether it be acute upper respiratory infection, or defective
depth perception. From a scientific standpoint, therefore, ade-
quate statistics are impossible and those obtained are rendered
meaningless. An even greater danger is the fact that intelligent
people may begin to deceive themselves.

In general, strict policies have a quality of 'negative
leadership' which underestimates human grasp and understanding
of the needs of their society. The successful military leader
S111 so indoctrinate his men that the importance of what they do,
auid how they accomplish it, will be taken for granted. Such a
leader, then, will show the way and be a living example to his
maene
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CHAPTER X

NEUROLOGICAL PIUBLE1I

The principle problems of a neurologic nature which concern the
flight surgeon are those pertaining to transitory loss of conscious-
ness, epileptic phenomena, and late management of craniocerobral
trauma. This section will emphasize only special areas. The reader
should consult one of the standard texts in neurology for a more gen-
eral and detailed discourse.

The more frequent causes of transitory loss of consciousness in
aviation medicine are the various types of 'syncope,' epileptic phe-
nomena of one kind or another, and psychogenic seizures. In the
every day practice of medicine such attacks are commonplace and the
busy practitioner often pays little attention to them. In the special
field of aviation medicine, however, loss of consciousness under any
circumstances becomes a matter of great concern, and the explanation
for the episode must be established whenever possible, The flight
surgeon will rarely witness such attacks personally, and must often
devote time and effort to obtaining an accurate account from lay ob-
servers. Flyers themselves may be understandably vague in describing
such occurrences, or may frankly attempt to rationalize or conceal an
attack. Therefore, the flight surgeon should have cardinal clinical
features clearly in mind to aid him in establishing the correct diag-
nos is.

SYNCOPE

Vasodepressor Syrc2pe: This is the most comnion type of syncope
and occurs under a wide variety of circumstaices. The most frequent
causes are fright, overpowering anxiety, sight of blood, pain, trauma,
noxious agents, and a variety of other stresses. The patient who ex-
periences such an attack often feels himself slipping away and may re-
port that "everything went black." There occurs a reduction in blood
pressure owing to dilatation of the vessels in the periphery and the
viscera with consequent pooling of blood, cerebral anemia and loss of
consciousness. This type of syncope occurs mainly in the erect posi-
tion and may be relieved in the recumbent position. Engel(1h5) has
observed that, "...if the period of unconsciousness exceeds 15-20
seconds and particularly if the patient is maintained erect while un-
conscious, a brief, usually mild clonic convulsion often ensues."

Orthostatic hp on n. This is a co.-mon condition in which
cerebra -anemia is produced by failure of vascular reflexes to main-
tain peripheral resistance in the upright position. Loss of conscious-
ness results if the process is not corrected by change of posture or
muscular contractions, particularly motion of the lower extremities.
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Other stresses, such as fatigue, chronic debilitating conditions,
unfavorable body heat balance, vasodilating drugs and psychological
factors may contribute to the onset. It is differentiated from
vasodepressor syncope by its occurrence only in the upright posture.
There is a greater tendency for the condition to be repetitive; on
the other hand, it is amendable to p1,ysicol oonditioning to •ome ex-
tent. A closely related conlition is chr•+nic orthostatic h.etnsion,
in which there is a defect of the autonoT7ic norvous system proýducing
continuous hypotension and frequent syncope in the upright position.
The latter condition is inconpatible with military duty of any sort,
while simple orthostatic hypotension, the sy>npto%, may be correcti-
ble by a period of physical reconditioning.

Intolerance to Positive G-Forces. In this condition, cerebra]
anemLa=- 7r:=•u•cny cenýEf-uea-1 e which causes reduction in
circulating blood volume, pres wably due to shift of blood to the
splanchnic area and lower extrunitics. Any degree of disturbance
from confusion to complete syncope may occur depending on rate of
onset, intensity and duration of positive g-forces. Normal levels
of tolerance have been established by repetitive centrifuge and in-
flight tests on large numbers of personnel, however, these levels
are variable, depending on physical condition, knowledge of methods
of increasing peripheral resistance by muscular contraction, and
motivation.

HE~entilation. Engel(l15) states that hyperventilation may
lead to syncopal sympto.s through at least four different mechan-
isms: decreased arterial carbon dioxide level, vasodepressor syn-
cope, hysterical syncope and postural hypotonsion. The most fre-
quent manifestations are numbness and tingling of the hands, feet
and face. Disturbances of consciousness are next in frequency,
e.g., dizziness, lightheadedness, giddiness or faintness. Tetany
is seen in extre.-ie cases. a.otional lability often accompanies
the state of impaired consciousness.

Cough S rncope has recently been reviewed by Derbes and Kerr.
(177) These investigators describe the phenomenon as a symptom-
complex characterized by the occurrence of loss of consciousness
preceded by coughing. In certain instances there may be accompany-
ing convulsions. Of 290 collected cases, 97) were men and 75. were
between 35 and 60 years of age. The peak of incidence was in the
fifth decade. The cough is usually dry, violent and frequently
paroxysmal. The cougher is usually a robust male, possessed of a
gregarious personality, who overindulges in the pleasures of eating,
drinking and smoking. He is usually subject to frequent upper res-
piratory tract infections, often has pulmonary emphysema %nd some-
times bronchial asthma. The syncope is usually sudden and totally
unsuspected, and injury may occur.

Disturbance of Consciousness Due to the Paradoxical Effect of
O e This is a condition which has recently been reviewed anT

Ia7d by Shirley.(433) It is seen especially in young
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Individuals v'o have exercised heavily and/or been hypoxic for a
period of tim.e When such a period is terminated by inspiration of
oxygen, severe disturbances of consciousncss have been known ti oc-
cur. Noell(486) surveyed a group of 180 German University students
and found that two subjects demonstrated this effect. The post-
hypoxic paradox effect can be produced by use of the decompression
chamber, by an oxygen-poor gas mixture or by re-breathing provided
a carbon dioxide absorbant is used. The role of hyperventilation
in thi3 phenomenon is difficult to assess since it has been noted
that the effect is more obvious if, during hypoxia, ventilation is
voluntarily exaggerated. No evaluation of the incidence of the post-
hypoxic paradox effect has yet been carried out among flyers. Such
a disturbance could be critically important to the flyer who dis-
covers that he has been hypoxic and abruptly switches to 1000' oxygen.
Grandpierre(484) has outlined the effects of hypoxia and subsequent
re-breathing of oxygen as follows: (1) apnea, (2) decrease in heart
rate and fall in blood pressure, and (3) incoordination, euphoria,
errors in judgment, disappearance of slow EMi waves caused by oxygen
deficit, and fall of cerebrospinal fluid pressure.

Disturbances of consciousness have also been observed in flyers
who have performed the Valsalva maneuver too vigorously in flight
with the mistaken notio-n t uch a technique will counteract g-
force. Not infrequently, syncope occurs among othen-rise healthy
males after voiding an excessively full bladder. This has been ob-
served particularly when the subject has just awakened, or is in a
relaxed, fatigued state. This reaction is si'ilar to the acute col-
lapse of the elderly prostatic whose bladder is drained too precipi-
tously, or the patient from whom large amounts of fluid are removed
by thoracentesis.

EANAGI-ON1T

Vanagement in cases of unexplained disturbance of consciousness
begins with thorough diagnostic study. Because of the highly special-
ized nature of many of these studies, referral to a diagnostic center
will often be required. The present Air iFbrce idical Service policy
is highly restrictive and has had a marker4 effect on management.

The requirements for flying fitness as outlined in Air Force
Manual 160-I ar6 the foowing with respect to syncope: For Classes
I and IA paTragraph 106b(27), syncope is "...disqualifying except
when (a) caused by pain following a severe injury, (b) during conva-
lescence from an acute infection or severe illness, or (c) from
severe blood loss. Failure to maintain the strean of consciousness
ThT1known reasons or for such reasons as minor trauma or epilepsy
is regarded as incompatible with qualification for flying duty." For
Classes I, IA, II, and III, A•1I 160-1 dictates disqualification for
display of faintness or syncope of orthostatic nature,
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This policy with respect to flying fitnes3 is not without com-
plications. Collins((82) has recently evrlluated its effects and
has noted that there has never been any scientific investigation
of the incidence of fainting episodes in the general population or
in selected groups. In a study of 300 basic atrmen, Collins found
a history of fainting in 22.3 0. Of those giving a positive history,
42,, or 63,' stated that they had fainted only once, and 82, were in
the "once or twice only" category. Of all the fainting episodes,
83% occurred -hile in the upright psition, and 74l were preceded
by symptoms of weakness, light headedness and sweating, suggestive
of vasodepressor or orthostatic syncope. A thorough review of Amer-
ican and British literature does not confirm the generalization that
a history of a single episode of fainting is an indication of a
tendency to faint.

Collins' data suggest that fluctuations in the thoroughness of
processing of men entering flying training may permit entry of more
Ifainters' than is realized. In an evaluation of medical disquali-
fications at a trainee physical processing unit during a 1-year
period, the percentage of the total disqualifications that were due
to fainting varied from month to month, ranging fion 0 to 20.

Although Central Aeromedical Evaluating Centers follow the sus-
pension policZ strictly, Collins found that this is not adhered to
at Base level: of a total of 15,269 suspension actions taken through-
out the Air Force during the 4-month period August through No-.nber
1955, there were 29 diagnosed as symcope of various types or of 'un-
determined cause.' N1l:.eteen of these were cleared for flying at
Base or numbered Air Force level, often withoout evidence of adequacy
of causation presented with the diagnosis. A total of ten cases,
including three of the symcope cases and a variety of other condi-
tions such as 'epilepsy,' 'convulsions,' 'amesia' were either elim-
inated from flying training or referred for further evaluation and
disposition. In addition to these cases where the episode was made
a matter of record one might correctly assume that other cases were
not reported.

Collins' study, therefore, provides evidence that the criteria
for flying fitness in cases of syncope have had a suppressing effect
upon the primary principle of management: thorough diagnostic study.
It should be noted that this policy is somewhat unique. Conmercial
airlines in the United States(23) and the Air Forces of other coun-
tries(h88) handle such cases on an individual basis, following
thorough study.

Other aspects of management of syncope are determined by ýhe
underlying causative factors. The flight surgeon can assist hin-
self and his flyers materially by instracting them in preentive
measures, many of wnich are in the area of good personal hygiene.
Romano, et al(161) provide a useful illustration of the learning
process in reducing the occurrence of vasodepressor syncope: 78
subjects were exposed to deco.pression sickness in the altitude
chamber at altitudes of 35,000 to 38,000 feet. On the first flight
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18% developed vasodapressor syncope; by the seveTnth fliMht the inci-
dence had fallen to 2% in spite of the fact that the incidence and
severity of the decompression sickness rcnained essentially the same.
In addition to instructing his flyers in recognizing and forestalling
faints, the flight surgeon should indoctrinate them in the manifesta-
tions of such attacks so that they can be adequatel-y describod to
medical authorities.

EPILEPTIC DISORDERS

When a pilot suffers an attack of syncope with associated con-
vulsions, there is axi almost universal attempt to rationalize it as
a benign occurrence unrelated to epilepsy. The hazards involved in
,.armitting seizure-prone individuals to fly are self-evident. Al-
though clinical epilepsy affects only about one-half of one percent
of the Iopul .tion, approximately one-third of all clinical epileptics
experience their first attack after reaching the age of 21. On the
basis of these figures, we must expect to see develop within our fly-
ing personnel population a number of clinical epileptics. The flight
surgeon must, therefore, develop a high index of suspicion regarding
seemingly innocuous faints.

The epileptic disorders which present the greatest difficulty to
the flight surgeon are the minor seizures. For the sake of complete-
ness, however, a description of major seizures is presented as well
as some consideration of differential points in diagnosis of the
various minor seizures.

Major Epileptic Seizures: The majority of cases seen in the
military setti7g are ofthitype. About two-thirds are preceded by
some type of aura, frequently referred to the epigastrium. The aura
may also be noted as a twitchin.i or tingling in the periphery of one
extremity. There are occasionally seen psychic auras of horror or
fright, or auditory or visual auras. An epileptic cry often precedes
a major attack and is caused by spastic thoracic and abdominal mus-
cles expelling air through the glottis. The seizure itself is usual-
ly a tonic-clonic convulsion, although occasionally there may be
simply a tonic seizure with few or no movements. In the usual case
the subject foams at the mouth, may become deeply cyanotic, may bite
his tongue or cheel: or otherwise injure himself. The pupils are
usually dilated and rarely react to light. The corneal reflex is
abolished and the sphincters are relaxed. Following the seizure the
patient passes into a deep sleep and during this period shows signs
of nervous exhaustion; the deep reflexes may be absent, a positive
Babinski sign may persist for hours, the patient may be unable to
understand spoken words and may show facial weakness or nystagmus.
At times his behavior may resemble a phenomencn known as 'post-epi-
leptic automatism.'
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Minor Epileptic Seizures: These include psychomotor and petit
real at=tc s. T4t tthis group which rcluirocs the flight surgeon to
be espacially alert, since it co-'pics one-third of the epileptic
disorders he will encounter. H1 should be suopicious of any com-
plaint of faints, odd sensation•, "jc;Ir, or uniual bcihavior. Such
attacs m!.y exist for sereral y :rz before bcco-inZ clinically recog-
nized riajor epilepsy. Whatever the ultimate coursc and prognosis,
the effect of such attacks upon ability to function safely and effi-
ciently as an aircrew member is of primary concern.

Pyomotor Epilepsy: Gregg and Rose(179) note that these at-
tacks zy bogin at ary age, but are primarily a disease of adults.
If the seizure has begun after the second decade, the possibility of
petit mral epilepsy is essentially ruled out. The diagnosis is usual-
ly made by taking a careful history. Patients, and certainly flyers,
are reluctant to discuss such bizarre epirVdes because it is feared
that the story will be misinterpreted as evidence of insanity. Fre-
quently the minor seizure can be detected only by direct questioning.
Psychiatric symptomatology is quite common in established cases.
The psychomotor epileptic frequently presents a management problem,
therapeutically, economically and socially. He is generally hostile,
quick to project and then seek revenge against authority. rarely
does he have a good work record, losing positions as much through
emotional instability as seizures. He is eager to gain attention,
often gets into trouble and is generally a poor marital partner.

An aura is frequently present in psychomotor seizures, and
movements are us'aally semipurposeful, involving the limbs individu-
ally. Wandering about and gustatory movements are common. Jargon
or grunting sounds are common and incontinence of bladder and
bowels is not infrequent. If one questions the patient carefully
after an attack, he is invariably found to be confused.

Petit al Epilepsies: According to .ennox(187) this is pri-
marily a- iorder ohildren. It consists of brief (5-30 seconds),
frequent lapses of consciousness. There is almost never an aura,
the patient is usually immobile and muscular movements, if any, are
restricted to :egular, rhythmical, clonic jerking, usually at the
rate of 3 per second involving the eyelids or brows, rarely the
head and arms. They begin and end suddenly without aura or post-
ictal confusion, and do not last as long as psychomotor attacks.
Jargon, grunting sounds and incontinence are rare. Psychiatric
symptomatology is uncommon, the mentality and personality remain-
ing intact despite thousands of attacks.

Lennox also includes in the group of petit mal epilepsies two
other kinds of seizures rnown as myoclonic epilepsy and akinetic
epilepsy. Pyoclonic epilepsy is characterized by sirgle contrac-
tions of the flexor m-scles of one or both limbs, occasionally of
the trunk musculature. There is no loss of consciousness.
Akinetic epilepsy, rarely occurring in adults, consists of a sudden
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loss of postural tone. Without warning or muscular movomont the
child collaps3es. Usually the patient rises immediately, but may lie
for several minutes. Almost never is there alteration of conscious-
ness. Except for the lack of an emotional excitant, the episodes
may well rc.-amble cataleptic attacks.

Penfield and Jasper(190) have added a fourth type, petit ral
autmati'n', to the group. It occurs only rarely, and may'-einimis-
t1nEgul•e from the psychomotor seizure in that there may be lip-
smacking, fumbling movements of the hands, and wandering about in a
confused manner.

Photically-activated seizures are an unusual occurrence among
alrorew, but may be produced in rare, predisposed individuals. Most
commonly, it results from the rays of the sun flickering through the
rotating blades of a propeller. Photic epilepsy is a possibility to
consider in unexplained helicopter accidents. Continuous flicker is,
in addition, a very unpleasant experience, and in helicopters it is
important to provide some form of overhead shielding for the crew
during cross-country flights.

PSYCHOGENIC SEIZUFES

In a sense, many attacks of vasodepressor syncope will be found
to be initiated by psychic mechanisms, e.g., fainting at the sight
of blood. Other seizures, relatively uncommon in flyers, have dif-
ferent characteristics and have been referred to in the past as
thysterical' in nature. When first seen, such attacks may resemble
epileptic phenomena, particularly grand meal epilepsy. Grinker(180)
has observed that "...such attacks do not show the progression of
tonicity, there is not the deep unconsciousness, and the convulsions
are not orderly. There is a peculiar, grotesque excitability during
which the patient is never completely unconscious. The convulsions
usually occur after some emotional disturbance, and lack the peri-
odicity of the epileptic; and finally, the hysterical personality is
present. The spells usually occur in the presence of others and the
patient rarely is injured." This reference to the 'hysterical per-
sonality' indicates that in such cases it is usually possible to es-
tablish a diagnosis of a character and behavior disorder from the
lWfe history and present personality of tho subject. Freque. tly the
pattern is one of immaturity and collapse under minor pressures. At
times, the lapse of consciousness may be of longer duration, for ex-
ample, a fugue or amnesia. Such cases are also understood in terms
of lifelong character and behavior patterns.

CITNIOCEYRB1BAL TRPAUM

In this age of rapidly moving automobiles and high performance
aircrafts accidents and complicating head injuries have become



commonplace. It is not within the scope of this Dopartrýnt to enter
into the management of the acute problem= of craniocerebral trauma,
but the delayed effects and their proper management are a portion of
the flight surgeon's duties with which he must have sone famA.iarity.

The flyer who has bcn grounded for a head injury frequently
puts great pressure upon his flight surgeon to restore him to flying
status or to reevaluate him at intervals of time too brief or fre-
quent to alter his status. The requirements set forth regarding
suspension of flying personnel in AFN 160-1 are rigid, but neverthe-
less well founded. In car-es where regulations prescribe grounding
for definite periods of time, it does not solve the flight surgeon's
difficult patient-physician relationship to refer his problem back
and forth to the neurological consultant unless it is for follow-up
care over and above the question of flying fitness. The flight sur-
geon should brief his patient fully on the precautions uttich must be
followed after head injury and be prepared to outline the possible
complications.

Walker has prepared an excellent monograph on the subject of
post-traumatic epilepsy(195) from which matters pertinent to the
flight -"rgeon have been abstracted. What is the likelihood of de-
velopment of seizures following head injury? Obviously, the greater
the degree of evident damage to the central nervous system, then the
more the likelihood. The frequency of post-traumatic epilepsy is
directly related to the severity of the injury, i.e., the extent of
cortical involvement. Injury is recognized by loss of consciousness,
hendparesis, aphasia or excitatory focal manifestations of cerebral
damage at the point of the blow, such as Jacksonian seizures or
localized EDG abnormalities. At a later date, despite the absence
of these signs at the time of injury, brain damage may be detected
in the form of brain atrophy on pneumoencephalographic examination,
It is portant to understand that post-traumatic ep ilepsy can
eveop without these evidences, although their complete absence

makes the diagnosis of post-traumatic epilepsy difficult to
substantiate.

Post-traumatic convulsions usually begin within 2 years of the
cerebral injury. If the interval is longer than this, other causes
should be considered. The incidence of epilepsy following closed
head ur averages 2.5 to 3.5%. An analysis of several ser-iesof
c-as o-T--pen wounds of the head indicates that approximately 30Z
are followFe-ly's-- ures. The variation from one series of cases
to another ranges from 4.5 to 49%. The presence of irfection fol-
lowing injury increases the likelihood of seizures. Lesions lo-
cated in or near the central sulcus also increase the chance of
seizures. Thus, parietal wounds are much more prone to have a com-
plicating epilepsy than frontal, temporal or occipital wounds.

Pneumoencephalography and electroencephalography are two useful
clinical devices with which to evaluate the extent of craniocerebral
trauma. In clo-d head injuries the pneimoencephalogran asually is
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normal or shows a syrnatrical dilatation of the ventricles. According
to Walker, 87% of post-traumatic epileptics show an abnormal pneumo-
encephalogram. In cases of penstrating head injury, the findings m=y
be bilateral ventricular enlargement with an outpouching at the sit3
of the skull defect, unilateral ventricular enlargement with outpouch-
ing, or simple unilateral ventricular dilatation on the side of the
lesion. These ventricular changes are not peculiar to post-traumatic
epilepsy. They can be found in a non-selected group of head injuries,
but the incidence of severe ventricular distortion is higher among
epileptics.

Electroencephalography at rest occasionally shows in c'tute head
injury abnormal wave bursts such as occur in idiopl-thic epilepsy.
These may be associated with convulsive attacks. When epilepsy has
developed as the result of a brain injury, the EDG is almost always
abnormal. The changes are usually localized, but occasionally gener-
alized disturbances are present. Focal delta (1.0-3.5 per second)
activity, spikes or sharp waves suggest brain damage. These are usu-
ally constant in location. A normal EEG does not rule out jost-
traumatic epilepsy. Walker reports 8T norMa tcachgs among known
seizure cases. dhen activating techniques are employed with electro-
encephalography (e.g., hyperventilation, photic stimulation, intra-
venous niedications) existing patterns may be exaggerated. Metrazol
tends to aggravate abnormalities present before activation, and may
induce auras and seizures. However, there is no relationship between
the frequency and number of attacks which the pa-ent has had and
their occurrence with metrazol activation.

The seizure in post-traumatic epilepsy' is focal in 80, of cases.
There may or may not be a spread resulting in a generalized convulsion.
It is not uncomnion to see these attacks in the form of petit mal or
grand mal seizures without a localized aura. True Jacksonian seizures
are rare. Those patients having no aura have a high incidence of
frontal wounds; those with a motor aura, frontal and parietal inju-
ries; in the group with sensory aura, wounds predominate in the parie-
tal region. The aura itself may be motor, somatosensory, visual,
vertiginous, auditory or epigastric. Some auras are highly complex
and bizarre.

The Department of Neuropsychiatry of the School of Aviation Medi-
cine, USAF recommends management of cases of craniocerebral trauma
according to a strict interpretation of the requirements for flying
fitness as outlined in AFi 160-1. Chart I sets forth these criteria.
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CHARt I

DISPOSITIulU IN CiT A - AIR FCDR, , AT;UAL 160-l
COrPLIGATION CI33 z 1 IA _ CLTA'3.3 F

Unconsciousness Less than 15 minns., accep- 15 i.ins. or more,
table; 15 mins, to 2 hrs., observe one year and
observe for one year. reevaluate at that
Over 2 hrs. unacceptable. time.

Amnesia Less than 15 rins., accep- if3 rins. or -mcre,
table; 15 rins. to 4 hrs., observe one year ani
observe for one year. reevaluate at that
Over 4 hrs. unacceatable. tiie.

Focal neurologic Not acceptable Indefinite suspension
signs (paralysis)
weakness, sensory
disturbance con-
vulsions_)
Post-traumatic lEject 1? over 3 months Suspend indefinitely
headache in duration, if over 3 months

duration.

Personality Unacceptable Indefinite suspension
change or intel-
lectual deteri-
oration
Depressed frac- Unacceptable Indefinite suzsension
ture or bony
defect
Craniotontr Unacceptable Suspend for one year,

regaress of cause.
fractured skulT Acceptable if unaccompanied Suspend for one year,

by above complications, no then reevaluate.
sequelae for one year,
present examination
negatiw..

Fbeal brain in- Unacceptable Suspend for at least
jury or dural one year.
damage
Convulsions Unacceptable Indefinite suspens ion
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"DIGIIOSTIC PROCEDUM3 IN LOSS OF COi2CIOUSI3SS

The flight surgeon confronted with a flyer who has suffered a
transient loss of consciousness has a wide range of clinical condi-
tions which might offer an explanation. The following detailed list
Includes most of the known causes for episodes of this sort:

Epilepsy Diabetic coma or hyperinsulinism
Vasodepressor syncope Carotid sinus hypersensitivity
Hysterical syncope Cardiac disease
Hyperventilation Hypertensive cardiovascular
Hypoglycemia disease
Physical exhaustion Brain tumor
Dehydration Head injury
Sudden increase in Cataplexy

intrathoracic pressure '4igraine
Blood loss Familial periodic paralysis
Drug sensitivity Uremia
"Chronic infection or 11yasthenia gravis

toxic disease

An adequate, searching history of the episode of unconsciousness,
and of the background data are vital to the diagnosis. This data must
be compiled from others as well as the patient. This is especially
important if referral is contemplated to a consultant, in which case
the data should be organized and sent with the patient. Attention
should be directed to the family history of like attacks, birth his-
tory and the occurrence of severe infections in childhood.

Other clinical studies may include those indicated from the fol-

lowing list:

Laboratory

Urinalysis Spinal fluid study
Complete blood count Skull and chest x-rays
Serologic tests
Blood chemistries: Glucose tolerance,

calcium, potassium, etc.

Other Studies

Exercise test Electrocardiograph
Carotid sinus sensitivity Electroencephalograph
Hyperventilation Pneumoencephalograph
Posture changes Psychiatric evaluation

Treatment of Convulsive Dis-orders: Although the flyer who develops
seizures is no I-onger peitted To fly, the flight surgeon may continue
to follow and treat such patien's with one or another of the anticon-
vulsant medications. Attached iL Chart II pertaining to antiepileptic
drugs from Kaufman and Isenberg.(185)
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CHAPTER XI

PREVENTIVE PSYCHIATRY IN THE AIR FORCE

Air power means a strong retaliatory force in-being. This im-
plies that all components of an Air Force are in a state of constant
readiness and mobility. The medical service reflects this in its
policies, activities and staffing. Every airman is viewed in the
light of his ability to function with m'.ximum efficiency, and the
medical service constantly must reevaluate its methods of insuring
continuing efficiency of the airman throughout his period of service.
It has been found in the course of such evaluations that prevention
of disease is possible, and that prevention is economical in money,
man-hourc, and in getting the job done.

The military services have been outstanding in the development
of preventive aspects of medicine. Hygiene and sanitation, the con-
quest of malaria, the development of protective equipment, and the
history of aviation medicine itself are bright pages in the annals
of medical history. Psychiatry has also felt the impact of this
emphasis on prevention. The Civil War and World War I witnessed
some of the early efforts in this special field. It was not until
the latter part of the Second World War, however, that ideas began
to crystallize into what is now recognized as a preventive psychi-
atric program.

It has been customary in the past, when discussing preventive
psychiatry, to become involved in rather esoteric discussions of
morale, leadership# and the like. As our experience has grown, we
have come to realize that it is not necessary to be vague and philo-
sophic, but that certain practices of management can provide a
reasonable assurance of good morale, and can serve as a guide to
the Commander.

The basic precept of all preventive psychiatry is this: Effec-
tive job performance requires good motivation; good motivation, In
turn, requires attention to the welfare and the orientation of the
individual. Morale is a highly dynamic phenomenon with many appar-
ent contradictions. For example, although morale and motivation go
hand-in-hand, they may be independent of material support and welfare,
e.g., an attack or disaster in the homeland may witness surprising
morale in the face of great deprivation. Conversely, morale and
motivation may be dismally low despite material comfort and security
if the individual considers his efforts futile. Morale is a group
phenomenon: The members must see the obstacles be'ore them, know
why they are there, and know that all members are shouldering the
load equally.

The flight surgeon is an active participant in preventive
psychiatry at all times, simply because low morale means some airmen
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will get sick and won't care whether they get well or not. The
flight surgeon must, as a preventive psychiatrist, go to meet the
problems at their source and not wait to find them in his dispensa-
ry. He must have a keen nose for failing leadership and personnel
policies. He must miticipate them, and even more, he must have a
ready fund of knowledce of what happens when principles of preven-
tive p:Iychiatry ara violated. He will not be alone in this field,
but will work with a varied group of sinilarly dedicated people:
The Squadron Cormander, the Personnel Officer, the Chaplain, the
Provost Marshal and the Judge Advocate. All of these, under the
Commander, are vitally concerned with the welfare and orientation
of their men. Because the field may seem crowded, the flight sur-
geon may not appreciate the particular contributions he can make
by virtue of his training and position. It is the purpose of this
discussion to highlight this contribution and to indicate his inter-
action with the Commander.

THE CC•4ANDER IN PEV124TIVE PSYCHIATRY: COM3AT

Although the flight surgeon is intimately concerned with all
of the measures employed here, nevertheless, they are not a primary
medical responsibility. It is quite apparent, however, that these
measures effect morale tremendously.

Training. Good training means emotional preparedness. The
ability to behave aut=.atically in a tirme of danger may well be
lifesaving. One of the most threatening aspects of combat to the
flyer is his passivity. The ability to do something purposeful
has tremendous value. To anticipate danger with purposeful famili-
arity is a result of good preparation. Training, not just in op-
erating the aircraft, but in escape, evasion, and techniques of
survival provide inestimable emotional support. Most fear is fear
of the unknown. Good training can identify and lIspel many need-
less fears.

Rest and %habilitation. The importance of 'i&R' was redis-
cover•- y-•r forces in - ,or1d War II after neuropsychiatric losses
among combat flyers and troops became dangerously high. For example,
in the Italian campaign in 1944 it was noted that 15-20ý of the
total non-fatal combat casualties were psychiatric, Our combat in-
fantrymen were foumd to reach their peak of effectiveness in the
first 90 days, following which their efficiency fell off. The so-
called breaking point was reached in 200-240 combat days. In marked
contrast to this was the British estimate that their infantrymen
would last about 4OO days due to their policy of pulling men out of
the line at the end of 12 days or less for a 4-day rest period.
The Americans at this time were staying in the front lines 20, 40,
occasionally 80 days. The 'i&R' has now become a well-established
policy for combat personnel. Where feasible, rest camps and centers
can be established away from the combat area. This practise was
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followed in Europe in World War II. During the Korean campaign it
was possible to give airmen 5-day 'RER' leaves in Japan, and this
measure contributed greatly to the morale of the men. Other areas
of the world, such as Arctic stations rrovide similar opportunities
during peacetime. The important feature in the 1PR0 leave is that
it gives the fighting man a regular 'breather' before the combat load
becomes so heavy that he begins to break under it.

Rotation. The fighting man needs a rest. He also needs a goal.
Vhen Torsses e heavy, he maintains hope by knowing that he has a
chance of coming through the experience alive. There were times when
the Eighth Air Force in England in World War II suffered such severe
losses that an airman seemed not to have a rmathematical chance of
surviving more than a certain number of missions. I1assion tours were
thus established to give each man more than a fighting chance. The
importance of rotation policies for morale was clearly in evidence
in the dark early days in the Korean campaign when the manpower situ-
ation did not yet permit placing a policy in effect. Observers have
noted one negative effect of rotation policies, however, in that
personnel are constantly arriving and leaving except in those cases
where an entire unit rotates. Under these circuzztances group identi-
fication is more difficult to achieve and there nay not be the
performance one finds in a tightly-knit fighting unit.

Replacements. As personnel leave the cor'ibat theater, they must
be replaced by well trained men who can step into their duties. The
new replacement has special problems when he arrives in a new outfit,
a stranger to the men and to the land where he must risk his life*
The early adjustrznt period for him is often acute and difficult.
This can be overcome to a considerable degree by a realistic training
and orientation program to fit him into his work.

Limited Duty. It is important that each man be used to the ftull-
est extent Lossible. If a man is a ps:ychiatric casualty as a resul1
of his combat experience, it is frequently possible to enpicy him in
non-combat duties. This goes a long way in preserving h-is pride and
self-respect. I~e does not, then, have to retain neurotic symptcms
as evidence that he was sick and unable to go on. Euring the iorean
campaign rany psy-chiatric casualties were rehabilitated for continued
duty in Korca and Japan, and these men rendered excellent service.
They were not evacuated back to the States to become chronic
psychiatric cripples.

TIM CO2VTM. I1 PREVEi7 VT S PS.3ZiLATHY:

There are many measures in war and in f eace which can give the
individual a feeling of self-rcspect and imiortance. These have to
do with location of duties, the capacity in wliich he serves, the ex-
tent to which he is used sensibly in ,ettingf the job done, and the
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recognition he receives for doing his job well. Implicit in this is
the thought that the individual airman can, at times, be singled out
for special handling, if the situation and the person warrant it.
Beyond the job itself are such matters as the wmy the airman spends
his leisure tiz:, the facilities which are provided for his use,
and the opportunities for self-advancement.

All of these matters are the responqibility of the Commander.
To assist him he has a Character Guidance Council set up by Air
Force Regulation to evaluate morale and recommend programs to
strengthen it. The Council includes the Surgeon, the Chaplain, the
Personnel Officer, the Judge Advocate, the Provost Marshal and the
Squadron Coriaanders. The Surgeon has a special role in this work
and it is of great importance that he appreciate this.

THE FLIGT SUMEON IN PiPVENTIVE 0SYCHIATRY:
"G- 1I E-AL DUIFS ..

As noted previously, everything the flight surgeon dces feeds
directly into morale. He need not practice psychiatry, and certain-
ly does not have to be a psychiatrist to render support to a pre-
ventive psychiatric program. Whether he is inspecting mess halls,
attending a briefing, or examining ears on the flight line, he is
boosting the emotional strength of his men.

Certain duties have a more direct psychiatric Inplication.
Among these is the proper administration of the AE.. Any compre-
hensive program in preventive psyc.hiatry logically'begins with se-
lection of the right man for the right job. It is important, there-
fore, that the flight surgeon learn what makes a good flyer, and
learn to recognize this among Cadet applicants whom he examines.
Combined with this empathic knowledge must be a reasonably standard-
ized approach to the AiA. interview which insures an adequate
evaluation.

Sick Call is an activity of the flight surgeon which requires
much =T]ica--acumen. Many sick call problems are emotional in
origin. A flyer or airman comes to see the flight surgeon because
something about him hurts and he is uncomfortable. The skillful
physician will recognize that the cause of the hurt may lie in any
of several areas beyond the anatomical. Nevertheless, the pati'nt
requires timep attention and skillful exaaination as indicated.
Mich work in t'ie dispensary succeeds by virtue of its awareness of
the emotional aspects of illness, but the flight surgeon engages
in psychiatric techniques such as direct interview therapy with
relatively few of his patients. It is his inner awareness of tue
psychiatric aspect of his work which is important.

A third area where the flight surgeon's work has many direct
and indirect implications for the emotional welfare of the group
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is in his handling of dinis and of r. Grounding the
flyer is u function oi the flight surgeowhlich may make the latter
feel as though he is "da'ned if he does, and damned if he doesn't."
Because it is an emotionally charged situation, certainly where the
presenting problem is a psychiatric one, the action which tlio flight
surgeon takes has many implications for the Group. In a combat
theater, he cannot ground flyers too readily. '.hen he does, he must
have sound medical reasons for doing so. lie is in the difficult po-
sition of having to differentiate between the man who won't serve
and the man who can't serve. The latter is his clear-cut medical
responsibility, and he must be alert to recognize him and diagnose
his condition accurately. The flight surgeon must be cautious lest
his own punitive feelings creep into the picture. For example, he
may disapprove of the flyer with VD., but he need not ground all
flyers with a venereal infection. The flight surgeon will be hurt,
and his men will also suffer, by a reputation for grounding too
strictly or too leniently. If the flyers know he wants to keep them
flying, and to clear up their problems before grounding is necessary,
they are not likely to avoid him or go elsewhere for treatment.

TEACHING A3PECTS OF THE FLIGHT SUMEOA'S ''WORK

The flight surgeon has many occasions on which he addresses
large or small groups of flying personnel. The occasions may range
from the monthly flying safety meeting to a session on first aid
techniques. He quickly comes to realize that his role as a teacher
ranks at least as high as his clinical duties. As a teacher h3 will
find his flyers to be inordinately interested in the psychology of
man and of themselves. In the more informal sessions, this will
show itself in numerous questions centering on psychological problems.
Spontaneous, informal discussions of this kind can be meaningful and
corrective to the participants, and can be utilized and indoed ex-
ploited by the discerning flight surgeon. Logical clear explanations
of anxiety, its purpose and its manifestaticns can be made; delinea-
tiun of present environmental stresses can also be pointed out, and
their impact on the individual with the fornation of varicus symp-
toms. Flyers as a group are keenly intelligent and can utilize a
sensible presentation of psychiatric problems.

A special aspect of the flight surgeon's work is his contribu-
tion to the Character Guidance Council. The Base Surgeon is an ap-
pointed ne-ber of this council, however, every nemeber of his staff
has a responsibility to keep him informed of matters affecting
morale. The dispersary is a listening post for morale problems.
He should condition himsrlf to pick up incipient morale problems,
and to look for effective ways of dealing with them, not just to
straigften out the individual, but to better the lot of the group as
a whole.



A particular area of difficulty for the flight surgeon is in
the management of the patient--nore frequently the airran--who
hurts physically, but whose problem begins with an inability to
adjust his personality to the deo2nds of his environment. The
flight surgeon can render much support to this individual, but Ide-
finitive trcatment' must usually ccne from the squadron. There
muwst be close liaison, thcrefore, botween the flight surgeon and
the squadron. The squadron environment must be appreciated by the
flight surgeon, aed he, in turn, must keep the squadron informed
regarding cases of maladjustment who come to see him. The responsi-
bility for these cases rests with the squadron but the flight sur-
geon can render expert advice, and can also help to identify the
airman whose personality difficulties are so extensive that rehabili-
tation is not likely. By keeping his own Medical Corwander inforned,
the flight surgeon can see that this problem area receives its de-
served attention. Essentially, he can help to identify airman
failure as a result of sauad failure, and to differentiate this
from airman "fa3uIe Es a result of peolity p There are
various terms currently in vogueo label this type of activity in
which the flight surgeon Tarticipates, e.g., managericnA., and selec-
tion-in-depth. Neither term carries any particular medical stamp,
but the medical implicatiors are staggering. It is the job of the
flight surgeon to recognize this, and support it as part of the
overall program in preventive psychiatry.
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CHAPTER XII

PSYCHIATRIC SELECTION

If prevention is the cornerstone of military psychiatry, then
any program in preventive psychiatry must have as its nucleus a
sound system of selecting personnel from a personality standpoint.
Mich of the lustre of the term 'prevention' is shared by the concept
of 'selection' since this seems to offer not only the possibility of
thwarting outbreaks of mental disturbance, but goes beyond this to
detect susceptibility to breakdown, to anticipate it and to avoid
the predisposed individual. For the flight surgeon psychiatric se-
lection involves understanding and proper adtinistration of the
Adaptability Rating for Uilitary Aeronautics. However, so that the
'AlaA' may be viewed in its proper perspective, it is important to
consider present day research efforts and the effects these have had
on the status of assessment through a personal interview such as the
'ARM. '

Psychiatric selection has been an integral part of the med~cal
appraisal of potential flyers for many years. The consequences bf
failure to select flyers created grave problems in the early days of
military aviation which thrust selection into prominence as a special
field. For example, in 1916 the Air Corps was developed largely from
unscreened personnel of other branches of the US Army. The incidence
of neurosis in trainees was about 50', and 90,' of accidents were due
to pilot error. At the close of the first year of World War I, Great
Britain's casualty figures revealed that for every 100 flyers killed,
2 of these were lost in enemy action, 8 through defects in the air-
craft, and 90 because of deficiencies in the individual such as physi-
cal unfitness, recklessness and carelessness. With the accelerated
development of aviation As an industry and major military arm in
recent years there has been a growing concern for the high cost of
training flyers, and for the high turnover rate among trained person-
nel among commercial airline companies, as well as in the US Air Force.

HISTORI OF SELECTION

",bdern developments in psychology, statistics and experixWErital
technique, ha-e elevated selection to the status of a science. In
operation, selection methods are directed tuward those attributes
which contritute to successful aircrew perfornance. This implies a
thorough anal:ysis of the duties of an aircrew member, and an under-
standing of the basic skills and subskills which are integrals of
successful performance. The emphasis Then shifts to the development
of tools to identify potentialities in untrained individuals which
will distinguish them as likely candidates. This presupposes that
an aircrew selection system will interest itself in such broad areas
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as intelligence, coordination, aptitude, motivation, personality,
emotional stability, general aspects of physical and mental health,
and predisposition to psychological n7la:j•Jstrrnnt. The selection
method, then, is a stepTirse process, first, of assessing the require-
ments of a particular task, then devwlcp-inqg tests to identify indi-
viduals who posscss these requirenenes, &.d finally, conducting a
field study to demonstrate a sirnificarit difference in the quality
of performance of those who fail the tests as compared with those
who pass themo.

I-Farland has provided a comprehensive review of the develop-
ment of such tests in aviation.(23) During and after World War I,
the first objects of study were reaction time, attention and per-
ception, muscular tension, equilibrium and emotional stability.
Toward the end of World War I psycholot-ists at Kelly Field devised
tests for emotional stability and nental alertness which correlated
well with aptitudes for flying as measured by instructors' ratings,
e.g., measurements of hand tremor had a correlation (r) of 0.35
with flying ability, and changes in the frequency of respiration
following the unexpected discharge of a pistol had a correlation
of 0.25. .ýntal alertness was judged by the Thorndike Intelligence
Test which had a correlation of 0.35 with flying aptitude. A com-
posite score based ,n several tests was found to be sufficiently
related to Flight Instructors' ratings to permit its use for prog-
nosis with some degree of confidence.

Following these developments, there were few studies until
World Wlar II. The value of early work was limited because of fail-
ure to make job analyses of the requirements for satisfactory per-
formance. In addition, workers failed to develop methods of rating
or measuring flight performance ia the air for correlation with
tests of selection. Finally, there were no follow-up studies to
deterd.ne how well the tests actually differentiated good and poor
prospects in later stages of their flying careers. In 1939 the
Civilian Pilot Training Program afforded an opportunity for renewed
study of selection tests, and of the many which were used, a few
proved of some value. Psychomotor performance as measured by com-
plex reaction time and coordination tests was found to be related
to success. The program, however, did not permit good evaluation
because less than 0.55 failed to qualify, different raters failed
to agree, and the great majority of students received average grades.

The US Navy Bureau of Aeronautics(283) developed a test bat-
tery based on work done in the Civilian Pilot Training Frogram, and
on the expext judgment of psychologists and aviation specialists.
An original battery of 4 0 psychological and physiological tests was
administered to each of 919 incoming cadets. Using pass-fail cri-
teria, it was found that scores on the intelligence and psychomotor
tests differentiated reliably. 44' of those who eventually failed
could have been eliminated before training, with a loss of only 14%
of those who passed.
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During the 5-year period 1941-iW46 the US Arry Air Frce con-
ducted intensive research on selection techniques under the direction
of Flanagan.(274) The initial screening device was the AAF Qualify-
ing Examination, AAF.E. This test was modified frequently and scor-
ing was flexible. As the war progressed, emphasis shifted Irom
selection of pilots to classification for specific aircrew daties.
1. test battery known as the Aircrew Classification Battery was devel-
oped comprised of six apparatus tests of coordination and speed of
reaction, and fourteen printed tests including mechanical comprehen-
sion, perception, and visualization. Weighted aptitude scores were
then derived from these tests and ranged from one to nine. The term
'Staninet for 'Standard Nine' was coined and each candidate received
a Stanine rating. The type of training to which a man was then as-
signed was determined by his aptitude rating for the job, his ex-
pressed job preference and the prevailing needs of the Air Force.
Thus, a candidate with a Pilot Stanine of 9, a Navigator Stanine of
6 and a Bombardier Stanine of 7 would be assigned to pilot training.

In order to study the effect of various standards of selection
on elimination rates, an experimental group of 1000 unselected men
(273) was allowed to enter pilot trainirg in 1943 regardless of test
score. In this group the elimination rates would have been 75.4 if
there had been no selection for aptitude; 61,' if the pro-war criteria
of two or more years of college and passing the AREA had been used;
511 if the aptitude standards of November 1943, requiring an AAFQE
score of 180 or more and a Pilot Stanine of 5 or over had been used;
and only 36% if the aptitude standards of November 1944, requiring
an AARPE score of 180 or more, and a Pilot Stanine of 7 or over had
been used. Uithout psychological testing it was necessary that 397
applicants be acLditted to the training course in order to assure the
graduation of 100 trained pilots. With psychological tests it was
only necessary to admit 156.

To demonstrate the effectiveness of the Air Crew Classification
Battery for predicting primary flight training success in a highly
selected group, an experimental study was made of West Point cadets.
That the Pilot Stanine in this group had a predictive efficiency was
evidenced b; the fact that only 10' of the men with Pilot Stanines
of 8 and 9, and 30, of those with 6 and 7 were eliminated, whereas,
4707% of those with Stanines of 4 or 5 and 76,j of those with Stanines
of 2 or 3 failed to complete primary training.

Another study of 1218 B-24 aircraft commanders and 1232 co-
pilots was made in the Fourth Air Force.(294) A marked and consist-
ent relationship between pilot aptitude scores and the eventual as-
sessment by training personnel of proficiency and ability in the as-
signment of duties was found. The percentages of bomber pilots be-
coming commanders and co-pilots, re3pectively, in the Pilot Stanine
9 group almost reciprocated tiose in the combined three lowest Sta-
nine groups.
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The importance of the Aircrew Classification Battery is such
that it is a well established component of the initial screening
of Aviation Cadet applicants at the present time. Air Force Manual
160-1 outlines the procedure:

"Aptitude Testing.

"I. In order to insure that training is given only to
those who are best fitted by aptitude for such training,
the Chief of Staff, USAF, may require that applicants for
flying training be examined with a battery of classifica-
tion tests. The tests to be included in this battery and
the procedures for ad-inistering and scoring tests will be
determined by the Chief of Staff, USAF. Tests of sensori-
motor coordination, perceptual alertness, information, in-
telligence and judgment, and proficiency in fields such as
mathematics usually will be included. Final ratings will
be given in terrs of a standard 9-point (Stanine) scale
ranging from 9 (highest) to 1 (lowest) for each specialty.

"2. FMinimum qualifying standards for training in each
specialty will be determined by the Chief of Staff, USAF.
Stanine scores, when available, will be recorded on the
Standard Form 88 under the same item as the AR-A,."

THE LEELOPP•."r OF PSYCHIATRIC SELECTION

It is a matter of historical fact that certain components of
successful flying performance have been identified, tests have been
developed, and an impressive validation of these tests has been car-
ried out. The Aircrew Classification Battery, however, concerns
itself primarily with intelligence, psychomotor performance and job
aptitude. Areas which are not directly touched upon are those in-
volving personality, emotional stability and predisposition to psy-
chological malfunction. Sells(292) defiLnEs this area as follows:
"Psychiatric selection of flying persornel is concerned with the
measurement of predisposition to neurotic or maladaptive reactions
to the stresses•of the military flying situation. Psychiatric se-
lection is conceived as separate and distinct from the present
aptitude selection procedures which measure chiefly abilities and
skills related to potential performance proficiency. Although
psychiatric and aptitude selection may o,'ýrlap to the extent that
patent disuaalification in either may cause disqualifying total
performance, the distinction lies in the unique aspects of behavior
they are called upon to predict, and the distinct criteria reqiuired
in their developnent. Aptitude selection refers to the probability
that an individual will develop special skills and procedures
necessary for proficiency in military aircrew duties. Psyciiiatric
selection refers to the probability that an individual will be able
to maintain such proficiency while enduring threatening emotional
stress such as he riight experience in combat."
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When one leaves the more objective areas of perforviance, psycho-
motor reaction and intelligence, to enter into considerations of
personality, one applies selection techniques to an extreely diffi-
cult and complex sphere. On the one hand there is encouragement
from such accomplishnents as the Aircrew Clai3ification Battery.
Itilitary leaders and professional observers are well aware that cer-
tain personality types ,'r3 useful in combat, whereas others are not,
irrespective of those aptitudes identified by such measures as the
Aircrew Classification Battery. Rohrer, Bagby and '.ilkins(29l),
studying US iýarine Corps officer candidates, concluded that the ob-
sessive, cyclothymic and hysteria types might show acceptable per-
formance whereas the psychopathic personality, the paranoid and the
schizoid were usually unsuccessful. These observations nave been
repeated so frequently since World ",;ar II that they are virtually
accepted as fact. Sells' work at the U11F Jchool of Aviation ;edi-
cine is directed toward identifying those character traits through
the use of various tests presently considered valuable, and through
the development of new tests. It is expected that such research
will provide a battery which will classify candidates on a sliding
scale. Selection standards can be geared to the manpower pool at
any given moment. The end product would be a correction factor for
the Aircrew Classification Battery. Thus, individuals with high
Stanine scores who possess undesirable personality attributes would
be identified, and low; scoring individuals on the StaniLnes who have
off-setting desirable personality traits would not necessarily be
lost. The painsta'-ing task of identifying these traits, tracing
them through years of flying experience, assessing relative values
and devising a quantitative scale to predict operational and combat
perform•ance - all of these are major components in this task.
Progress in prediction of training adjustment(492) has been report-
ed recently. An extension of this work to combat pilots in the
Korean Campaign has been reported by Spark and Niess and ;rill be dis-
cussed below.

PROBLIZ IN PSYCHIATRIC SELECTION

Because psychiatric selection is a rather controversial field
the flight surgeon should follow its development with some sophisti-
cation. Therefore, it is appropriate to consider some of the view-
points which have been expressed. The contro~vrsial aspects of
psychiatric selection are particularly exemplified in differing
viewpoints of the relative merits of detailed initial select.on, that
is, the 'fine-toothed cotib,' as compared with ,,hat has come to be
nmoim as 'selection in depth.'

Detailed initial selection of the special category of aircreii
personnel has -r:ch to recoxnend it. These individuals must possess
particular attributes which are not overly abundant in any pool of
young men. 'hen accepted, they must begin a prolonged period of
training under stresses comparable to combat flyLing. In addition to
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the time involved, there is an expense estina-ted to be greater than
that required to train a physician. To omit detailed screening of
these individuals is to reap a harvest of high training costs, not
to mention lives and aircraft lost. To accept individuals with
good performance aptitudes, but lacking positive personality traits
is to assume a heavy burden of hidden costs in inefficioncy and
lack of leadership. These considerations are obviously important
reasons for screening all individuals about to embark or, a career
in aviation, but are of even greater significance when one is se-
lecting future military leaders. Pirther, a fine screen approach
based on an evaluation battery can be quantified to fit the avail-
able pool of manpower, and could be highly selective or only
grossly selective depending upon the situation at any given mo~ment.

Those who view intensive initial psychiatric selection pessi-
mistically agree that intelligerce and psychomotor coordination can
be measured, but feel that there are too many interacting variables
in the psrsonality and its environrment. Past success in aptitude
selection is considered unlikely to be encountered in the area of
personality. People change too much, they are greatly susceptible
to family, social and political influence, and to good or bad lead-
ership. It has been noted that a neurotic character structure is
not incompatible with outstanding performance and that in any op-
erational or combat unit one finds a wide variety of personality
types performing well or performing poorly. Further, it is point-
ed out that Stanine levels were so severely compromised during
the Korean ',ar that we could not afford the luxury of any degree
of selectiveness even as far as aptitude was concerned, let alone
personality traits. itther than caref.ul initial screening, there-
fore, a selection-in-depth type of approach has been proposed.
Such an approach permits observation of the individual for a peri-
od of time while aitually in the militarr situation, and provides
a longitudinal appraisal of his adaptability and motivation rather
than a momentary one. Appraisal could be accomplished during an
initial training period when experienced military consultants
would be available, and would irrive at a more realistic assess-
ment. Such a system would take into account the gradations from
'normal' personality to 'abnormal' personality without necessity
for specific and final classification. rbtivation, or willingness
to perform, and morale or enthusiasin of i erformance are intangible
and dynamic and not easily identified by initial selection test
procedures.

These, then, are the diverging viewp)oints regarding psycniatric
selection which the flight surgeon mast weigh and evaluate. Careful
inspection will indicate, however, that the differmces are more
apparent than real, and that there is an important role for each
approach.
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PSYCHIATRIC SELECTION OF AIFCRMF•d

Thus far few studies have been reported among flying personnel.
The US Navy Bureau of Aeronautics studied combat flyers(233) and
found that the characteristics of the successful combat pilot were
(1) capacity for teamwork and leadership, (2) adequate emotional and
social adjustment, (3) motivation for combat, (4) intellectual and
perceptual adequacy, and (5) basic flight skills. Flanagan attempt-
ed to evaluate combat proficiency by studying bombing errors, promo-
tions and rewards, accidents, casualties and transfer for unsatisfac-
tory performance. However, as measured by these indices, success was
not significantly related to high aptitude scores.

More informative has been the study of 150 heavy bombardment
combat flyers in World War II by Hastings, Wright and Glueck.(244)
They found that their successful flyers tended to be young and with-
out major responsibilities. The family histories of one-half of the
group showed emotional instability. Their ovn life patterns show- ?
emotional instability in half the cases, with psychoneurotic tender,-
cies among nearly a third. The life patterns were not, however,
marked by asocial acts. Characteristically, they showed vigor, per-
sistence and physical health. 511 were regarded as 'extroverted,'
29% $introverted' and 20,2 were 'rigid personalities.' IMost of the
men had experienced severe combat stress. 95,") developed definite
symptoms of operational fatigue and more than on.e-third suffered se-
verely. 22,0 admitted losing some efficiency at their jobs, or devel-
oping inability to concentrate on their jobs. The three basic per-
sonality types (extroverts, introverts, and 'rigid personalities')
developed symptoms consistent with what would have been predicted in
their respective personalities. No positive correlation was observed
between severity of symptoms and severity of combat stress. The
authors further observed that:

"...in discussions with Group and Squadron Surgeons it
became apparent that even the intimate knowledge they had of
flying personnel in the original squadrons and groups that
came to England did not help much in predicting those men
who would subsequently crumple when the time came for combat.
These medical officers frequently remarked that they were
surprized by the men who did become psychiatric casualties
and were equally surprized that certain individuals whom they
had suspected would not stand up to combat, did so with ap-
parent ease. If these observations are correct, and it is
believed that they are, it again eriphasizeo the point that
the final criterion of selection for a military aviator is
combat flying. It see:ns doubtful if the natural stresses of
flying training and peacetine flying or if any artificial
set of tests can be relied upon to eliminate the men who will
have insufficient emotional tolerance to co7%1hat flying."
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Grinker and Spiegel(243) similarly were led to the conclusion
that the only test of ability to withstar the stress of combat
flying is combat itself.

Sparks and Niess(293) have reported a follow-up study of 111
pilots who saw combat in Korea. These ren were from a group of
5000 who were studied during flying training.

"The data obtained included combat proficiency ratings
by squadron commanders, operations officers, and peers;
objective performance data from squadron files; and clini-
cal appraisals of proficiency in combat, plus any informa-
tion available on the men's emotional life. Only four of
these lll pilots were fouad to be actual psychiatric fail-
ures in combat. Of the four failures, one was a psycho-
path, one had a severe anxiety reaction, one was an alco-
holic, and one was a borderlino psychopath who, concluding
after the first mission in combat that people "got killed
doing this," asked for and obtained release from his combat
duties. The investigators attempted to make as thorough a
study as possible of each pilot where fouxd in the combat
zone. The data thus obtained concerning each pilot's pro-
ficiency in combat was then correlated with the previously
obtained test results and the predictions made previously
for these same individuals. Sufficient data for analysis
was obtained for 65 of these pilots. Interestingly, the
top jet ace of the study (a double ace) was a predicted
failure. The four failures w3re all predizted successes.
A correlation between the predictions at training level,
and the combat proficie.cy estimates was -0.43, signifi-
cant at the 5Z level of confidence."

"The pilot Stanine test yielded only one coefficient
(plus .35) of marginal significance (lO1, yield of confi-
dence) between the combat psychologist's final appraisal
and Stanine scores. Correlations of peer-superior ratings
of flying proficiency in training and combat were signifi-
cant at the 19, level of confidence between training upper
classmate ratings and combat peer-superior ratings on the
trait of likeability (plus .57) and between training
classmate ratings of flying proficiency and the combat
psychologists' final ratings of proficiency in cnmbat
(plus .52). Previous psychologic test data, clinical ap-
praisals, an•d predictions failed to correlate at a sig-
nificant level of confidence with either the objective
combat data of the presumably valid estimates of squadron
commanders, operations officers, and peers in combat."
(These investigators conclude that) "Predictions...of
combat proficiency, based on p3ychiatric data adequately
oriented to *oribat, can be made with sufficient precision
to be of value in screening...The significant (!2 level)
positive corr.-lations between the clinical appraisals of
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the combat psychologists and the peer-superior appraisals
indicate that there may be cause for hope that it would be
possible, given sufficient insight into personality as in-
volved in combat stress, to do a better job of psychiatric
screening for combat duties than has been done before.
The comlat data obtained in Korea suggest that there is a
real question as to whether stability as conceived of in
civilian society is an adequate basis for psychiatric screen-
ing for combat duties. Investigations should be made con-
cerning the specific effects of intensep prolonged fear and
of how they involve their unconscious companicn, anxiety;.
as well as of the effects of intense prolonged hostility
&nd release of aggression, and of how they involve their un-
conscious companion, guilt. How do these emotions affect
the structure and stp'bility of the personality as the ego
strives to maintain integrated behavior for survival and
success in combat? From this perspective, some men with
rather disturbed persozalities may be more insulated against
crippling anxiety in combat than are some normal persons,
even though the combat data from Korea indicates that pilots
without symptoms tended to do better."

"If it is true, as postulated here, that we do not as
yet understand many of the basic psychodynanics of combat
proficiency, how then are we to screen out those predisposed
to breakdown? The pres;.t situation seems to be tiiat we are
only able to identify those who prove, themselves unable to
carry cut their duties for psychiatric reasons, or appear to
evidence a high immediate probability of not being able to do
so, Even here caution is called for. In this study there
were a number of highly disturbed individuals who not only
were carrying on but were doing so in a superior manner, and
who finished their tours successfully, although the cost to
then in anxiety was very high. In some instances the very
anxiety involved appeared to contribute considerably to tho
performance of the pilot. In this regard, it was interest-
ing to noto that some men with obsessive-compulsive person-
alities did very well in B-29's, but none were seen to do
well in fighters; conversely, a number of those with 'psycho-
pathic personalities' did splendidly in fighters but were not
seen to do well in bombers. Possibly there are elements of
stress which vary from task to task, so much so that men with
certain personality syndromes are better equipped for certain
types of combat flying."

These viewpoints well illustrate the inadequacy of present pre-
dictive tests, as well as the vagaries of our understanding of the
emotional attributes of the successful flyer. It further highlights
the personmlity itself as the major area for concern in the adjust-
ment of trained flyers, and matters of aptitude and job performance
recede in relative ir4port.>2e.
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STUDIES OF SUCCESS AND FAILUR.E
AAC2NG NON-ILIiNG GROUiS

At the risk of coloring the overall .icturnŽ of sclection as
it applies to aircrew, other reports -will be discu:.ssd becaue of
tieir influence in a general way on the overall problem. !•evert&-
1-cs, the reader should be cautious in interpretir{ any di-ect
carry-over of studieq of ground personnel to those of members of
aircrew,

Wilkins has described the selection of Narine Corps flatoon
teaders.(302) The problem wa: one of deterrining the mininal 1 !ysi-
cal, intellectual, soci.al and character standards conpatible with
adequate performance of hazardous !rine combat duty. Certain re-
quirements were clearly recognized, for exar.lej sturdiness, abili-
ty to learn quickl•r and ;ermanently, cheerfulness and in-group-
mindedness. In 19ý9 the US :arine Corps established a systeriatic
program to identify those enlisted nen best qualified for officer
commissior . In this progran:, a 3-week screening program was de-
veloped comprised of tests and field exercises aixed at assessLg'
physical stamina, level of intelligence, ingen'.ity, forcefulnebs,
command presence, leadership of structured and leaderless groups,
ability to co.mrunicate ideas and awareness of current general and
strategic problems. At the ccnclusion of this screening jeried,
a reco.unendation for cori-tissirning rright be made. Cfficer3 fromn
this screening progran were later found in substantial nurilers in
the top decile, qu;rtile and half of the Easic School were they
were ccrzcti. g with men fron the US Naval Acade.r, the 1Naval .J0,

anid OCS graduates wlho had received college training. Several ratings
were made of these men during and after the screeraifjg process.
These were later compared with performiance in combat. A-mong the
ratings were: standing irn the screening course, the jud.rcnt of
each man by his peers, a medicopsLchological .'udgment, a psychiatrIc
rating, a Rorschach rating, Basic School acaden-ic grades, leadership
ratin4 and fDnal grade.

The follow-up of combat proficiency was made on •6 Second
Lieutenants with the First Narine Livision jn Korea. All had boon
in some aspect of combat. The rating consisted of fitness, ef-
ficiency under stress, emotional raturity, drive, exnression of
feelings, flexibility and respect of peers. There was found to
be a correlation of 0.3h betwei, overall opinion of the man as a
combat officer in ?%orea and the final screening aisczs:ent. -or-
relations for the various subcategory rating:- during screening
were: screening course standing, C.33; peer judgment, 0.38;
medicopsychological judgment, 0.14; psy'chiatric rating, 0.17;

Rorschach rating, 0.17; Basic Scnool final grade, 0.15; Basic
School academic grade, 0.07; Basic ichaool leadership grade, 0.17.

Hence, for certain sit~ationf a m•r's pers wo,lId seem to be
the best assessors of his potential. A nc.br of paper and pencal
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tests proved less efficient than had been expected, althouih they were
useful in maintaining t. stress of the intenzive screening process.

Certain itemn which had Vooked promising for making a distinction be-

tween failure and commissioning were useless in combat. Among theve
were education of the father, participation in football, baseball or

basketball, whether the individual had been a team Captain, matters
of religious affiliation and self-estimate of strength, endurance
arid courage.

Brill studied the importance of predisposing factors in the
records of 1000 cases of psychiatric breakdown in %orld War 9I.(291)

13, appeared well-integrated before service, !41 showed neurotic
traits, and IO,t had suggestive neuroses. Only 151 had clearly rec-
ognizable overt neuroses and 20% showed pathological personalities.

Aita(266) studied the performance of two groups of 100 soldiers.
In one group success had been predicted, in the other, failure. In
the predicted success group, 5? failed, as compared with 210 among
the predicted failures. However, in the unsuccessful group 49% rated
average and 30% were considered outstandingly successful.

Fry(291) investigated the ;Trformance of 2017 men who had been
patients of the University Fsychiatrists at Yale and Harvard. 9W.

of these men served adequately or better from the time of their in-
duction or enlistment until separation. 681 served as officers.
In the University Psychiatrists' judgment, 541, or 26.81 of the
2017 cases reviewed should have been rejected. Actually, 333 or

16.0 were rejected. The University Esychiatrists' rejections in-
cluded alnost all 'psychotics,' a high percentage of the 'homosexu-
als,' and more than one-half of those diagnosed as 'psychopathic
personalities' or 'probable homosexuality.'

Eanes(291) studied 2C54 men who were inducted into the service
after having been rejected at least once previously because of a
neuropsychiatric condition. 21) of these were later discharged for
ps';choneurosis, and the remaining 79! served successfully. Over
521 were rated as above average or excellent.

Hunt (279) found that brief psychiatric interviews were valu-
able in reau,•ug the number of later neuropsychiatric cases, but
that beyond a certain point a curve of diminishing returns appears.
For example, wile Grent Lakes Naval Training Station discharged
twice as many men as Ne.:ort Naval Training Station, the later
psychiatric attrition rate of Great Lakes seamen was only dimin-
ished by one-sixth as compared with Newport. Thus, while selcction
reduced the neuropsychiatric casualty rate, there was an optimal
point beyond which the severity of selection standards did not
yield compaiable rezuJlts in reduced psychiatric casualties. In a
study of a group of marginal individuals wto were later sent to
duty, Hunt founM a much higher attrition rate, but nevertheless the
areat majority served without breakdown. One group of 242 such men
had a neuropsychiatric casualty rate of 12.84 during two years of
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service which was sevrr. ti:vs that of a nor-nal control group.
Nevertheless, 57' ser-ved without adjustental difficulties seve're
enough to rmerit a diz.ohrC'.-.

In summary, the deve!o;pment of selection as a science has eCen
reviewed and its in;i.crtance in Aviation "iicine has been cited.
In passing, reference ha bteen made to controversial aspects. A
need exists for an appronch to .election which employs the best
features of a comprehensive initial asscsr'sent and of a well-admin-
istered program of screening-in-depth. That combat, or on-the-job
follow-up studies offer a rich opportunity to expand our knowledge
of hleman adjustment is apparent from the many informative studies
to which reference has been made. Step-one of the psychiatric se-
lection program for aircrew has yet to be completed since we still
do not know the personality attributes of the successful military
flyer. A selection program, however, can never do more than sup-
plement a personnel program which places continuing emphasis on
sound principles of preventive psychiatry, and which strives to in-
crease leadership qualities and the motivation of each man to serve.
No amount of research will divorce the military from psychiatric
problems in the foreseeable future, but these problems are of suf-
ficient magnitude that they deserve to be met with all means
available.
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CHA.rt XIII

ADAFPABILITY FATING F0•i }ULITAIf AERDNAUIMCS

The Adaptability iting for Nilitary Aeronautics (AiCA) is the
flight surgeon's contribution to the field of psychiatric selection.
It is of vital importance, therefore, that the aviation medical offi-
cer understand the techniques employed and acquire a reasonably
standardited method of procedure. He must learn what to look for
and be able to weigh the factors, both positive and negative, which
influence a man's adaptability for mili'.tary flying. Finally, he
must appreciate the limitations of this examination procedure, as
well as its particular values.

Disqualification for neuropsychiatric reasons has long been one
cf the major problems limiting the available pool of candidates for
flying training. In the physical examination for flying during
World War II one-fourth of all applicants were rejected for neuro-
psychiatric causes, and almost half of the casualties among flying
personnel were wholly or largely psychiatric. But it must be em-
phasized that symptoms and signs of neuropsychiatric significance
form only one part of the total picture which the flight surgeon
must appraise in administering the ARNo.

AFM 160-1 defines the A.'RA as a "clinical assessment the re-
sults of which are to be recorded on the e~mmination for flying
t:-aining. It is a personality evaluation which takes into consider-
ation all the facts obtained on the medical, psychological and psy-
chiatric histories, and on the general physical, neurological and
special EXs..T.-ntions. In addition, the exaudinee's zeal for flying
and his maturity, stability, and drive 4n the face of the obvious
hardcLhipa and h: ,ards of military avriation must be determined. With
all of this information a final rating of adaptability to flying
military aircraft may be made,"

Among candidates who receivi an ARVA are applicavts for flying
training, Class I and IA; civiliin trained pilots; aerial refueling
operators; radar operators, if they are at times in control of air-
craft; and air traffic control operators. AFM 160-115 places spe-
cial enphasis on the ARVA when examining candidates for the A±r
Force Academy and prcscribes t:,at a sub-standard history may be
reported to the applicant as disqualifying.

Bearing in mind the two-fold purpose of the ARMA: a disqualify-
ing ratirg must be given in the case of certain neuropsychiatric
contraindications to flying such as chorea, phobias, etc. (oee
Chart III) The Medical Officer may, in addition, recommend a dis-
qualifying score on the basis of his clinical judgment of the in-
aptitude or inadaptability of the applicant derived from biographi-
cal and somatic facts gathered during the course of the interview
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cRUC~ III

,F ) ,A r! -4 -

NEURGP,. CH.IA•{ ,•,. L iyy,'!j'jLIF r"EFIErS

CATEGORY LOOK FOR: j IFECTATLY: DISQUTALIFY
Psychoneuroses History of obsezsiona., corn- Lke. to wnich

pulsions, phobias nail. have influenced
biting, excess sv 4tnng, past judgment.
conversion blindness, deaf- Conversion x
ness, aphonia, paralysis or symptoms.
anaesthesia; irritaoility. Obsessions and x

Compulsions. .... .. . ...
Psychosomatic History of peptic ulcer, Degree to which

colitis, ccnstlp'ation, have influenced
tachycardiL, hypertension, past adjustment.
hypotension, eczema, hypo- Vasomotor in•;ta- x
chondriasis, vague achps bility.
and pains, multiple opera- Migraine. X
tions, frequent visits to Motion Sickness. x
physicians, pressure feel-
ingo, *inusual fatiguabili-
ty.

Character and Antisocial per- x
Behavior Dis- sonality.
orders Cyclothpmnic per- x

sonality, or
major mood
disturbances.

Schizoid person- x
ality.

Alcohol or drug x
addiction.

-scho~sis 2 or more in- x
stances in im-
mediate family.

History of psy- x
chosis or at-
tempted sui-
cide.

Intelligence Seening below x
required
standard.

Special Signs Psychogenic a:mnesia 2 or %ore ti.es x
after 10 or in
yr of exam.

Sleep disturbances:
Somnambulism Severe, pro- x
Pavor nocturnus longed.
Insomnia
Enuresis Repeated past 10 x
Tic, habit spasm, Marked degree x
mannerisms

Stammering After 10 x
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snd the physical excarination. Hen'ce, the exar-kiner must see h13 sub-
jocts initially thrormg4h the eyes of a clinician seeking tipts and
signs of disease or predispo!i ion to disease. But the ex-iination
does not end with this. it p...s7ues an exjloratory course in which
the flitht surgeon studies the exam.inee as ; future officer and lead-
er. lie is concerned with potentialities and liritations within the
range of so-called normal individuals; with stability under routine
conditioaz as well as in situations of combat or other stress. He
must aee the examinee as a social being about to enter the -iame so-
ciety as his own ard attempt to foresee his capacity to ":blend" with
his surroundings.

At the conclusion of the cJinical interview, the flight surgeon
must decide whether this is an individual who should fly. It should
be emphasized that the exa.:iiner does not try to evaluate ability to
learn to fly. Such assessments of intelligence and psychomotor per-
irmnce are better accomplished by the Aircrew Classification Bat-
tery. rhe A. viewpoint goes beyond this to more remote considera-
tions (e.g., personality, emotions) and attempts to anticipate long-
range factors which lead to failure at advanced stages of flying
ex=e rience.

McFarland has analyzed(23) these critical components of aircrew
duties in detail including among, the~n qualities for which adequate
selection tools have not been devised: emotional control, presence
of mindj perseverance, interest, attitude, character and leadership.

P rE-SE"MEION FACTO2S IN AFPLICA:TS PYjR 7LYING TiAl'IING

AFM 35-7 describes Ln detail the application procedures for fly-
ing training. The age, marital status., education and moral character
of the applicant are ascertained. Throughout the period of applica-
tion and initial screening the applicant is assisted by such ageucies
as USAF Aviation Cadet Selection Teams, aecraiting Stations and ' e-
cruiting gain Stations. The applicant agrees that he will, upon com-
pletion of training, continue to serve in his particular capacity for
a period specified by the Air Force. At the Recruiting 11ain Station
the applicant's qualifications are reviewed and medical exa:iination
is performed includLng serology and chest x-ray. At this tine he is
considered tentatively qualified and is seen by an Aviation Cadet cx-
anining Board. This ýOoard varies in its composition but should in-
clude at least one medical officer whc is qualified in aviation 'ýedi-
cine. The Board may at times be a "One-Officcr Board." C~rtain ap-
plicants, such as college graduates may not be requirea to appear
before it. Followring this the applicants are transported to the
nearest Personnel Processing Unit where the I.hysical exanxination for
flying is conducted •an( the Aircrew Classification Battery is given.
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Ti&L Alt/A I!r:M

The flight surgeon'3 interview roirescnt5 a critical moment in
the career of the pros, ,itivE rLilitary flyer. It is his first ccn-
tact with a major su-:portLng ele-rent in his new envirornent, and
occurs when the applicant 4s receptive and Lpressionable. The
meeting should therefore be clearly purpo:ieful and therapeutic in
its intent. The flight surgeon must re)cognize the Air Force set-
ting as very foreign to the applicant. The latter is unlikely to
have any very comprehersive appreciation of this environment. The
motives for applying for training may be healthy or they may be
reactionary and symptomatic. Only distant goals may be apprecia-
ted and present co,.siderations overlooked. Perhaps the applicant
sees the Wings, the uniform, the pay and the prestige, but does not
comprehend the months of physical conditioning and officer train-
ing. The rigors of primary, basic and advanced training may be
only a hazy segment in an overall picture. A realistic recruiting
prograu which presents a clear and accurate picture of the career
of an Air Force flying officer will assist the flight surgeon by
bringing to the interview individuals who appreciate the duties,
hazards, rewards and demands which lie ahead.

The interview surroundings should be conducive to relaxed
discussion of those areas in the applicant's life and character
which are likely to influence his adaptability to military flying.
There should be a quiet, comfortable office available, free of the
disturbing influences of the telephone or visitors. Despite the
ever-present need for rmaintaining a sched&)le the interviewer
should cultivate the impression of leisure. rhe manner in which
the applicant is greeted by his interviewer conveys this subtly,
without need for verbal expressions. The interviewer will antici-
pate the reticence of the applicant and recognize an essentially
normal young man who is motivated to become a flyer, who reels im-
patient and uncomfortable about this portion of his examination
and questions the need for it. Often the introductory remarks
will determine whether effective rapport can be established, and
the interview be of any value. During the interview the examiner
should be active only to the extent necessary to maintain produc-
tive expression of thought and feeling on the part of the
examinee.

Time Factor. Psychiatrists may differ on the amount of time
require-d for adequate psychiatric evaluation of a patient but in
general agree that it involves more than one hour of interviewing,
usually on more tlrla one occasion, and includes observation in a
non-clinical setting. It is helpful, in addition, to have the ob-
servations of friends, family or others who have followed the pa-
tient closely. The A.T-A interview obviously cannot afford this
expenditure of time, but nevertheless must have an irreducible
mnlnuiTm period within which it can be said that an APMA rating has
been determined. This mirnium time is about 30-hsO minutes, and an
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examination done in less tLme should not be referred to as an ARM.
interview. To short-cut the time allowed for the A-A is equivalent
to placing an otoscope in an exwtiinee'3 ear and failing to turn on
the light. The interviewer can in this period cover superficially
various areas of importance in the subject's past and present life,
and arrive at some opinion of the individual's qualifications, or
decide if he should be referred to a psychiatric consultant for
further study.

The "Standard Interview." Over a period of several years of
application of the AJ•A, certain areas of personality and historical
background have been recognized as of basic importance. Pafferty
and Deener(290), thi-ough statistical treatment of 11.Mk interviews,
have derived a table of 31 item3. These can be grouped as a check-
list which may be used by the individual examiner and arranged in a
logical fashion for an interview beginning with disc issions of in-
terest in flying and proceeding to such tcpics as family, school and
present matters. Such a oheck-list is demonstrated in Table 5. As
a rough guide, the interviewer c,.n check the various iteT.q as favor-
able, or of no significince insofar as the applicant's adaptability
is concerned.

Introductory Remarks and •laations. At the outset the inter-
viewer shculd explain to his subject that acquiring some understand-
ing of him as a person can do much to determine his ability to fit
his chosen career, Flying should be looked upon as requiring special
skills, attitudes, character traits and goals not possessed by evezy-
one. It is no disgrace to fail this requirerient, however, it is not
helpful to the individual and certainly is deletericus to the train-
ing program if the individual's capacities point him in some other
direction. This shoUId be investigated early and is a fundamental
goal o# the A-•-A interview. It may seem that this tipe of approach
will dir'r~~u~ s>~well-mctivnated ap;:iiiJ-nts; rather,, it tcrds
to bring to ligit those instances where motivatior is not strong and
where maladjastment might be anticipated later in Ue trainiLg pro-
gram. The flight surgeon should emphasize the prophylactic value of
this interview and attercpt to undercut the applicant's natural ten-
dency merely to look upon the interview as a stumbling block.

Review of Stardard Form 98 and £). The A 'A should be admin-
istered at the conclusion of the vhysical examination for flying and
after the Aircrew Classification Fattery has been adninistered. This
will serve two purpo3es: if the arplicant has already been disquali-
fied for some defect with little likelihood of waiver, or if he has
failed a neuropsychiatric exan"nation, the interview -nay be omitted.
Deemer and `•fferty(289) have reported that the various items in the
AX A interview have little validity as predictors if subjects have a
Stanine level of 7, 8 or 9. ?ocsibly, thenr, high 3tanine applicants
might be given a slightly shorter interview. These maneuvers wculd
ease a tight interview schedule and allow the exaiijer more ttie for
applicants who do not fall into the higher stanine bracket. The
standard forms will provide substantial tackgrzund for tr.e interview

122



TABLE 6

1, Introd ictoy7:-•rks 1w .....

2. -- -'iew of -tardarJ ? '8- a- 1 _9.
S0 ". ;'ine '

- .... -- ?r, zrTt&q:5T r exyTTricnce-

Tolerance cf flyirni-, haz,-rd' and deprivations
Previo-i militiry exx;pŽrirnce
Past Histvry:

Early envir-xLwnt
Econonmc status
General fa.-dIy history
Per3onal medical history
Childhood Iersonulity traits
Accidents and injurics
Ability to recall

School
Achievements
Employynent
Present Considerations:

Social outlets
Sports
Artistic interests
Habits (Tobacco, alcohol, drugs, gambling)
Personal hygiene
I.arital matters
Sexual problems
i-eligion
Conflicts and reactions

Feelings if fear, anger, aggression
Disciplinary trouble
Philosophy of Life
Personal and family goals

Self-evaluation
Emotional reactivity
Flow of thought
Tact
Poise
Physical habitus
Appearance

SUMMA.Y:

Pass
Fail
Further Study
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if the flight surgeon will review these before seeing the applicant.
The items on personal and family history, symptoms and illness, as
well as employment, provide a capsule acquaintance before the inter-
view begins. It is not, of course, a useful check-list around which
to structure an ARMA interview.

F Interest or Experience. This is a relatively neutral
area in7which to begin the exam-ination and affords an opportunity
for the examinee to relax and relate factual material and to express
his feelings about flying.

Tolerance of Flyin and of Hazards and Deprivations. These
topics give the interviewer an opening wedge witn which to study the
applicant's ideas of military flying, his tolerance of flying in the
past, and any past experiences in rigorous outdoor living, where a
premiun may be placed on self-reliance and initiative. Tolerance of
high speed, turbulence, risks, and taking chances may be studied at
this time. The examiner must not place too great a negative weight
on the individual without prior flying experience, but must, as with
everything in the AFYA interview, evaluate this in terms of the total
picture. Ir World War II, for example, many young men entered avia-
tion without any previous flying experience and reendered outstanding
service. Many of these same men returned to civilian life and di-
vorced themselves entirely from active flying. And, indeed, the ap-
plicant who has made an all-absorbing specialty of aviation, model
plane building, etc. to the exclusion of other social and interper-
sonal outlets may be much less desirable than the well-motivated ap-
plicant who has previously had little to do with aviation.

Previous Military Expcrience. i'ny applicants come to the AZýA
intervTew ,Uthout military background. Those who coee from officer
or airman ranks, however, will have passed through an experience
which will provide the interviewer with some perspective of their
adaptability. The examiner should inquire in detail about the type
of service, places of assignment and general feelings and reactions
to military duties. Dhe intervie-wer should be wary of the man who
sees flying training as an escape from unpleasant duty and who wishen;
to serve out his tine, later to fail in this training assignment.
This, again, must be weighed carefully since in all affairs of youth
there is a constant struggle for adjustment and for "finding out the
answers." Escape into flying training may be trarsformed at some
later date into quite a healthy response. It must be seen as part
of the total picture.

fast History. In this general area, one should inquire into
natioi•aT-ty. This may, at tines, be of considerable importance, par-
ticularly where a specific enemy confronts the flyer. The early liv-
ing environment, the economic circumstances of the famrly, and the
general farily history are of interest. The early personal medical
history should be reviewed including attitudes toward illness and
physicians. Those personality traits )f importance in childhood such
as temper, submissiveness and so forth shoulA be determined. The



occurrence of accidents or injuries shoulc he evaluated. Lest the
interviewer be unduly swayed by some farticularly glaring defi-
ciency in the personal and fanily backg:roundi of the interviewee,
Hastings, Wright and Glueck's survey of 150 successful heavy bom-
bardment combat flyers in the Eighth Air rorce in 'orld *ar 1I(24)
should be cited: Interestingly, many of these air-rewme.n stated
that thcy had never admitted many eoints in tnrir histories to medi-
cal officers before this particular study. 94 of these men had
factors in their fanily stock vr history which would le expected
to predispose them to emotional irstability. 6" gave a history of
psychosis in the family and 35. had alcoholism or nervousness of
major degree in th, parents. 16. had a home broken by early death
of a parent, ll, by divorce, and 15' re-orte an unhappy home. in
the crewmen themselves 57• showed reaction patterns predisposing
to emotional inadaptability; 29; had definite or equivccal psyCho-
neurotic tendencies exclusive of combat reactions; 43. in childhood
had sormambulism, temper tantrums or nocturnJal enuresis; 34' were
timid and shy in childhood, 7V had a major illness after the early
childhood period; 7T' gave a historr of prolonged Toor health or
'puniness,' and 334 never participated in rough sports. Signifi-
cantly, none evinced patterns or eiisodes of sociopathic behaior.

Turk(300) has rpported a study of 223ý aviation cadet3: 1C5l
of whom care from broken hones. Cadets coming from broken homes
showed relatively the same success as those in whom the honie was
unimpairea.

In eliciting the past history, the exa.:'.iner sLould be sensi-
tive to breaks in the continuity of the a;plicant's account. These
may indicate periods of conflict which he consciously or uncon-
sciously is reluctant to recall.

School History. I[des of adjustment during this period reflect
the exanrinee's drive, his goals, his utiization of his native in-

telligence, his social participation, and his relationship to author-
ity figures. ',ithin the time permitted this area should be ex;lor~d
in as much detail as possible.

Achievements. A history of past acconFlisthientr is of conrsider-
able significance if these achievements indicate leadership, social
responsibilities, a healthy drive toward attairent, and realistic
goals.

Eaplo ent. !Iany men in the age group seen for physical exam-
ination orifyig are not yet old enough to have acquired a stable
work history. Their employment may have been sporadic during school
vacations or may show frequent changes of jobs beaus, of the in-
stability of youth itself. Tiie pattern r.ay refflect prcgression from
one job to another that offers more, so many factors have to be con-
sidered. Among Hastings, ..rirht nd Glueck's creparembers, 31;) had
not worked while going to school, and 18 had what is described as
an irregular work history.
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Present Cc.siderations. This portion of the interview should
concern itsehf wi7ith :hters in the immediate life situation of the
examinee. The interviewer should try to gain a perspective of his
social outlets, his interest and participation in sports and hobbies
as well as artistic abilities. IMchanical engineering and related
interests in general favor a good adjustment. Artistic interests
often do not,. in an interview as brief as the AF1G examination it
is usually not productive to explore sexual matters. It may suffice
simply to inquire of the applicant's marital plans. He may be asked
about his interest in dating and about his steady girls. In addi-
tion one may ask if there have been any problems about sex, matters
he has not understood, mistakes he has made in the past, or worries
about sexual matters. If the applicant expresses any interest or de-
sire to pursue the subject further, the examiner may follow his lead.
Otherwise, in the interest of rapport during the examinaticn as a
whole the discussion should proceed to other areas.

Religious viewpoints and the amount of energy the applicant ex-
pends in religious pursuits give some understanding of the individ -
al, especially in regard to the flexibility of the personality and
ability to appreciate viewpoints other than his own on religious
matters. The examiner should judge whether religion is utilized in
a healthy or defensive fashion.

At this point in the interview the examiner can begin to seek
out the appli.cant's habitual modes of emotional response to situa-
tions of conflict. How does he respond to frustration? Does he tend
to internalize angry feelings? Do strono emotions stir up bodily
complaints? Does the apTlicant withdraw fron frustrating situations
or does he attack thom? It is well to ask for specific occasions
when certain feelings were experienced so that the discussion does
not become too abstract. Hastings, i:<right and Glueck(2U4) concluded
that extroversion with great energy and stability was the opti£-al
combination for success. The most essential ingredient was not the
pattern followed, the stability, the persistence nor the direction,
but the energy with which the business of living is conducted.

The applicant's philosophy of life, his personal goals and those
which his family hold for him are of importance especially for a ca-
reer Air Force flying officer. Despite present feelings of interest
in the Air Force the applicant may be strongly influenced by prior
goals, particularly if his faril.-'s energies have been heavily in-
vested Li these as well. This is particularly t,-ue of collegeý :ien
who have directed their education toward goals wnich have little in
common with the duties of an Air Force officer. To expect such in-
dividuals to shed the cloak of many years of diverging orientation
would be to place the examiner in a position of being unrealistic.

Objective Findings. At the conclusion of the interview, the
examiner should note in suxnary what he has observed of emotional
reactivity and of flow of ideation and self-expression. The examinee's
appearance during the interview, his poise and tact should also be
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noted. In terms of the findings nf Hastings, Wright and Glueck,
the exaniner might well measure the individual and compare him to
the flyers studied in the Eighth Air Force wlho were "unusually
vigorousp ag>"ressive, perzistent and healthy In body."

INTE•KitTATIoN OF THE ARH I1TEFUIFA'

Having conducted the brief interview which has been described
the flight surgeon must then summarize his impressions and conclude
whether the applicant shows an acceptable degree of adaptability
for military aeronautics. In so doing the interviewer must be alert
to those reactions within himself which unconsciously prejudice him
for or against the examinee. His conclusions should be free of un-
conscious bias, which is equivalent to stating that the interviewer
must be a stable, well-rounded individual who can approach varying
personalities with reasonable objectivity and relatively few pre-
conceived opinions. Particular pitfalls which must be avoided are
the tendency to over-identify favorably with the applicant who seeks
to please. This may mask an undesirable dependency need in the ap-
plicant. On the other hand, the applicant who reacts somewhat
negatively to authority may appear resistive during the interview
and create reverberations in the interviewer which cause him to dis-
regard the applicant's independent strivings and ability to mobilize
hostility. These qualities, while not always desLwable, can be of
considerable value in a coibat flyer, with the ever-present stipu-
lation, how:ever, that these remain within limits.

Deemer and Rafferty have likened the process of clinical evalu-
ation to a highly complex factoriaa analysis. Among the many bio-
graphical and social data gathered during the interview only a few
per se were found to have prognostic value. Their factorial analysis
indicated that in general the final Jidgment depended on two ele-
mental factors: (1) poise, vasomotor stability and body control;
(2) and achier-ment, education, business success, and adjustment.
The efficienc:; of psychiatric judg-ients did not transcend the ef.
ficiency of aL information gathered during the interview when com-
pounded statist. 'ally. The clinical impression was as a "whole,
equal to the sum if its parts," in that the interviewer did not at-
tach sets of weights to various observations of the interviewee
which were more efficient than statistical sets of weights. In a
study by the !AF of a clin4cal assessment similar to the AiMA(229)
three items on their numerical scale showed a significant relation-
ship to pilot success. These were staximering, vocational instabili-
ty and motivation.

SCORING THE A-MA INTEfflI3

At this writing, the Air Force continues to use a scoring sys-
tem based on a perfect score of 200 points, with a cut-off score of
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160, below which the applicant is failed. The point system, as will
be pointed out subsequently, has nothing to recow.!Pend it beyond the
fact that it compels a certain appearance of standardization. Chart
III indicates those psychiatric disorders in the present or past
which require disqualification according to AFM 160-1. It will be
seen that there is considerable flexibility in these requirements,
the yardstick being the magnitude )f symptoms and the degree to
which these have interfered with past adjustment. Item 72 (Psycho-
logical and Psychomotor) of Standard Form 88 should not be confused
with Item 42 which is the psychiatric examination. The following
are examples of proper form for recording the score in Item 72 of
Standard Form 88, and of the explanation to be cited in Item 74:

"Sat. ARMA, 160 (or above)," using the abbreviation "Sat." for
Satisfactory.

"Unsat. ARM ., 159 (or lower)."

Explanations (Item 7h):
"History of fainting on 3 occasions with inadequate cause."
"History of severe, prolonged somnambulism."
"Episode of amnesia within year of exarination."

In addition to historical items of importance, the reason for
disqualification listed in Item 74 may be a psychiatric diagnc • iS
provided the interviewer has obtained sufficient informatio,: ;o es-
tablish this. If this is the case, Item 42 will be notr;!-s "abnor-
mal." If trends are noted pointing toward a particular jiagnosis,
but the full details are not available because of the demands of
time, the use of the term, "Not suited for rmilitary service, because
of marked emotional instability, marked antisocial trends, marked
passive-dependency, etc.," may be employed.

Since applicants sometimes gain access to their examination re-
ports, the examiner may find it expedien,- to use certain semantic
maneuvers such as, "Arrested personality development" where there are
strong homosexual trends evident, or "Poor achievement" in the case
of an individual who is intellectually inferior.

The majority of applicants who are seen by the flight surgeon
for adýinistration of the ARA will be found qualified. Deemer and
Rafferty reported that the usual predicted failure rate on the ARAA
was approximately 53 although in their study under special condi-
tions the rate was 36,X. The examinee should be given the benefi';
of the doubt and it is well for the flight surgeon to refer ques-
tionable cases to a psychiatric consultant, unless the defects are
particularly outstanding or the manpower pool is sufficiently large
to permit a high degree of selectivity. Nevertheless, a failing
score on the ARMA• may be the only reason for disqualifying an ap-
plicant in the phýysical examination for flying and is valid as such.
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HISTORICAL NOTES

In the U3 Armiy Air Corps in the 1930's a numerical rating of
flying adaptability was generally not givrn. Berman(263) has
reported that candidates for flying training were rated as satis-
factory, unsatisfactory, or questionable in flying adaptability.
The rating was based on a 200-point scale as follows:

Personal and fanlily history e . . . . . 20
Judgment . . . . . . . . . . . . . . . 20
Emotional content . . . . . . . . . . . 20
Attention . * . . . . . . . . . . . . 20
Intelligence. .. . . . 15
Resistance to amotional stinuli . . o - 15
Alertness . . . . . . . . . . . . . . . 15
Precision . • • . .* • . • * . . 15

Ability to relax. . . . . . . . . . . . 10
Psychomotor activity. . .0. . . . . ., 10
Temperamental assimilability.. .o . . . 10
Reaction time and accuracy. . . . . . . 10
Coordination response . . . A . . . . . 10
Equilibrium . . . . . . . . . . . . . . 10

A score of 160 points or better on this scale was considered
satisfactory. A slight positive relationship w3s found between
this flying adaptability ratinF and success in aviation training.
A study of the predictive efficiency of four flight surgeons ad-
ministering this rating in the period 1931-1933 was as follows:
flight surgeon A, Q-0.44; B, 0.36; C, 0.39; and D, 0.2.*

With the development of aptitude tests during World War i
the emphasis on certain aspects of the "ilying Adaptability
Rating" changed. The new "ALVA" was concerned with strictly
medical and neurological considerations, The Flight Surgeon's
Manual of World War II (AFM 160-5) set forth the following
scoring procedure; from a total score of 200 points, the follow-
ing numerical deductions were to be made where appropriates

*Of interest are the remarks which the examining flight surgeon
recorded when giving this "Flying Adaptability Rating:" Case 1,
"Satisfactory, cheerful; fairly stable; slightly tense; coopera-
tive; frank; fairly energetic." Case 2, Questionable; mentally
he is only moderately alert and penetrating; attention, fair;
deliborate; conscientious; fairly persistent; somewhat subdued;
quick; lacks aggressiveness. Case 3, Unsatisfactory. Vague;
superficial; dull; unready; hesitant; sluggish; slow; impulsive;
controlled; yielding; unst+ble; introvert; punctilious; serious;
somewhat resistive; tense."
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Nervous and mental disease in family . . . . . . . . (10-20)
Alcoholism in family . . . . . . . . . . . . . . . . (10-20)
Criminality in family . . . ............ (10- 20)
Insomnia in applicant.. . . . • • • ( 5 - 10)
Hay fevers asthma, or other allergy. . . . . . . . (20 - 40)
Enuresis . . . . . . . . . . .e . . . . . . . . . (10 - 40)
Somnambulism . . . . . . . . . .a . . . . . .* * . (20 - 40)
Alcoholism . . 0 * o * * . 0 . 0 0 * . . . . . . ( 5 - 4o)Fainting * * * a * e 9 9 * * * * e * * a & * (15 - 40)

Unconsciousness.. . . . . . . . . . . . . . . . ° * (12 - 40)
Fracture of skull or severe conc'ussion . . e . * . . (40)
Phobias or obbessions,. . . . . . . . .* * . .* ( 5 - 40)
Nail biti.ng..* ................. (10 - 20)
Amnesia... . . . . . . . . . . . . . (20 - 40)
Fits, spasms or convulsions,. . . . . . . . . . . . (20 - 40)
Speech Defects . . . . . . . . . . . . . . . (10- 40)
Chorea, poliomyelitis: encephalitis, meningitis. . (10 - 40)
Arrests. . .# e a #. . .e e . .a . .* . .. (10 - 40)

Comparison of these two systems of scoring emphasizes the dif-
fervnt points of view embodied in the present day ARI•k, i.e., the
aptitude - personality or positive approach, versus the clinical
neuropsychopathological or negative approach.

VALIDITY OF THE ARIA

In general, the ARMA is considered to have somewhat better than
a low positive correlation. In Berman's study from October 1931 to
March 1933, 456 candidates were eliprinated from basic traiUing for
failure in flying; "44 were graduated. Of those in whom elimination
would have been indicated by the "Flying Adaptability Rating," 405
graduated. The examination would have judged 61,' of the graduates
satisfactory. If candidates with uinsatJsfactory "Flying Adaptabi.li-
ty Ratings" had not teen allowed to start training, 18,% of the
graduates would have been lost, and the over-al]. elimination rate
would have been reduced from 51'a to 43.'.

RAF studies(229) have shown that assigning a score to various
areas bore no relationship to success or failure, whereas the over-
all assessment did show a low pojitive correlation. Single traits
were of little prognostic value, certain pairs of traits had some
significance, and combinations of 5 finditigs such as previous
nervous breakdown, timidity, lack of persistence, affective lability
and psychological iznnaturity were usually a basis for a valid
disqualification.

Deemer and lRafferty foand that psychiatrists by careful inter-
viaes were able to do nearly as well in predicting ability to fly as
extensive objective test batteries. There were no valid items in
their analysis of the interviews, however, two derivative items, the
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clinical impressions of predictled success in training and success
in combat had a high validity. The validity of the AI1A thtough
all stages of training compared favorably with objective test bat-
teries. The contingency coefficient for ATMA. versus the criterion
was about 0.4, as compared with the correlation coefficient for
the Stanine versus the criterion of about 0.6. Subjects whio had
already been screened on the basis of psychological test batteries
were less easily screened by the AICA. All items becane useless
as predictors when only subjects with Stanines 7, 8 and 9 were ex-
amined. This was the upper 23% of the flyitv training population.

SU1*2dRl

The ARIA is primarily an empirical device the validity of
uiiich depends heavily on the experience and clinical judgment of
the examiner, because reliable criteria of susceptibility to psychi-

atric breakdown do not exist or are of limited applicability. The
future may bring better understanding of the factors in the indi-
vidual and in his environment producing breakdown, and the inter-
action between these interpersonal and environmental factors. At
present, the ARMA technique suffers from proponents who expect too
much of it, and opponents who overlook its obvious value.

The APPJ- suffers from isyroper a.-Linistration, particularly
an inadequate amount of examination tiim, lack of training on the
part of aviation medical officers who administer it, and lack of a
'standardized' approach to the procedure.

It is generally a~rzed at the present time that there is no
scientific basis for the numerical score, and that scoring is ac-
tually based on a pass-fail criterion.

The concept of an interview as part of the physical examina-
tion for flying is valuable and should be retained. Despite the
fact that the validity of the AýFtM is dependent upon the trainiing
and abilities of the interviewer, and is costly in time and person-
nels it is highly flexible in response to changes in candidate popu-
lation, to changes in flying re'quirements, and to changes in train-
ing objectives. The interview tecnnique can, therefore, alter its
emphasis from prediction of success in the Air Force Academy, to
success in flying, to success in combat, or to emphasis on flying
safety.
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CHAPTER XIV

PSYCHOITHERAF'Y IN AEROI"DICAL PPACTICE

THE PSYCHOLOGY OF SICK CALL

The flight surgeon spends much of his time in out-patient care
and sick call duties. Therefore, he cannot be too familiar vith
some of the psychological problems inherent in this work. Goldman
(401) writes of the psychology of sick call from his experience in
the US Army:

"... An enlisted man who went through training in this center
came to my office to work. I asked him to give some information
about the trainee's reception of various matters. He stated
that the largest gripe in the Army had to do with sick call. He
said, 'You doctors, by your owr admission, say that there is very
little real malingering in the Army. The soldier who goes on
sick call really believes he is ill. He can't understand why
he gets nothing but a Grade-A sneer from the doctor and a back-
to-duty order. He gets mad. He tells his squad. The squad
gets mad. The squad tells the platoon. The whole damn platoon
is angry over an alleged injustice to one of its members who
they all believe had the physical ailment and was entitled
to treatment. This resentment takes the form of disinterest
in instruction, minor insubordination and low morale. The
soldier felt he was really ill. He doesn't want to be told he
is a gold-brick when he honestly feels tiB isn't. 5 seconds on
the doctor's part, a smile instead of a sneer, a little com-
forting advice, and perhaps sone medication can avert trouble
for the whole platoon. Soldiers and medical officers canmot
be over-instructed on how to go on sick call, what to expect
and why to expect it. Nothing so stirred up my platoon as a
whole as a slight to what we considered a sick companion-in-
arms.

"'At my induction here at camp we were bombarded with solemn
warnings to see the doctor whenever we felt ill. Some poor
naive babes-in-the-woods took this seriously, and found to
their chagrin that it was Just advertising. The platoon cor-
poral, the platoon sergeant, the Ist Sergeant and the Company
Conmander was each in his turn a barrier to be surmounted be-
fore one's name was put on the sick book."'

"A soldier may go on sick call because he feels bad. He
feels bad because things are too much for him. Perhaps he is
slow and inapt, mentally deficient, or, if newly inducted, be-
wrildered, tense, and unable to keep up with the pace of the
Army,. He Is afraid he may mess up, afraid he may lose self-
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respect; i other words, he is ,hurting.' One might say
his Ego is hurting. But the Ego as such cannot hurt, so
he feels it in his head or back. He goes on sick call be-
cause in civilian life he would go to the doctor when he
felt bad. But the doctor cannot find anything wrong with
the stomach, or head, or bask. v.hon told this, he feels
that his integrity and honesty are bcinr challenged.
Therefore, he must defend his sy-ptorz, he insists mora
than ever that he is sick; he feels the doctor did not
look carefully enough; resentment grows, the symptons con-
tinue, the cycle goes on. It is a daily experience of
many dispensary physicians."

The importance of sick call as the front line of medical serv-
ice is clear from this example. The flight"surgeon nay well anti-
cipate that one-third or more of the cases he handles in the dis-
pensary will have psychological problems of primary impcrtance.
It is far better, from a psychological standpoint, to render care
to these people on a dispensary bazis where they can gain reas-
surance from thorough medical attention, but yet not have their
fears kindled by unnecessary hospital care or referral. to the
specialist.

PATIMIT-PHYSICIAN REEIATIONSHIPS

The patient coming to see his doctor Lringb ruch more into
the situation than appears on the surface. There are the realities
of course, but beyond this the patient invests the doctor with
deeper symbolic meanings in terms of his own past experiences with
significant people, especially those who have filled authoritarian,
parental roles, If the patient has dealt, with authority by conflict
during his life, he will tend to recreate elements of this in his
dealings with the doctor. This may manifest itself in failing to
take medication or to follow instructions as directed, or in a
nrriad of other ways in which a patient can resizt treatment. He
may provoke the doctor subtly so that the doctor's own negative
feelings begin to be expressed without the latter's coinscious
awareness.

Some patients react to authority with passivity and compliance,
and regard the doctor with the awe reserved for sore higher being.
The doctor may find his ownm Eg' quite inflated until a later date
when the hidden hostility in this compliance becomes manifest
through subtle thwarting of the doctor's treatnent program. This
again -an stir up hostile feelings within the doctor which may be
vented upon the patient in some covert manner. These attitudes on
the part of both are irrational. They do not make sense if orie
views the patient-physician relationship simply as one of a si.ck
person who comes to an expert to be healed. And yet, in one form
or another, these emotional distortions lurk in the shadows of every
problem in clinical medicine.
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The patient reacts at times to his illness with irrational be-
havior. Although comon sense might indicate thr't the patient wants
to get well, one may be surprised to see the patient regressing,
seemingly enjoying the care and attention he is receiving and subtly
prolonging the treatment process. This again can be understood in
teirms of the patient's personality and previous experiences. Pa-
tients may alzo over-react in the opposite directions i.e., deny
illness and display a phenomenon known as "flight into health." In
this case fear of illness is so great that the patient cannot tolerate
an awareness of his condition. He becomes over-active, 4.gnores medi-
cal advice and thereby aggravates his condition. The doctor faced
with this situation feels his authority challenged. In anger, he
may try to frighten the patient into compliance, and reenforce the
fear that is already overwhelming the pat..ent. In this situation the
patient may respond with an acute depressions or may break complete-
ly with his doctor at a time when he badly need3 him.

It is obvious, if one thinks aboun the many ways in which pa-
tients handle illness in terms of their own personalities, that the
doctor must constantly individualize his approach to each particular
problem. But more is needed than flexibility. The doctor must
learn to recognize his own feelings in the patient-physician relation-
ship, since these are so vital to successful medical care. The doc-
tor is never a block of granite; he is constantly reacting to his ka-
tients and they to him.

In the military service the doctor may feel at a aisodvantage
since he often sees patients who nad no choice of' doctor. The doc-
tor may have a need to be sought out for help, and feel uncoi'fort-
able in this seemingly impersonal, "socialized mcdicine" atrosnhcre.
Within a short time, however, the doctor comes to realize tV.at tU1e
same strong professional relationship can he created in this s;et-
ting, and that the problem was more one of inner phantasy than of
outer fact. If the doctor is new, he has an unferstandable need to
demonstrate his co.petence to his professional colleagues. If Ce

runs headlong into one of the difficult probleris in patient-,h:-sician
relationships, a so-called "dissattAfied patient,," he feels serious-
ly threatened unconsciously, and is in danger of responding to what
he erroncously considers a per'jonal reflection ulon hinself. There
are two main dangers in this emotionally-charged situation: the
doctor may unconsciously forget or ignore the patient, or he may
show his feelings by overtreatment and diagnostic efforts far beyond
those appropriate. Worst of all, he fails to recognize the probler.
for what it really is -- a disturbed patient-physician relationship.

Although the doctor is not a block of granite, there are times
when he must appear very calm in situations where the patient is
very anxious. It has been observed repeatedly that anxious patients
tend to make misinterpretatiorns of much of what the doctor does.
Explanations are very helpful in this regard. But if the doctor re-
veals his own anxiety by diagnostic or therapeutic maneuvers which
he cannot explain to the p-atient in understandable terms, and whiich,
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indeed, he has trouble explaining to hincelf, this has the effect of
heightening the patient's arnxiety. The doctor must train hiroelf
against participating in the patient's anxiety. Ile must, in brief,
learn to be inactive whekn the situation calls for it. ,iuch of the
successful practice of medicine reUuire3 masterful inactivity and
outward calm surportiveness.

A word of caution to the flight surgeon: as the "team physi-
cian," he works in close support of his patients on a level that
is often closer to friendship and carieraderie. This close relation-
ship can be a two-edged sword in that a truly professional patient-
physician relationship may be difficult to preserve. The flisit
surgeon maintains this relationship best if he remembers that he is
a part of his group, but not wholly one of them. He mriqt be close1•y
identified with his men, yet distant enough to be objective in his
decisions. The flight surgeon who cannot fill this professional
role finds that his own personal proble=s become knon to his fly-
ers and his ability to help t'.•m is lirited accordingly. The
flight surgeon, thcn, must keep many problens to hinself, and yet
have sufficier.t outlets for his own satisfaction that he does not
feel thwarted and frastrated. It is a task for the Air Force
Medical Service to render support in turn to its flight surgeons
within our professional organization.

THE COMPLETE EAMMIATION

A thorough, psychologically-oriented exaraination of the dis-
pensary patient is one of the most potent tools in the arrnaxntari-
um of the general medical officer. The initial interview and exam-
ination, if carried out with the following suggestions can save
many hours later on. The tactics one enploys really go into play

before the doctor even sees the patient. For exz.Lple, a snoothly
oper,.ting appointment system does wonders in making the lowliest
airman realize that he is receiving individualized care. Appoint-
ment systems have been put into operation at many Air Force medi-
cal facilities and have been enthusiLatically received by doctors
as well as patients. The patient arrives at the appointed time.
He knows the name of the doctor he will see, and is received in a
quiet office where his privacy is insured. There is ro procession
of corpsmen or nurses in and out of the office daring the visit,
the telephone is not permitted to interrupt, and the patient is
able to settle down and tell about whiat's bothering him. The doc-
tor enhances this relaxed atmosphere by hii willingnes3 to let the
pat.ent 4 alk, and other non-verbal indications tVit this is a
special tire and place reserved for him as an individual.

When the doctor is satisfied with the interview portion of
the exanination, he proceeds to the actual manipulative study of
the patient's anatomy. This is done in every case, even when the
problem is clearly a psychological one. Later, when %1:v and
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other studies have established a psychogenic etiology in a manner
which is meaningful to the patient, physical examinations should be
minimized, but never in the beginning. This careful attention to
the patient '3 ailing parts has deep ewotioniJ significance and can-
not be overestimated. Then the examination is negative, the doctor
should say so decisively, bat not in a manner which makes the patient
feel himself to be caught in a deception. If the patient feels sur-
prised and defensive, the doctor should not block him at this point,
but should encourage his questions and give adequate explanations.
With carefully chosen words he can proceed to outline his findings
and course of treatment.

One way in which the doctor can prepare his patient for accept-
ance of an emotional explanation for his complaint is to indicate
early in their relationship that he is interc3ted in the patient in
a very comprehensive way. There are many routine sick call problems
where this will not b( necessary, such as upper respiratory infec-
tions, diarrheas and minor surgical conditions. But the physician
will soon develop a keen nose for other problems which have a clear
psychological stxnp. Some will be clear-cut, as for example those
psychoneuroses where the syrytoms are preserted on a psychological
level, e.g., anxiety reactions, dissociative reactions, etc. So-
matic problems having to do with the gastro-intestinal tract, the
musculo-ekeletal system, the skin, the genito-urinary tract, etc.,
will come to be regarded as often only a surface manifestation of
deeper maladjustments. The doctor should bear in mind that patients
who want his help will unconsciously try to please him. One of the
better ways, it would seem, in which the patients can gain the doc-
to:"s favor is to have something physically wrong. Hence, they -Will
talk about their aches and paý.ns because they think that's what the
doctor wants to hear. Conversely, pationts who seek out or are re-
ferred to a psychiatrist will talk about their nervous complaints
because this seems more appropriate. This, again, is one of the
subtle manifestations of the patient-physician relationship. The
doctor can overcome this successfully by employing a non-directive
interviewing technique so that real problems do not become blocked
ana inaccessible. If the doctor conveys his comprehensive interest
in the patient's problems early, the patient will be much better
prepared to accept a psychological interpretation of his illness
later on. It is easier because they have already discussed personal
and envir .mental problems if only briefly, and the doctor has indi-
cated that these must always be looked upon as important. These
topics can then be re-introduced without making the patient feel
that he has been "found out" after a prolonged sleuthing through the
laboratories of organic medicine.

It is obvious from this discussion that all of this takes time.
It sh )uld be remembered, however, that for every problem which will
requ re this, there will be several where a brief routine management
is a .1 that is necessary. If care is paid to the appearance and
smoeth performance of the dispensary and its personnel, these prob-
ler j will remain routine, and their disposition will, in fact, be
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facilitated. For the proble•s which do reqiire ttme, the doctor
should arrange his schedule so that such Tatients return for further
study at slack hours during the day. The vvzry fact that the patient
receive3 the doctor's time is medicine in it3elf, and is one way in
which the patient with emotional problern is suppI~orted without the
necessity for mvdications, elaborate laboratry7 :-tu'iies and other
ways in which the doctor ma7 find hin3elf atte-iptin, to short-cut
the problem. Managuent oi wrAis sort alscoura->s reipeaters" rather
than fosters them. Thcir problems are handled adequately from the
beginning, and doubts, fears and inlecisions are not permitted to
arise. The dispensary physician will find that he is able to
function readily in this atn~sy , witnout fre-.,e'nt reference to
the psychiatrist and other cons ltants. As with laboratory examina-
tions and procedures, the doctor will cone to find that hurried re-
ferrals are often the result of his owrn anxiety, and inability to
spend necessary tiUme with the patient.

As the old medical adage goes, "It is neccz7-ary to give some-
thing." The doctor has already giveen of his tLne and genuine
interest. The medicine which he prescribes is another vital link
in the chain of good dispensar-y care. It succeeds in part becV ue
of its specific pharmnclogic action, and in part becaise of the

personality of the prescriting pnysician ;w.o appreciates the nmagical
attraction of physical measures, w.io er-yl'y.L trjem s.•rewdly and with
good timing and explanation. For tense, a:xious and maladjlsted
patients, sedation car be, of great value. An airm•an who can get a
few nights of solid sleep by taking a -;ccor.al or a-Lytal caiý,ale be-
fore bedtime will be in a much better rosition to work out his
proble.rs the follo-wing day.

In recent years, clinical psychiatry has attained a much wiO-r
therapeutic range as a result of the development of new 'phrenogenic'
(ataraxics, tranquLllizers) drugs. These agents have been foand to
exert an effect upon the activity and mood of the pitient but, un-
like the sedative drugs, have a much less prominent effect upon con-
sciousness. Some of thie medicatibns in this group, e.., chlorpron-
azize, promazine and reserpine, have an effect lilon consciousness
and upon blood pressure which clearly r-Llcs out their use for riem-
bers of aircrew when continuiný on fl"iLng tatis. ro-n data ac-
cumulated thus far on these particalar dr.~s, their use seens most
beneficial in the case of distjrbed, usually hozsitalized patients.

The meproba.nate (X'.iltown, ' ':onil') drugs have a mu.,ch more
subtle ability to produce tranquility and relaxation of skeletal
muscle. The use of !ieprobamates for tenoe, anxious I etients may
show strikingC success. The relaxant qualities may also be very
helpful for muscle strain, tension head-ache or backache. k[eprota-
mates may f;ll a -ery worthwhile role during the let-down rest
period followring a long missions if carefully supervised by th'3
flight surgeon. In contrast to the prolonged bui' d-,ip to a
therapeutic level wnich characterizes chlorpromazine, promazine and
reserpine, the mrprobanates begin acting on oral al-drustration

137



within one hour and the effects persist from four to six hours. Be-
cause of the newness of these compounds, the flight surgeon is cau-
tioned not to administer them to men h%,ile flying. Farther study of
their effects upon psychomotor performance is necessary, and it is
known that some individuals show an appreciable sedative reaction to
meprobamates.

New drugs have been added to the flight surgeon's armamentarium
of stimulants: Pipradrol ('l~eratran') and 'Ritalin' have been found
to enhance mood, quicken reactions, and to counteract fatigue and de-
pressed moods. Pipradrol resembles amphetamine compounds but acts
more gradually and persists over a longer period of time, usually
four to six hours. Effects upon the cardiovascular system and the
appetite appear to be insignificant.' 'Fdtalin' seems to operate in
a somewhat similar fashion, but requires further study. Bota of
these drugs, because of their newness, require much more clinical ob-
servation, and the flight surgeon should be very conservative in his
approach to their use.

MINOR PSYCHIATRY

Since the flight surgeon will Qeal constantly with emotional
problems, it is important for him to have at his disposal certain
techniques which are on a safe psychotherapeutic level. :.inor
psychiatry, then, is a daily part of his activities in much the
same manner as minor surgery, lacking extensive experience in
psychiatric training, the flight surgeon will find that he can make
up for this to an appreciable extent by maintaining a good thera-
peutic attitude. This means that he meets his patients with re-
spect and acceptance, that he withholds judgment until he has
sufticient facts to work with, and that he cultivates a capacity
to 3mpathize wit, his patients and thereby better understand their
problems.

The flight surgeon will spend some of his time in actual in-
terview psycrhotherapy. The situation in which he finds himself will
dictate to some extent the indications and contra-indication3 for
this type of psychot1-erapy. Interview therapy will be very helpful
at a pilot ir•i iing base where thV transient arnxieties of the
trainees often respond wel:. On the other hand the flight surgeon
will find that interview psychotherapy in a combat area may often
be contra-indicated since it may rekindle problems of the cast at a
t:ie wilen a flyer must concentrate on the tasks at hand. Zne tecn-
niqUes -hich the flight surgeon will utilize best are described as
suppressive, supportive and relationship psychotherapies. The sup-
pressivp ty-e of psychotherapy is that which seeks to cover up cur-
rent and past problcms by dealing .-ith them only obliquely and
through the envircnvncnt, Such ther.nqy is best -aited for a combat
zone where the secondary gain of illness and rediual attention must
be kept to a minmun. Supportive 1sychotherapy perr-its the patient
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greater freedon of expression of his fears and problems, and the
therapist fills a rnore giving, warm role with his patient. Relation-
ship psychotheraý;r is treatment on a longer tern basis in which the
patient learns from observation of the therapist's attitudes and re-
sponses that there are other, healthier ways of reacting to problems
besides those the patient has been utilizinrg. The patient learns
through what has been described as a serA.es of corrective enotional
experiences vrith his therapist. In none of these levels of psycho-
therapeutic activity is there any deep probing of the personality.
The patient is permitted to set his pace. Direct interpretation of
his behavior, his thoughts and dreans is avoided. The ingredients
which render all of these levels effective are catharsis, reassurance,
suggestion and persuasion.

The flight surgeon's ultimate goals in interview Isychotherapy
are., first of all, loss or alleviation of symptoms, and secondly,
improvement in personal ard social adjustment. These goals may or
may not be reached over a short or long period of time depending
upon riny comTlex factors. Diring continuing therapy, however, the
flight surgeon can maintain progress by focussing on current symp-
toms or problems. When enotionally-charged situations arise, the
therapist exar-nes these with the patient to seek patterns of reac-
tion. These patterns, as they emerge, can be scrutinized for their
effect on current adjustment, and eventually their meaning 8nd func-
tion becomes understandable to the patient. Luring the course of
this the therapist is most effective if he lets the patient discover
these patterrn for hinself, while the theral it remains in the back-
ground except for focussing attention upon the emotionally-charged
events.

THE IMPORTA1CE OF DOING LITTLE

All through the doctor's medical training he is constantly bom-
barded with advice and directions to "do this" and "do that" for this,
-;hat, or another medical problem. A tremendous premium is placed
upon one's instant ability to plunge into the diagnostic morass and
emerge triumphant a moment later with something "to be done." There-
fore, it is quite disconcerting to he physician to deal with the
psychiatric patient where the more inactive and procrastinating he
is (or seems to be) the better his patient gets along. He is un-
comfortable in the extreme when neither he nor his patient has any-
thing to say during 30 or 60 seconds of golden silence durinig their
interview, or when the patient puts him "on the spot" by asking,
for example, about the medication he is going to receive. It is
helpful to the doctor to remember that the difficult personality
problem which presents itself at his office has been many years in
the naling, and that corrective measures must "make haste slowly."
Further, the doctor had nothing to do with the creation of this
problem case, and should avoid being made to feel responsible by
the patient, lie must be warm and accepting, yet detached and
inquisitive3
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In summary, the flight surgeon stands in the front line of
medical care. To his charges he represents the USAF kbdical Service.
The accomplished flight surgeon embarks upon the treatm3nt of his
patients with a unique combination of assets: he encounters emo-
tional disorders in their nascent state when the greatent good can
be accomplished, and he apprecia"tes the flyer's environr, nt. These
assets to conunication are facilitated by the flight surgeon's
understanding of the management of complex patient-phycician rela-
tionships. By fulfilling his role as "team physician,." by =nder-
standing, patience and thoroughness, the flight surgeon renders
incomparable service.
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CHAPTER XV

NEUROPSYZ1HIAT I C CONSULTATICIS:3

Dyn~rics of the Roforrml Process. It is important to considcr
some tlthe 7ranilc interpersor al relationships existing and unfold-
ing between tVh, patient, the reftrring ph•ysician and the psychiatrist
within the frarncwork of the psychiatric referral. The unconscious
attitudes of the individuals involved are seldom exposed to direct
view; yet their presence is of momentous significance in the suc-
cessful rendition of consultant services.

Meaningful communication between two persons is a complicated
procedure. It involves the unconscious attitudes and motivations
of those concerned, and reflects the distorted patterns of interper-
sonal relationships which all of us tend to bring to each new inter-
personal setting. Communication is not only verbal, but much is
conveyed in a non-verbal manner as well, Vhen one of the pers)ns
concerned is suffering from an emotional problem, the process is
complicated still further, The psychiatric referral focuses on com-
munication by the referring physician to the psychiatrist; communi-
cation amcng patient, referring physinlpr and psychiatrist; and,
finally, return communication on the part of the psychiatrist.

Attitude of the Referring Physician. The referring physician
is confronted•-iFlt he preparation of his patient for psychiatric
study, and realizes that every patient is threatened to a great,.r
or lesser degree by the prospect of seeing a psychiatrist. The
doctor who refers a patient for psychiatric study is often anxious
aUout the problems the patient has presented and should, therefore,
be wary of his own tendencies to respond emotionally to the dis-
turbed patient. The problem is not md" any simpler by the fact that
patients are keenly alert to signs of anxiety on the part of the doc-
tor. The anxious doctor nay tend to utilize a psychiatric referral
as a means of getting rid of a patient whose problems he unconscious-
1y feels he can no longer handle. At other times the referral may
symbolize a hostile gesture on the part of the doctor toward a pa-
tient who has not responded as he should, i.e., by getting well on
an accepted treatment regimen.

Attitude cf the Patient. The public holds many misconceptions
about mental ilness. For example, it is commonly thought that rninor
illness will inevitably turn to psychosis. Also, the public tends to
belittle any disturbance short of psychosis, and feels that unless
the person collapses he is not mentally ill. Psychoneuroses are
most misunderstood with a tendency to make a moral problem out of
them. Patients may give a variety of objections, rationalizations
and denials in order to avoid seeing a psychiatrii¼.. The extent to
which the doctor reacts to these surface disturbances is critical
to subsequent events, The patient may interpret the referral as a
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rejections conclude that the doctor thinks he is crazy, and may re-
act with anger or fear. At tines, the patient may expect too much,
as though the psychiatrist were sone god-like creature who can per-
form minor miracles for troubled persons. The physician must be
on guard against over-celling the benefits to be expected. Fe
should also avoid the device of calling the psychiatrist by another
name, such as a nerve specialist or a neurologist.

All of these difficulties can be minimized if, in good faith,
the physician discusses the reasons for referral with the patient.
He should explain in understandable terms the interrelationship of
emotions and physical symptoms and cite examples. In addition, he
should encourage the patient to see that the psychiatrist is bect
fitted by training and experience to study and evaluate this rcla-
tionship of emotions to physical symptoms and disease. In rarc
instances the patient may decline the referral. In sich cases it
is better not to pressure the patient unless military edn-inistra-
tive policies make a consultation m.an&dtory.

Information Provided Consultant. It is obvious tViat thc; ncr
information the consultant is given the better will be Liz op or-
tunity to contribute to the patient's welfare either directl,.', or
by returning useful data to the referring physician. ihen the
patient presents himself for study he represents only one very
limited source of information, i.e., himself., whereas the p.sychi-
atrist would like to fill in the gaps in the clinical picture
through information from members of the patient's fanily, his
friends and associates, and the people who have observed ,is per-
formance of duties. This is information not cazily compiled in
cases where the psychiatric consultant is many miles away.

The referring physician must indicate to the psychiatrist,
either verbally or in writing, sufficient information for the
psychiatrist to determine the purpose of the referral and what the
referring physician hopes to obtain. Occasionally the information
is of such a confidential nature that it is not wise to reduce it
to writing on a consultation form or in the hospital records.
Material of this sort may pass through the hands of a number of
non-professioral auxiliaries of the medical staff. In such in-
stances, a telephone conversation between the referring physician
and the psychiatrist before as well as after the interviews with
the patient will be very helpful. Any pertinent xr.dical or other
records which will help the ps-mhiatrist must always accompany
the conrultation request.

Psychiatric Referral Facilities. In many instances the flight
surgeon may have a psychiatric consultant close at hand. The lat-
ter may or nay not have ancillary facilities which expand the ser-
vices which he can render. Some Air Force Hospitals have a psychi-
atrist on the staff who does out-patient work, but who does not pro-
vide in-house care of psychiatric patients. Such a facility can
support the flight surgeon in much of his routine work. Large scale
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psychiatric facilities known as neuropsychiatric centers are located
strategically in several parts of the United States as well as in
overseas areas, The Basic Indoctrination Centers have in addition
Nental Ilygiene Clinics to render close support to inductees in an
atmosphere which is deliberately remote fron the hospital environ-
ment. Where the problems involve a rated individual's fitness for
flying, the School of Aviation lzdicino, U1AF provides, upon request
of the Surgeon General, consultative service on difficultp obscure
or borderline diagnostic problema affecting flying status and will
resolve these problems by authoritative study and opinion.*

Tra srortation for Psychiatric Consultation. Ibst patients can
he sent to :ee the psychirist on an out-patient temporary duty
ztatus just as they would if thL psychiatrist were practicing at
t:.cir -o:cv base. The Air Force ledical Service has established a
scci.l fLnd from which expenses may be drawn to cover this service.
It is important for the medical officer who arranges such a consul-
taticon to make certain that TDY orders are cut which provide for re-
turn to the home base. Failure to do so involves conniderable time
lost as well as additional expense.

Occasionally the referring physician wrll be sufficiently con-
cerned about his patient's condition that he will wish to have him
transported to the psychiatric facility by air evacuation. H3 will
need to Inow the proper procedures for preparing his patient. The
regulations which provide for air evacuation classify all psychi-
atric patients as Class I.(388) They are further subcategorized as
follows:

Class IA: This is a severely psychotic locked ward patient re-
quiring use of restraint apparatus and the category includes all dis-
turbed psychiatric patients. These patients will. require special
watch aboard the aircraft and at intermediate stops. The patients
rill be sedated, restrained, clothed in pajanas and delivered to the
aircraft on a litter. Such actively psychotic or potentially dis-
turbed patients include suicidal, homicidal, combative and Crossly
deluded and hallucinated cases. They are considered as Ipotential
seclusion room patients in a hospital and must be placed on closed
wards if the aircraft remains overnight (RON) during the flight to
the ultimate destination.

Class IB: This includes locked ward psychiatric patients who
normaI1y word not require the use of restraint apparatus. Neverthe-
less, these patients will be placed under special watch aboard the
aircraft and at intermediate stops. They will be sedated, dressed
in pajamas and delivered to the aircraft on a litter. These are
patients who are psychotic to a minor degree or clearly convalescent;
they are not disturbed and not likely to become so. They may be

*Other Aeromecdical Consultation Services have been established on a
regional basis in the United States and overseas. Such services are
governed by the provisions of AIR 160-103.
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suitable for open ward care at the originating and destination
hospitals but for complete security they must be kept on closed
wards during all stops enroute.

Class IC: These are the psychoneurotic cases and others with-
out g•oss disturbances of behavior. In most instances they have a
record of not causing trouble at the originating hospital and can
be expected to be cooperative and quiet during the flight. Re-
straint and sedation are not necessary since these are open ward
cases and are usually ambulatory.

Services Pendered by the Psychiatric Facility. The least the
referring physician can expect from the psychiatric consultant is
an evaluation of the patient's mental condition and recommendations
for his disposition. This Ind of report may be returned in the
case of an airman who falls within the purview of such regulations
as AFR 39-16 and AFR 39-17, or who is being studied prior to dis-
ciplinary action. At other times the psychiatric consultant will
return an opinion as to the ways in which the referring physician
should approach further treatment of the problem. Frr patients
requiring close psychiatric care or ulttrate disposition, the
neuropsychiatric center will offer continued hospitalization until
such time as a decision can be made about the patient's fitness
for continued military duty. Neuropsychiatric centers employ full
treatment programs utilizing insulin coma, electro-convulsive
therapy and active total-push regimens. These treatments are not
used in every case, however, and patients who show little pro: *se
of early benefit are often transferred to the Veteran's Ad.rLinis-
tration for definitive treatment. Because of staffing problems
the consultant will undertake out-patient treatmient of referred
patients only in a minority of cases.

Iental disturbances in militi&ry dependents pose vexing problems
to all physicians. The military hospitals which offer closed ward
psychiatric care to dependents are few in number and usually full
to capacity. Therefore it is important for the referring physician
to know what facilities are available before sending a psychotic
dependent to an Air Fbrce hospital. In such cases a telephone call
to the consultant may save much difficulty later on. The flight
surgeon should be sensitive also to the medico-legal problems cre-
ated by the psychotic dependent. He should insure that all services
he renders are accepted voluntarily by the dependent, and should
familiarize himself with the special cormitnent procedures of the
locality where he is stationed.

The ?sy'hiatric Consultant and Aeromedical Problems. Psychi-
atrist'son duty with the Air Force may not have had traning in
aviation medicine, and maiay not be fariliar with the special prob-
les involvel and their management as outlined in AFII 160-1. It
is important therefore 'ýr the flight surgeon to know his con-
sultants -- know them personally, if possible, through visits and
other professional contacts so that handling of problems involving



flying personnel can be accoriplished expeditiously. Within this
relationship the flight surgeon can acquaint the consultant with the
special problems of flyers, and the consulrtant, on his parto uan ad-
vise the flight surgeon on his handling of neurops:,chi:tric problems
in the practice of aviation medicine.

CLINICAL EUROPSY'CHIAT RY -:, AVLXTION MEDICI::
(X'-ii'_ey of One-hundred r-it-'y Proble'i Fa(es)

Introduction. Xhhat is the role of the nieuropsychiatrist in the
field avi- atin mdicine? how much neircpsfchiatry should be in-
cluded in the training of aeroridical specialists? The groith of
aviation medicine as an area of medical education and professional
career has underscored the need for answers to these questions. His-
torically, emphasis has been on the initial psychiatric selcztion of
the flyer based on predictive personal interviews ar-d psychological
test batteries. This is an area for continuing research and develop-
irent which is currently well represented in teaching in aviation
medicine. This paper proposes to highlight the lon?-tern rUainten:nce

of flying personnel and the process of seloction-Ln-depth as seen
from a special clinical point of view.

The author has practiced neurops:,,chiatry exclusively >rith a fly-
ing population for the past 3 years. This presentation of problen
cases and pertinent figurres may bring to life some of the. interest-
ing facets of this field and help to outline the pa.ticipation of
neuropsychiatry in aero-mdical teaching and practice. Parenthetical-
ly, it depicts this consultant in a preventive frane of reference --
not an, easy situation for the neuropsychiatrist -- in which reliable
medical standards must be developed, observed and refined.

The Clinical '*dicine Division of the School of Aviation m•di-
cine1 USAF provides consultant services to the Surgeon 'General in
cases of flying personnel with difficult, obscure or borderline di-
agnostic problems affecting flying status. This report deals with
100 such problem cases seen successively from :arch to Octcber of
.95h. Not all were refe:red for neuropsychiatric study, but such

evaluation was considered advisable upon or before each subject's
arrival at the School.

Method of Study. AU patients in this series were referred to
the ClTical-AI'eic•e Division on temporary duty from their home base.
At the time of the exanination, all medical records in the case were
made available including recent studies by the unit flight surgeon.

*RepUted with permission from the Journal of Aviation 1;dicine
Vol. 26:6, pp. 471-479, 1955.
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Personal telephone conversations with the latter were arzanged at
times to render as accurate an evaluation as possible.

The point of departure in the clinical assessment of every
case was the psychiatric interview. At times these SEssion3 were
tape-recorded and played back later for appreciation of tha nuances
of the case. If the recording was particularly instructiv~e it was
preservsd as part of a teaching library for student, use. Most
cases received detailed clinical psychological batteries of intel-
ligence, perfonrance and projective tests. A neurological examina-
tion was accomqplished in every case, and electrooncephalo.graphic
study and other neurological procedures were included as indicated.

The results of study by this Department were then evaluated in
terms of the finlings of the entire clinical team, including physi-
ologists and aviation medical experts, in addition to the usual
medical specialists. Instructive cases were sometimes presented
in person to classes in aviation nedicine. This was done primarily
for teaching, but invariabL- sharpened our assessment. The ques-
tions to be reso3~-ed in each case were: (4) Is this man medically
fit to fly? i.e., Will flying adversely affect hii? (2) Is he a
hazard to flying safety? (3) Is there involved in this caoe a risk
to one life, several lives, a costly aircraft? A basic preventivw
philosophy dominated each appraisals guided by the detailed speci-
fications of Air Force medical standards.

For the military psychiatrist other troubleso'e questions in-
evitably were raised: Is this man capable of developing and exer-
cising the leadership qualities expected ,f an officer in the US
Air Force? Is his present disability a surface manifestation of
character defects? Is this primarily a medical problem or is it
a social problem, and how does one make such a distinction?

Results. The data here reported were screened from the records
of the Department of Psychiatry and Neurology by means of a special-
ly designed punch card filing system.(384) Of the entire group, all
but two were from Air Force bases other than our own. Tables 7, 8
and 9 indicate their ages, rank, and years of military service.

These data highlLght a well-established present day clinical
observation: there are two areas of special stress for the flyer
in the current Air Force. The first accounts for approximately
half our subjects and is perennial. I refer to the stress of the
initial training period during which automatic selection of the
fittest takes place. The second area concerns the older flyer who
may have flown combat in two wars, who is getting on in years, if
not in rank, and who is confronted aith high-performance aircraft.
Of this entire groups 26 had flown in combat assignnents. Of
the 76 officers, 57 were married and 48 had children.

The presenting complaints (See Table 10) are of interest be-

cause they are rather far removed from tne symptoms that the
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nearopsychiatric consultant usually encountcrs. Tý.e c~ij 2~t. : ,•
been categorized for convenience into Thn'oe grmui's: t withI ratn-
er obvious psychiatric diffitilties, T :rith aifficilt soa.ic
and psychosoitic ramifications, and firal2y, those hopefl flyers
who come to us fec]injg quite well bat. har-zIiýapjd by a :'-rific-nt
redical event in their past,

TABLE 7

AGE DISTRIP`,rT'i

Ae N ro w I" i 3ps

Under 20 .
21 to 2' * * o *
26 to 3o . . .. . . . ... .. . . 7
31 to 35 . . . . . . . . . . . . . 27
36 to 45 . . . . . . . . . . . . . .0

TA3LE ?

RkNK L"h

Rank r 3

Cadet 2 . * . . . . . . . . . . . 2
Second Lieutenant . . . . . . .e . 22
Fir3t Lieutenant. . . ... , . . I?
Captain . . . . . . . . . . . . . 23
IMjor . 6 * . . . . • * . . * * . . ,
Lieutenant Colonel. . . . . . . . 1
Colonel e . . . a o o . o . . 5 . .

TABLC 9

TEAR~S OF :1.

Years Number of Cases

Less than 1 year. . . . . . . . . . 18
i to 2 years. .. . . . .. . . 0. 17
2 to 3 years, . . . . . . . . . . . 6
3 to 6 years. . * o e o * * * * 26
7 to 10 years . . . . . . . . . . . IL
1 bre than 10. .. .. .. . . . . . 19
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TABLE 10

PlESENT ING CO0Ia'AINT

Complaint Number of Cases

I. Psychiatric
Professed fear of flying. . . . . . . . 3
Ibnifestations of anxiety.... *....... . 8
"Bizarre" ,mnifestations e a . .e. .o * .* a • • 2

II. Somatic
Disturbance of consciousness:

In-flight or altitude chamber. .4. . . . . . ., 11
Syncope, recent . .. . . . . . . . • . • .• 5
Seizure. . .e . . . e. . . . o . . . . . .• . 1

Visual disturbance . . . o & . & & * o. .. a • 16
Airsickness.... . .... • a• *000a. • • • • 9

Headache . . . 0 0 0 0 * . . . * * . . .. * * . 6
Hearing disturbance .... . .. ......... 6
Other ear, nose, throat.. . . . . . . . . . . . . 3
Hypersusceptibility to Dysbarism . . . . . o . . . 2
Miscellaneous

Upper gastrointestinal complaint . .... . . . 2
Dermatitis . . . . . . .0 * . . . . . . . .a 1
Cellulitis of the leg. .. . . . . . . . . . . . 1
Chest pain.. . . . ....0000 00 000..... 1
Hypertension . . . . . . . . . . . . . , . . . 1

Spontaneous pneumothorax . .. . . . . . . . . 1

III. No Expresscd Complaint
History of head injury and prolonged unconsciousness 7
Residuals of neurological disease.........

History of psychotic episode.. .. . .0 . . . . . 2
Defective flight performance . . . . . . . . . . 0 2
Unusual condauct. . . 0 0 0. . . . . .4 . . . . . 2
Histor.- of suspension for fear of flying . . . . . 2
History of syncopal attacks in remote past . . . . 1

TOTAL . e o e. . . . ... o * e. .... 100

Only 19 of the group were clearly in the psychiatric category,
and 6 of these were asymptomatic. The majority of this group showed
clinical anxiety or were channeling their di1stress into one or an-
other of the psychoneuroses, e.g., conversion reaction, phobic re-
action, Confession of anxiety and fear entails loss of self-esteem
and prestige for the flyer, as iell as concrete demonstrations of
disapproval on the part of command. Therefore, there is ample reason
to find a more socially acceptable channel for expressing anxiety,
namely, the soma. The nredor~inant n:echanisms •th which these pa-
tients (defended therselves from their anxiety .Jere noted in this
study to be somatizatior- denial, rationalization and suppression.



Accurate study of the 66 cases with somatic complaints in this
series, then, put the clinician Is skills in interviewing and ob-
serving to a severe test. It seems likely that several of the
problems of loss of consciousness and special sense impairment
could be demonstrated as clear-cut anxiety. These complaints tended
to cluster among the ranks of young flying trainees who were predis-
posed to fall by the wayside by virtue of character and behavior
disorders. Perhaps some of them were able to escape through non-
punitive medical channels without loss of face by virtue of their
obscure symptoms. At any rate, the important point was that they
did eliminate themselves, and the operational group was thereby
strengthened.

Not infrequently, the flyer with no medical complaint at all
attempts to gain entrance to our offices without official arrange-
ments, so great is his desire to resume flying duties. A comrmon
example is the following: Air Force medical regulations require an
observ-ation period of one year for any trained flyer who has suffered
a head in~ary with unconsciousness lasting longer than 15 minutes.
The highly motivated flyer has difficrlty accepting this once the
recovery period is under way and may j, ý considerable pressure upon
his unit flight surgeon to restore him to flying. These patients,
often with histories of severe trauma, present an interesting con-
trast to those refractory head injury cases where compensation is
a factor and desire to return to flying is low.

Table 11 presents the diagnoses made ar,- the disposition recor&-
mended in the group of 72 cases of primary neuropsychiatric interest.
The data do not indicate whether the suspension from flying was
permanent but, in general, subjects suspended for psychiatric reasons
were grounded indefinitely, while many of the neurological problems
required a period of observation of a year or more. Dbdical dis-
qualification from flying duties does not, of course, render an in-
dividual unfit for other types of military assignment, but the loss
of a trained flyer is serious in terms of training time and expense.

In one case of borderline syncope a final decision was deferred
to the Surgeon General's Office for interpretation of medical poli-
cy. Certain cases, e.g., psycboses, unexplained loss of copsucious-
ness and head injury with prolou.ged unconsciousness, were uniformly
disqualified as required by regulation. In the group of character
and behavior disorders, and the psychoneuroses, however, the con-
sultant's judgment is guided more by individual considerations and
hinges strongly upon the patient's emotional stamina and motivation
to continue flying. As indicated in Table 12 the presence of psych1o-
neurotic symptoms or of a character and behavior disorder need not
bar the sulject from flying. The presence of such findings in a
trainee is for the most part discouraging. The trained flyer, how-
ever, can be salvaged by alert, earlly treatment, and often his flying
duties n3 1 not be interrupted at all. Such therapeutic and preven-
tive measures depend much more upon ýhe unit flight surgeon than the
con-ultant, however, and are be~yond the scope of this presentation.
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TABLE U

DIAGNOS3I3 AXD 7,TŽ31SITIuI IN CASZS
0r' Phd!,Y .-FU.C3YOHI.ATHIA IT'IN 1ST

UaL•nOsis lJdical Medical Advianis.
fin1ua Qua llf., NllndlinL

Psychosis, or history of * . .e. . . . . . 3 - -

Psychoneurosis , .0 *. . 0 .*. . . . 1 6 -

Imiaturity reaction . .0 . . . . . . . 6 4 2
Pathological perroraalty . ty.....6 1 2
Psychoneurosi3 peculiar to flying * o - - 6

("Fear of ?lying")
Unexplained loss of consciousness. . . . . 10 - -

Explained lo3s of consciousnes... . . . - 2 -

Craniioerebral trauma with prolonged
unconsciousness. ..# * * * * * * .* * 6 -

Residuals of polioVoelitis * * . . . . e * 2 -

Encephalitis . . ........... . . 1 1 -

Siull1 fracture . . . . . . . a . . . .. . 1 - -

Ecephalopathy due to aeroembolism . . . . 1 - -

TctLgrainec. ............... - 2 -Tension headache a.. . . . . . . . .* -

Neuropathy, traunatic, u1nar nerve . . . . - 1 -
"Trie" motion sickness . .a . . . . . . - -

Observation, no disease ase.......... - 2 -
TOTAL3 . . . . . . . . . . . . ..... hl 20 10

TABLE 12

DIAGNOSIS ANC DISPOSITION IN CASES
WITH SECONDA.LZ 1TEUROFSYCMIAT I[C PF-.OBLEi.0

Diagnosis Ne dicqal riedieal

Visual defect
Excessive heterophoria . . . . . . . . . . 3
leterotropia . . . . , . . . * .. . .a * 1
Refractive error o.............. 2 1
Failure cf red lens test . . . . . # . a 0 . 2
Failure of depth perception tests. , , . . 2
Defective convergence.e. . . .e . . . . .a . 1

Otosclrosis * o * e * e o 9 o o * e e . a o o 1
Deafness, partial... ....... *.... 3 2

Aerotitis -edia. . ............ 1
Lichen planus . * * ..... * e I 1
Ulcer, duodenum, active . . . . 2
Iheumatic fever, active. . .. . .. 1
Hy-ersusceptibility to dysbarism . . . . . . . 2
Cellulitis writh lymphangitis . . . . . . . . . 1
Pneuiothorax, spontaneous.* . 1Tiypertensive cardio-ascular disease, benign. - 1
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There were six subjects in the series who were regarded as
examples of "Pear of Flying." This medico-administrative category
is an outgrowth of the sporadic refusal of trained officers to con-
tinue their fly-ig assignments during times of stress. Briefly,
it provides for administrative handling of these subjects who ex-
hibit their psychiatric symptomatology only in the flying situation.
Two patients were recommended for return to flying after an episode
of unconsciousness was felt to be adequately explained. One had suf-
fered loss of consciousness at high altitude because of an improperly
fitted oxygen mask; the other had suffered anaphylaxis following in-
jection of a procaine-epinephrine anaesthetic during dental treat-
ment. The migraine patients in this series were able to remain fly-
ing because they did not experience visual impairment and their head-
aches were not frequent or severe. "True" motion sickness is a
special problem which, like the "Fear of Flying" syndrome, carries
the consultant over into administrative fields. A case was re r -d
as having 'true" motion sickness if there was a definite past his3-
tory and if the difficulty had been present consistently during
flying training. Motion sickness coming on later in the career of
a trained flyer strongly suggested psychiatric difficulties with
loss of motivation to fly.

Table 12 presents the diagnoses made, and the disposition
recommended in the group of 28 cases in which neurops~chiatric cmn-
siderations were of secondary importance. In many of these the.:.z
were psychiatric problems of distinct importance to the effective
treatment of the patient, but were not by themselves of a magnitude
to warrant disqualification f.ron flying duties.

The following are cases which illustrate some of the typi'al
and the unusual clinical problems which the neuropsychiatric con-
sultant in aviation medicine encounters.

Case I

Z.M. is a 20-year-old cadet with 23 hours of primary flyini
training. He jxperienced an episode of unconsciou:sness in solo
flight which he described in the following manner: He had been
flying at 10,000 feet doing power-on and power-off stalls. Duning
the pull-up part of this maneuver he had been experiencing the
usual g-force effect of 'Graying of vision' with associated loss
of peripheral visual fields. Although it was not on his schedule,
he decided to practice inverted flight, a maneuver he had done be-
fore with his instructor. vhen he began to roll back from an in-
verted position he abruptly lost consciousness. Ile recovered head-
ing straight down at a speed of 390 mph, ,:as momentarily confused,
and thought for an instant that the control stick was a dangerous
snake he was fighting. His left arm seemed to be jerking. He was
able to level off the aircraft and returned to the Base where he
circled for a ti;.c to collect his wits. After landing he had a
head(ihe Por a coujle of hours arid was tired the rest of the day.
ý[e debated whether to tell his instructor about the episode but was
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forced to do so when his overstressed aircraft was scheduled to go
up again with another student. The instructor. in turn, sent the
patient to see his fli-,gt surgeon. It was thought at the time that
his unconsciousness miogt have been due to sudden g-force sustained
whoi• the aircraft fell off into a "split-3" maneuver.

The flight surgeon elicited a history of .a+tig fofr years
previously when the patient got up suddenly after bein& asleep in a
chair. He had been briefly confused for time and.place after this
"faint." After the current episode, physical exa.mination and repeat-
ed blood pressure readings were not remarkable.

The neurops'.'chiat-ic consul'-,,it. observed the pati-at to be a
tall, slender young cadet who was uncomfortable in interviews and
cautious in relating the details of his recent experience, The past
history revealed that he was tne youngest of four siblings who
ranged from 12 to 18 years older than he. He expressed a great need
to excel and disliked tne implication of being the baby of the fani-
ly. His brutners had done well in track and field events in high
school and tqe patient tried to follow in their footsteps. In a
race for freshmen he set a local record in the 83O-yard run, but
caught colds at the start of tae next two seasons and wasn't able to
co.rpete. The last season his coach persuaded him to run as ancnor
man in the 4410-yard relay. H,7 won for his team but immediately be-
cane sick at his stomach and quit. Pbgarding aviation, the patient
had read and thought of little else for several years. He worked
around the local airport but did more repairing of aircraft t½an ac-
tually flying in then. He never took flying lessons or soloed but
had ambitions of being a fighter pilot. In contrast, his high sz.•.ool
studies favored history and art.

Clinical psychological tests revealed his intelligence on the
..echsler-3ellevue scale to be 123. erojective tests unders-ore. his
unrealistic am-itions and desire to manipulate ot,iers to satisfy ,li3
strong dependency needs. H:is responses contained excessive ration-
alization and affectave lability l with signs of free-floating anxiety.
!o organic signs were elicited, an, the pictwre was felt to be con-
patible with a conver'sion -.echanism. axardination by the consultant
in Internal "c"icine, includLng a comyl!1te blood count, fasting blood
sugar, chest x-rays and ZIG -,as >•itlin nor.n lidits. Nothnr.- re-
narkable was noted in the neur)o:o;ical exazix.ation. An C. tracii_£

indicated dysrhythmic tendencies esl-ecially :s evidenced by spike and
wave 3 per second bursts wlth low doses of" netrazol.

In surrmary, the diagnostic conclrsion was that ýhis was a pas-
sive, de-enrdent individual wh.o had suffered an e isode of unconscious-
ness, possibly a- a manifestation cf -etit ral epileps. le .:as rec-
omrmcnded for nmedical disqualification froet the flying trainino program.

2o.,nt.. This casc su'ggests a cor:plex interacticn of cerebral
dysrhythanhnd arxiety. The picture is obsz-rcd by the lack of any
witness to the event. Clearly evident, how;vcr, were the strong
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over-ccrpenzating neurotic drives which led the patient into avia-
tion, but would have handicapped him scver-]) a, a military
aviator.

Case II

W.S. is a 32-year-old instructor in single-engine aircrzU•t auA
a for•imr lighter pilot with 1700 hours of flying experience. He
and a fe212.cw 1iic were flying a jet aircraft at 38,000 feet when
they experienced canopy failure and loss of pressurization. In
spite of this, they remained aloft for approximately 15 minutes.
The patient eeveloped numbness and weakness of the right side, and
his vision decreased until he coUld perceive only light and dark.
He was terrified and thought he was dying. The other pilot made an
emergency landing. The patient was observed overnight in a hospi-
tal, Pnd seemed to recover rapidly. He did show a fluctuating
blood pressure for 12 to l hours afteriard. From that time on he
began to notice fatigue, weakness and throbbing headaches. Over
the next few mrvnths he flew very little and was afraid to fly by
himself. Eventually, his flifht surgeon removed him from flying
duties. Nine months after the episode he found himself avoiding
any physically demanding activity. Two or three times eazh day he
experienced spells in which he felt "cut of touch" with his en-
vironment. He would inspire deeply and notice constriction of his
visual fields. His heart would pound and he would feel shaky and
weak, bordering on collapse. The attacks lasted about five minutes
and were followed by extreme weakness, ner-rousness and headaches.
Exercise and emotional tension tended to aggravate these attacks,

When seen by the Clinical Ldicine Division he was tense,
anxious and in poor physical c ndition although not undernourished.
He was mildly tremulous, showed a startle reaction, and perspired
excessively. The blood presZure •:•as re-eatedly within normal
limits.

An EKG tracing, a cold caloric test and an audiogram were not
remarkable. During the electroencephalogra, hic study the patient
experienced one of his attacks after hyperventilating. The EEG
tracing showed minor asyLsnetry in wave recurrence and amplitude
over the central areas# the right side appearing depressed in the
amplitudes of some intermittent wave bursts. The tracing was in-
terpreted as questionably norrmal.

Opthaljiological study revealed moderately severe damage to
the left chcroid, appearing as a pale, yellowish lesion below and
nasal to the macula with visual firld dpfects of the left eye more
extensive than would be expected from a sinple projection of the
lesion. In addition, there was severe concentric reduction of the
color fields of both eyes. The clinical picture indicated dariage
to the left choroid and "he visual pathwa:'s, the end result of
extensive minor aeroembolism.
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Comment. The presenting symptoms in this particular case could
easily• ave been misinterpreted as evidence of fear of flying. The
unit flight surgeon thought the picture was possibly one of hysteria.
The neiropsychiatric consultant regarded the patient's anxiety and
episodes of hyperventilation as a psychologial reaction to brain
injury.

Case III

First Lieutenant J.1. is a 25-year-old F-86D instrument instruc-
tor. His present illness began late one night when he was driving
along a winding country road. An oncoming vehicle caused him to
swerve and his car overturned. He was admitted to an Air Force Hos-
pital where he remained unconscious or semico-atose for the next 15
hours, and was found to have a fracture of the left temporal bone
coursing downward to the base of the skull. Upon regaining conscious-
ness the patient complained of headache for the first three days, and
had a retrograde amnesia for several hours proceding the accident.
An EEG tracing during the recovery period revealed cerebral damage
with a left temporal focus. Luring the ensuing two months of hos-
pitalization he made an uneventful recovery.

After return to his duty assignment he visited the flight sur-
geon frequently requesting return to flying status. The latter found
him quite difficult. He could not seem to understand the need for a
minimum 12-month period of observation. Five months after the acci-
dent he dropped in unannounced at the Neurology Clinic of the Air
Force Hospital where he had been a patient and persuaded personnel to
perform another rM study. This time, no abnormality was found.

One maonth later his beleaguered flight surgeon referred him to
the School of Aviation lidicine, concerned that his behavior might
represent a post-traumatic personality change.

ThE patient's past history revealed that his mother died when
he was a baby and he never saw his father. With a twin and an older
brother, he was raiscd in a series of orphanages. His sensitivity
about the deprivations he experienced became almost an obsession
to him in later years. He compensated for this by craving culture
and his hobbies were art and classical music. Throughout his evalu-
ation he strove to create a completely favorab'le impression on his
examiners. The patient was a good student, finished high school and
two years of engineering at his state university. Uhen the time
came for him to enter military service, he furthered a lifelong am-
bition to fly by joining the Air Fbrce. He progressed well through
pilot and combat crew training, then flew 100 combat missions in
Korea. He enjoyed this duty imiensely, was a flight commander, dam-
aged one enemy aircraft and probably destroyed another, and received
an on-the-spot promotion. He was considerate of his men in combat,
and upon return to the United States he took pride in being a capable
instructor. He preferred the F-86 to all other aircraft and flying
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it was his greatest joy. He said that being a pilot in the USAF
was one of the few things in his life in which he took Fride.

Lieutenant i. had never attained a comfortable adult hetero-
sexual adjustment arnd he leaned heavily upon the cornj snion:hip of
his fellow flyers. Since his accident, h(.wever, he had lost the
feeling of belonCing. No longer couL he meet the gang at the
Officers' •mss and dis-uss the day's flvirig activities. He felt
reztless, irritable and "out of tnings."

Physical ex mination revealed a hus!ky young man of short
stature. There was a vertical i-inch scar on the right supraorbital
ridge and an oblique 21--inch scar in the right temporcparietal re-
gion. The opthalnological and neurological cxarinat ions were en-
tirely within normal lImits. An &Z study was done using rest,
sleep, hyperverntilation and photic stimulation activating tech-
niques. The traciLng was interpreted as ;;ithin the range of normal
variations.

Clinical psychological testing did not elicit signs of impair-
ment of mental processes. The IQ on the ..echsler-Bellevue scale
was 125. His response to projective tests showed very strong
achievement drives and great defensiveness about anything which
might put him in an unfavorablc light.

Neurops'nchiatric reco:miendations in this case were that the
patient continue to be observed and that he return for reevalua-
tion at the end of one year. Suggestior.s were given to his flight
surgeon to assist him in supjorting the patient during this period
of stress.

Comment. This patient's treinendous drive to achieve found an
ideal out=le in military flying, which for hi.. was ther,,peutic. It
is not surprising that he fought so stubbornly to return to flying
duties. Such cases present difficult problems in patient-pbysician
relationships which cannot be resolved until deeper motivations are
appreciated and incorporated into the flight surgeon's management
of the case.

The neuropsychiatric consultant in the aviation medicine
setting enccunters ;'atients whose prcsenting complaints are quite
diffe:Pnt from his usual practice. A najority of these are diffi-
cult psyzchoso;natic troblens concerning loss of consciousness or
ini~aimient cf a sjecial sense.

As teacher and consultant, the neurop•ychiatrist functions

most effectively in close tearwork withi the other clinical special-
ties. His philosophy must be funda.entally preveativk, and his
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opinions founded upon principles of flying safety and medical fitness
where these have been established.

Effective teachinG of neuropsychiatry to future acromedical ex-
perts will emphasize the importance of an understanding of perzonali-
ty dynardcs, and will stress the vital necessity of good interview-
ing technique. Special attention should be givn to co:mplex psycho-
somatic problems involving impairment of consciousness or special
senses*

This survey leaves the author with the impression that the
future specialist in aviation nedicine who is care.Lully supervised
in his formative years will be capable of considerably more inde-
pendent practice than we now witness. Although he my find himself
without elaborate clinical facilities and tecting equipment, his in-
timate acquaintance with the flyers' Environnent cannot be duplicated
in the office of the distant consultant. Fmon his on-the-spot
vantage point, with the patient application of techniques of fact-
gathering and sorting, he should be able to transform his most trouble-
some patients into his most instructive ones.
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AflI,=I3TEATIVE PSY,3HIN2i
THE RATIONAL1-E OF A~ITAIEIAEil

One of the most diff~icult adjustmeants whkich the doctor new to
rdlitary serviice must keic this: '..hcre (;o his oblir7at ions to
the individurt! end, and his obligati'nns to the Croup begin? In the
patient-ph~ysician r,-1,1 Cat -;jI- ')i, fcn :crs the keystonc of medical
practice, thc doctor naturally J&. -prlmaril-7 oriented toward the n~a-
tient. Ptaviation 7neclicime rcequircs tea".-*iork. Everyone has to
feel that his felloiws are ex-redir.' the same effort. A.irmen. who
fail their fellows na-, do so for mriný reesoris. Some rcasons are
distinctly nedical., as for example, the airmran or officer who de.-
velops a schizophrcnic psychosis. Others ma~y fail fron other
causes which inviolvp. moral judgmeiýnts. Beca'ise this latter group
can be understood in j.s.y.chiatric termsz, there is frequent r-isundcr'-
standing of the docto~rls rolc, It behoc .;s the flight surgeon,

threor, to ierthese d-verse clinical problems broadly, con-
sidering the injivid,.-l and his needs., 'but. also., the welf'are of the
group,

There are rany- references in Air Po,'rce hle-ulations to the ad-
ministrative harndling of Dien whio fail, but who do not evidence
diseas7e. It is well for the flight surgeon to be faniliaar with
these rules since he riust constantly izifcrn lay personnel that such
persons arc not a redical resý.onsibilitvy.

In the case of officers, Ai oc uain3-2 states th-at

"111,o officer has an inherent right to continued serv-ice as an of.'i-
cer ... An officer will he considered for revocation of comrausson
or remiový&l from the activec list when he evidences subst-andard efft>-
ciency, undesi-rablo personal habits or traits of charactoýr, or i
other wea!:nessoo whilich cia3t serious doubt -as to his fitness, or
suiitability to continue as a corriissionod officer.',~ aplsc
cases ofte:n cnco-,rt-.rcd in rm-dical practico ,.rc -orsosrs ` nave
nedical complaints --hinh overlie an n~-lt- to- a)ueladrh
or long- standing suhztandard performance of duty, apathy, 4efective
attitudes., teruporanwntal -rsuitability,, mismanagement of Personal-*
affairs and intemperat~e conduct.

For airiimii Air Force Regulation 39-16 encourages continued
effort and atten~ion to-. screening-f and elin--ination of inapt. and un-
ouit-ible personnel. Tae reazons for adn'inist0 .rativA-,e F rccea.3s n- of

airmen as set forth by this rcý,LOatiun run the gamu of cliniica.
condit-l-a3 a.hicln -'-he military ,jsychiatristj so02 everyrd ci;, * Th-e
p)oint to be emphasizcd is that t~ie'rr rece-,!e medical c~aro and
siiplor"., but uLt disposition is not via nedical c"c~ls hro

a in, ichn ulaa medical of ficer is sa~fiLed th-at no Lnz-1 itti
rinicl dsezeexits h must renLnil line eroonnelý tha-t re3 ,-,

bilit.; for tzie inciividual is t`-Icir oarn.



McLcean has eloquently statecd tho? socil-CI rczljonoibility of
physician and psychiatrist on tne bacis of his exprcri-ýrce in 1World
War JII Because the issi~es are set forth with such clarity ini his
article "INo Disease,"(317) thif: L, quoted hure at length':

"1(;.'orld W'ar II brought to lighi.. perpleyinC ethical problems,
particularly) popular is n *ir.of j~'c.arcprinciples.,
distorted sentimrital concepts of funactor al disability and cx-
aggerated statemonts as to the efficacy of psychotherapy. Fsy-
chiatr-.1 rmist ex-plain ... ini simp.lc lancg age, tIhe underlying
reasor.s for ita failures in the 1-revention and treatmrnt of
the psychorieuroses and rclated- -Iisa~bilitle3 of war .... '1

"(In World War II) the ivord 'ccwarlice I seldom., iT over.,
was hearcl because of the recognized diffic~ilty in 6istinu,--ishA-
ing it fron a type of psyrchcrneuro~is waich is the xr~-
of an illness of the persornality rathter thian of moral guilt.
Prior to the evolution of -s, ch.-atr~y,..t.tare were simlply
courageous mren and cowarcos ix.- peace and war .... PL large number
of those who p~rofess 1knowde&-,r- of the rirnd are convinced that
zrkui is a relativelj irresionsib~c crganiSr., th-e product of
instin~ct and enviroi~ment; Laat 'te is an anim~al ,,hose behavior
is determiuned by psycholor-ic an,' biological laas acting with-
in an ever-dininishing, franeworl, of chouice in decisicn....
The ethics of our civilization haý,e...been i~nterrctoci in
freudian and behavioristic terr's....(LC) we turn our faces away
from the possibility of unethical Ueciavior, the deccraticnm
of our men for valor in battle.. .bec one -orthlczss hyplocritical
rewards given by a cynical leojle .... At, no tine4 (has mian *Lecn)
released by society from thie responsibility and discipline of~
meeting the dem-ands of life. (in the past, men) acceptEd their
relative disabilities as iperson-al ýroblcr-s., which they then-'
selves had to solve....In military 'existcnce, however, tens of
thousands of these individuals d~iscovered th',at their syriptoms
were sufficient. to- excuse thýen, f r-.r the labors, netit.~
and dangers of war ....Ut~ntld n'w7Lers resisted t.herapy and search-d
for new nervous czyi i, to.ns to trnda-rt rce z,-, toc .,uty. -uIft-!.r,
possess3d of ho~norzible dlsc..ar,-ps, ->u ret-:rned to their
families with docimentar; -,roof' that they were victi:z of
disease and war and were not reso-onsible for helping thlemselves.o*611

"(There are two kinds of ccw:trdilce.) First., a callous,,
unmtixed selfis~rnes3; qecon]i, a c,)nl. nennt of zcneroi
containing fears w;hIich an individual coild con-!-er or allay
suf ficiently to allow him to carry, on i-is d itics.,.,.Un thle
other h,,nd ... taere are pzfc hone, irotic diz~or-ers thelk svripLoms
of which an irncivia'.al cannot con-,,uer or allay, siff'Lcientl-y
to allow hin -to carry on his d ities....(Such individualc are)
therefore., not resi onsiblp. for (theirj failures .... "1

"Yet thiere reriains to be described an ir~tanr_-ible roalit,,-
of conductk f:>. es;timatir. Jic:.rycAar ha-; r~te



moral nor tie legal qualifications, a reality which resides
in the ethical conscience of a reo:le...no;irly all rgn have
fear and Imow insec-irity, frustritlon , nd exiriustiun, and
most of t'er. have known adult tears. :in who stay'edr in
uniffom siw other mun leave for hone bccause of 3yrytoms
which thry thimsolves concealed and erndurcd, ý;h.ch they
rccognized in themselves as seeds of wca.:ness and c.wardice
and which they considered it to b- their 6uty, to con-:uer....
(These men) have an insight which psycý .iatry, in its
introspection, seems to have lost in a juminle of Jescrip-
tive words ancd phrases, an insi;:ht into the mural fiber of
men at waroeoo"

"(There are) two large divisions of function;il dis-
ability. One of these (is) a discase of the jsoche, the
wathogenesis of which could be traced to evolution of the
personality; the ovher (is) an ethical defection, loss of
military morale. This etiical defect was often indis-
tinguishable from its ps',cooneurotic counterpart....To
possess morale, one must have a goal for thought and
action....1brale contains...seli -cornSidence, loyalty, trust
ana honor. In some of its aspects it is the identification
of self with a group and its values vary from civilization,
and from time to tix in .c sa:e .:eople....To date,
psyc'hiatry has willingly accepted the full res:ronsibility
for this failure because it has identified loss of morale
with a disease of tihe psyche."

AIR FORCE hT17;UIATIO:3 PE1:_fAI.:I:G TO T"-1 :'WxAG=71-C.
AD T5113,0SITIu:N )FO S?3Y_.lJ1f7l AI~J.

Discharge for Inaititude or Unsuitahilitv
Air .orce -gulatIon 3?-iu)

This regulation outlines the concit ions and p;roceJures z•nu
constitutes *he authority within the ir Force for the disc!:arc ot'
enlisted personnel for inaptitude or ursaitability. It does -.-t
pertain to officers. lThen it is determined that an air:-zn caI.n:m
be developed to the extent that he may be expected to absorb ,`ur-
ther military training and become a sctisfactory airman, he wUJ.
be discharged.

The discharge of an airman under this regulation can be accrn-
plished only after it has been determinec conclusively th .c no -ien-
tal or physical defect exists which woald warrant semarition beýaaýe of

*Although the general principles of these regulations change very
little with tire, minor revisions rill be rade occaoi.),ally. To in-
sure that the versions here described are current, the flijm sur:'on
should consult his corrmander's redulations file.
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physical disability. An airnnan whose condition warrants separation
fcr disability would be disposed of under the provisions of Air Force
Ri1ual 35-a. An airman who has demonstrated inaptitude or unsuit-
ability for military service, but wnose psy'chiatric or physical con-
dition is not sach as to warrant separation for disability, will be
disposed of under Air Force Regalation 39-16.

Discharge for inaptitude will be effected when it is determined
that an airman does not possoss the required degree of adaptability
for military service. This includes airmen whose inaptness may be
due to lack of general fitness, want of readiness or ski.Ji, unhandi-
ness or inability to learn.

Discharge for unsuitability .Mll be effected when it has been
determined that an airman is unsuitable for further military service
because of:

1. Lackc of physical stamina because of the likelihood of early
recurrence of incapacitating symptoms from an uncontrollable cause
as a rosult of continued military service, but where return to
civilian life may be effected without likelihood of recurrence.

2. Character and Behavior Disorders:

a. Schizoid, paranoid, cyclothymic, inadeqaate and asocial
personalities.

b. L;-aturity reactions: emotional instability, passive-
dependent reactionj aggressive reaction.

3. Ilntal Deficiency.

h. Apathy, defective attitudes and inability to expend effort.

5. Enuresis.

Procedure.

1. Peport Required - The recor-nndation for discharge under this
regulation is initiated by the coiTndinr officer who subrnits a report.
This report is submitted when in the opinion of the co -anding officer
an airman is either inapt or unsuitable as indicate i above. 1e recom-
mends in this report that the airman be required to appear before a
board of officers. The cor~nding officerts rerort will include nxma.,
grade, servce nu.ber, age and length of term of enlistment, reasons
for action reco-nended, AGýO or sirilar test score and AF3C, a state-
ment sho,:ing the attcmts made within the organization to hale a
satisfactory airman of the person, c aracter and efficiency rating,
airmip.n's record of trial bv,. courts-martial, record of other disci-
plinary action taken against the airr'n, abstract of the daily sick
reports, report of the medical officer including a statement that
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there are no disqualifying mental or physical defects sufficient

to warrant separation under the provisions of Air Force i .nual

35-4, and any other information pertinent to the case.

2. Iental Evaluat4ion - An airman scheduled to appear before

the board will appear before the unit medical officer or base

surgeon. This medical officer will ascertain whether any mental

or physical defect exists which is of sufficient importance to war-

rant action under the provisions of Air Force lanual 35-4. Ordinari-
ly this report is done by the general medical officer, providing
that physical and mental defects of major import are not invol?-ved.

Under these circumstances the medical officer will submit a report

in which the essential points of the mental and physical condition
of the airman are described. He will also make a statement as to
his mental *ompetency and responsibility. In addition to this a

defirn.te statement will be made to the effect that there are no

phys'cal or mental conditions sufficient to warrant discharge under

provisions of Air Force linual 3544. If sufficient history is ob-
tainable) a diagnostic formulation should be made. In addition,
the medical officer may make recommendations as to whether or not
in his opinion action under this regulation is indicated or whether
or not rehabilitation and reassignment should be tried.

When there is any doubt in the general medical officer's mind
that psychiatric considerations of major importance are involved,
the airman should be referred to the nearest medical installation
having a psychiatrist on its staff. However, cases of this type
will be referred for consultation on an out-patient basis and will
not be transferred as patients except under unusual circumstances.
If the distance involved is great, the patient may be placed on
temporary duty. In some instances, such as suicidal cases or ex-
tremely aggressive individuals, it may be ,rise to recommend
hospitalization.

The board which is usually comprised of not less than three
officers, at least one of whom is field grade, can recomnmend that
the airman be:

1. Discharged because of inaptitude.

2. Discharged because of insuitability.

3. Referred for consideration by a board of officers convened
under Air Force Regulation 39-17 for unfitness.

4. Retained in the service.

5. Hospitalized for further medical evaluation.

An airran discharged for inaptitude or uinsiitability will be
furnished a "General Dischsrge." Recritiy into the Air Porce of any
airnan discharged umder provisions of Air Force .egiulation 39,-1
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is not authorized unless the cause of discharge is subsequently re-
movea and reentry iL authorized by the Caief of Staff, USAY.

Peterson has provided valuable advice on the preparation of
medical reports for adirdmistrative use.(495) The followirg is ani
example of a letter the flight surgeon might use to report the medi-
cal findings in a subject under consideration for discharge under
Air Force hegulation .9-16:

1. Airman Second Class JO}DI R. THOAS, AF 36 721 `35, of your
command was seen on several occasions in the Flight Surgeon's Office.
He first cae to us on 10 April 1954, when he complainec )f interper-
sonal friction and dissatisfaction with the Service.

2. Since I have discussed this airmant s disciplinary, social
and work problems, both with him and alsc with his comnarding officer,
I will not go into them further here.

3. Upon examining him, I have found that his personality has a
definite schizoid character pattern. This pcttern is shohL. by his dif-
ficulty in getting along with others, his over-eriphasis on 'intellc--
tual' matters, his sensitivity, his aloofness, and his tendency to be-
little his work and fellow workers. I believe t-at he is barely get-
ting along in the :ilitar-y setting now. If he continues in the Servict.
he will probably recyaire disciplinary action or medical care, or both.
I doubt that transfer or change of duty would increa5e his effective-
ness or solve his difficulties.

4. The following statements are applicable: (1) There are no
mental or physical defects which would warrant action under the pro-
visions of Air Force i anual 35-h. (2) The arriman was and is mental-
ly responsible, and capable of differentiating right from wrong and
adhering to the right. (3) The pertinent medical diagnosis is:
Schizoid Personality; chronic, severe; Line of Duty, No, EPT3.

5. Conclusion: In my opinion, Airman 3econd Class JCMI h.
THO;AS, AF 36 721 835, is unsuited for military duty as defined in
Air Force .egulation 39-16. The above information is forwarded to
assist you in such administrative action as you may elect.

Discharge for Unfitness
(Air Force iiggation 39-17)

The discharge of enlisted personnel under the provisions of this
regulation will be accornplished only after ccnclusive determination
has been made that no nontal or Physical defect e;xists which would
warrant separation under the provisions of Air Force Lanual 35.,4.
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Also., definite determination must be macte that "he in .-c....
Qannot be rehabilitated to the extent w;here he m~ay be , cc (
to become a satisfactory airman. Acticrn w.i1l not ce d.aCfl Li.r
this regulation in lieu of disciplinary actio-i.

When an airman has demonstrated "ri iIe 1 - .L .. ct
further retention in the military for any ot 0 ,, r•u •.z _• 2 ,
below and his rehabilitation is considered impoosioie af~er re-
peated attempts to accomplish this have failed, iis co-iL:-anO'!jg o.2-
ficer will report the facts to the next higher -omnrndr.r !.o recc,'>

mend that the airman be required to appear before a board of
officers convened under the authority of this regulation. iii:; re-
port will contain identifying data and evidence of habits or Traitz
of character such as:

1. Antisocial or amoral trends, chronic alconolisr-., crinx-.:-
ism, sexual perversion, drug addiction, pathological lying or h
misconduct.

2. Unclean habits.

3. Repeated commission of offenses.

h. Fabitual shirking of duty.

5, Recormendation for discharge by a ooaix oam,•i )i
not because of physical or mental difficulty, but oe;aýe ,._3
•es a psychopathic or antisocial personality disorder or uCefec,
is classified as having "no disease" by the board and ri.I; rezor.1
service reveals frequent disciplinary actions because of ira-tio.,
of regulations and commissions of offenses and it is clearly evinerl'.
the complaints are unfounded and are made with the intent of
avoiding service.

`he board of officers will recommand that the o

1. bLscaarged because of unsuitVbiiity, i.e., Jn.r .,c ;•.

visions of Air Force Regulation 39-16.

2. :ischarged because of unfitness.

3. Retained Ln the service.

Lf the airman is separated under Air -brce 1tguiation 3-,
an undesirable discharge will be gi';en. Zeentry into -he A- r kr .
for an airman discharged under provisions of this regu:atien i.
warranted unless the cause of discharge is s'ubsequently removed anrc
reentry is authorized by the :hief of Staff, USAF.

Iany individuals with character and behavier cisorder- ,ne
;italized because they appear to the adhalttng c:"iizn1:I t

suffering ror a neurosis or psychosis -hz reqiLres .. -" ..... ..
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14ny of these individuals present eztremely difficult diagnostic
problems (emotional lability, suicidal tendencies, transient dis-
sociative reactions resembling psychotic breaks, uncontrollable
aggressive behavior, etc.) which can be resolved only after a
reasonable period of close observation and study. Some are under
charges for an offense and are hospitalized in order that an ade-
quate pre-trial psychiatric examination can be accomplished. However,
it is believed that a number of these individuals are hospitalized
unnacessarily. If the admitting officer would carefully screen all
cases and take the time to obtain a good psychiatric history and men-
tal status examination, it is possible that the admission rate for
character and behavior disorders could be substantially reduced.

Administrative delays in discharging these individuals in ac-
cordance with Air Force Regulation 39-16 and Air Force 1-;- " t1i-
39-1? unnecessarily elevate the non-effectiveness rate. Better
liaison with the base legal officer and the individu2l's company
commander can do much towards correcting this situation. When an in-
dividual with a character and behavior disorder is returned to his
parent outfit, his company commander should be contacted personally
and informed of any recommendations that the medical officer has to
offer regarding proper disposition of the individual. If an adminis-
trative discharge is recommended, the individual's parent organiza-
tion should be requested to advise the base hospital commander when
action has beon completed on the recommendation, or to advise the
base hospital commander of any deviations contenplated in the manage-
ment of the individual within a specified period of time following his
discharge from the hospital. If hospitalization should again become
necessary, this fact should be brought to the attention of the air-
man's commanding officer, together with a summary of past hospitali-
zations and past recommendations for administrative separation from
the service. This action should help substantially to reduce the ad-
mission rate since many of these individuals are hospitalized several
times before proper administrative action is finally taken.

Perhaps much of the difficulty encountered in the speedy elimina-
tion in this category of personnl can be traced to the reluctance or
the inability of the line officers to use a medical certificate as
evidence that the individual cannot be rehabilitated for effective
military duty. All too often the medical certificate is written in
highly technical, esoteric language or obscures in other ways, often
through excessive brevity, those points wnich must be considered by a
board convened under the provisions of Air Force Regulations 39-16 or
39-17. A medical certificate should be a detailed psychiatric evalu-
ation written in language easily understandable by a layman.

Discharge of Homosexuals
(Air Force Reg-ulaton 3=-6)

Homosexuality will !%ot be permitted in the Air Force and prompt
separation of true, confirmed, or habitual homosexuals is mandatory.
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Every member of the military service will consider it his duty to
report to his commaziding officer any facts concerning overt acts of
homosexuality by any other person which may come to his attention.
Commanding officers receiving information indicating that a person
in the Air Force possesses homosexual tendencies or is engaged in
an act of homozoxuality will report the facts and circumtances in
each case to the local Office of Special Investigations and request
investigation by that office.

Classification of Homosexuals.

Class I: Those cases accompanied by assault or in which the
other person involved did not willingly consent or where the consent
was obtained through force, fraud or actual intimidation or commis-
sion of the homosexual act with a minor whether the minor cooperated
or not*

Class UIs Cases where personnel have willfully and mutually!
engaged in one or more homosexual acts or where evidence supports
proposal or attempt to perform an act of homosexuality and which
does not fall into Class I category. No distinction is made in the
administrative handling of homosexual persons based upon wnether or
not the role of the person in any particular act was active or
passive.

Class III: Those cases where personnel exhibit homosexual
tendencies or habitually and knowingly associate themselves with
true, confirred homosexuals and where there are no specific homo-
sexual acts cr offenses.

Dis2osition of Homosexual Cases:

Disposition varies according to the classif:.cation of the in-
dividual, ranging from General Court Martial in Class I cases to
retention in service where justified in certain Class III cases.

Nsdical evaluation, usually by a psychiatrist, will be accom-
plished on such individuals. Uowever, when psychiatric evaluation
is not available, a medical report should include the concise his-
tory and statement as to the individual's homosexuality or lack of
evidence for it. Any impressions or speculations should be stated.
It should also be stated in the report whether or not the data
gathered by the OSI is available at the time of the interview. If
it is not available at the time of interview, it should be stated
in the report that the evaluation is based upor. the patient's state-
ments and the clinical impression of the medical officer. A report
should also have some sort of a diagnostic formulation if possijle.
A statement should also be made as to the mental competency and re-
sponsibility of the individual, and that there is no physical or
mental defet to warrant discharge under provisions of Air Force
Manual 35-4.
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Line-of-Dut_ and Misconduct I ations.... (Air -Force ef'gula~t '£ 35--67) -

Determiination of line-of-duty and misconduct status is an admin-
isr& e •acticn to eetnorinp Pligibility for gratuity pay in death

cases aril entitlement '4- benefits peculiar to injury or disease cases.
Suci >t rnatien iz 1."ti-ct frori any judicial or disciplinary
proce5os The proximate cause of an injury, disease or death is a
fundamental factor in determining the finding. (Proximate cause means
that which, in a natuaral and continuous sequence, unbroken by any ef-
ficient intervening cause produces the injurys disease or death with-
out wich it would not have occurred.) Death or ill effect chargeable
to an intervening cause (one which comes into active operqtion in pro-
ducing thte result after the negligent act or omission) will be deter-
mined as incurred in line of duty (LOD).

Line-of-duty Status- There is a presunption of line-of-duty, and
not .msicon uctv when the person was in active service whether perform-
ing duty or on authorized leave, unless, (1) a result of the person's
own, intentional misconduct, (2) while in desertion, (3) AWOL, (4)
while not in active service, or inactive training, and was not aggra-
vated by the performance cf military duty as determ.ined by the medical
officer. Substantial proof is required to establish line-of-duty, and
any reasonable doubt rill be resolved in favor of the subject.

The following are aefined as misconduct:

1. Intentional misconduct, directly attributable to:

a. Gross negligence or carelessness.

b. Suicide or attempted suicide.

c. Wanton disregard for personal safety and the safety of
others.

d. Wanton overindulgence in alcoholic liquor or drags.

e. Venereal disease if taie person neglected to comply with
diroctives, reqiiring him to report and receive treati-ent.

f. Aggression or unwarranted participation in such affrays.

2. Intentional participation in any act or gesture, the probable
least result of which will be an injury or grossly careless behavior,
while mentally sound nor-ally should constitute intentional misconduct.

Suicide or Attemted 3uicide. Suicide is the unlawful taking of
one Is own li-fe. Suicide will be adjudged misconduct when a determina-
tion has been made that beyond a reasonable doubt the motivating cause
of the suicide was misconduct. Attempted suicide which results in in-
jury or ill effect will be adjud.ed according to the mental condition
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of the person at the time of such attempt. Rental unsoundness ac-
quired in line of duty will compel a finding of "in LCD" for the
injury or ill effect.

Absent Without Official Leave: To be judged as misconduct,
the person must be voluntarily-KWUL for at least 24 hours, or be
voluntarily absent from a scheduled duty, formation, restriction,
or arrest unless such absence is excused as unavoidable. Failure
to sign out on authorized leave should not normally place the
person in an AWOL status.

In investigation of Line-of-Duty cases, the medical officer
will show the primary cause for admission to hospital, followed by
additional diagnoses in order of importance. Complete details,
causative agent, how incurred, when, where and what the person was
doing at the time will be provided. An opinion will be given an
to whether and to what extent the person was under influence of
intoxicants or drugs at the time of injury, and will specify the
method of determination. A statement of the probable extent of
disability, for example, none, temporary or permanent will also be
included. Any conrIition which existed prior to service will be so
recorded.

When sobriety is questioned, an attempt will be made to deter-
mine the extent of the influence of intoxicants or drugs by obtain-
ing the statements of witnesses concerning the rationality of speech,,
coordination of muscular efforL, general behavior and appearance as
compared to similar factors when the person concerned was knou.n not
to be under these influences. In appropriate cases, blood alcchl
tests and other studies will be carried out.

Discharge for Physical Feasons
(iIraF Fcre Manual 35-4)

This manual applies equally to officers and airmen and pertainz
to medical and surgical as well as psychiatric conditions. The psy'-
chiatric disorders which are eligible for discharge under the pro-
visions of this manual are:

1. Functional psychotic disorders such as schizophrenic reac-
tions, paranoid reactions and affective reactions.

2. Psychotic reactions with organic brain disease.

3. Psychoneurotic disorders including anxiety reactions, con-
version reactions, ph:bic reactions and sonatization reactions.

lbst psychoneur',ý -c disorders will not be separated under this
manual for several r 3ons. First, psychoneurotic disorders must
be severe enough to !L•il below minimum standards for induction and
reenlistment. If suc-h is not the cases the airman or officer must
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be returned to duty. Secondly, most psychoneurotic symptomatology
in military service is situational in nature, i.e. precipitated by
stress imposed on a poorly integrated and organized personality.
Consequently, the basic difficulty is usually a character and be-
havior disorder, rather than a psychoneurosis. If this is so, then
separation under Air Force Regulation 39-16 or 39-17 is indicated.

The mechanics of disability evaluation ara complicated and in-
clude appearance first before a Wbdical Board,* later before a Physi-
cal Evaluation Board. A Physical Review Board and in some cases a
Physical Disability Appeal Board are also involved. Medical boards
are located at all USAF hospitals, Physical Evaluation Boards are
located at the larger medical centers. Physical Review Boards and
Physical Disability Appeal Boards are located in Washington, D.C.

Discharge for Phyical Defect which Existed Prior to Service
Chaor 9), Ts cha roVIdes "frthe -expedIIs7-i-scharge
nf Airen found to be unfit for retention in the service by reason
of physical disability which existed prior to entry upon service and
whose condition has not been aggravated by service.

When in the opinion of the attending surgeon a person in the
category noted above, who has completed less than an aggregate of
eight years active service, is physically disqualified for retention
in the service by reason of a physical condition which existed at the
time of his entrance on the current tour of active duty, such a per-
son may elect to submit an application for imraediate discharge under
this chapter of Air Force Manual 35-4.

Application for discharge will be submitted through the airman's
commanding officer to the hospital commander. Upon receipt of appli-
cation, action will be taken to convene a board composed of at least
three medical officers who will conduct a personal hearing, evaluate
all evidence in the case and make recommendations. Board proceedings
will be approved or disapproved by the hospital commander. Discharge
will be effected by the local commander having such authority and
will be "General" or "Honorable."

Discharge for Hardship
(Air Force Reg-ation 3)-13)

Although this regulation is predominantly administrative, it con-
cerns medical officers in the total handling of their patients. Oc-
casionally a patient may develop physical symptoms under the stress of

*Air Force Pamphlet V'5O-7-2, "Boards of Medical Officers," describes the
conduct of Medical Boards, and comments on the numerous regulations
under which a Medical Board may be convened. There is a section in-
cluded on particular problems in the disposition of psychiatric cases.
The Medical Board proceedings are defined as a professional consulta-
tion arid not a judicial procedure.
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some reality problem at home. This may ultimately be capable of
solution only by discharge of the patient. If it is a bona fide
hardship, the patient may be discharged under provisions of this
regulation.

Hardship may exist by reason -f death or disability of a member
of the family occurring after enlistment. Consequently the mem.bers
of the family may become principally dependent upon the airman for
support. However, hardship may also be present when, under circuml-
stances not involving death or disability of a member of the family,
the separation from the service will materially effect the family
supports The requirement must be that undue and genuine hardship
exists. The hardship should not be of a temporary nature, and con-
ditions must have arisen or have been aggravated to an excessive
degree since entry Into the service. Also the airman must have
made every reasonable effort to alleviate hardship by means of fami-
ly allowances and voluntary contributions.

The airman must personally submit a written application for dis-
charge for hardship to his commanding officer. Also, he must provide
affidavits or statements by or on behalf of the airman's dependents
and by at least two disinterested agencies or individuals substanti-
ating the hardship claim. If hardship is a result of death of a
member of the airman's family, occurring after his entrance into the
service, a certificate or other valid proof of death must be fur-
nished. If hardship is the result of disability of a member of the
airman's family, occurring after his entrance into the service, a
physician's certificate vill be furnished showing the specific dis-
ability incurred and the nature thereof. Also, the commanding of-
ficer will initiate Red Cross investigation by the local chapter to
substantiate the existence of the hardship condition.

Fraudulent &ilistment
(Air Force ibguMtion 39-21)

This regulation establishes the policies which will govern the
disposition of cases involving individuals who fraudulently enlist
in the Air Force. Among the frauds noted in this regulation are
concealment of a criminal record, concea3ment of prior service and
concealment of alienage. In addition, an individual may be dis-
charged for fraudulent enlistment if he willfully concealed any fact,
except minority, that existed prior to enlistment.

It is possible to commit a fraud as defined in this ragilation
by willfully concealing a medical disability which would have dis-
qualified the individual for military serviceo However, a person
who concealed a mental disability at the time of enlistment will not
be discharged under this regulation if a determination is made that
due to mental defect, disease or derangement, he did not possess
sufficient mental capacity at that time to distinguish between right
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and wrong. Where such a determination is made, the individual will
be handled medically under Air Force Manual 35-4.

The form of discharge under this regulation may be undesirable
or general.

Dischare of Enlisted Absentees and Deserters
(HrFkorce Reuaio 3 3T

This regulation outlines the conditions and procedures for the
discharge of absentees and deserters who are not tried by court-
martial,

When an airman incurs a physical disability which renders him
unfit to perform his duties, and when such disability is incurred
during a period of unauthorized absence, such airman will be sepa-
rated from service without any of the benefits relating to retire-
ment, severance pay, etc.

Upon occasion, airmen are returned to military control after a
period of AWOL or desertion which is within the statute of limita-
tions as far as trial by court-martial is concerned. Under these
circumstances, if a subject is found to possess a physical defect or
psychiatric condition that incapacitates him permanently or renders
him inadaptable for further military service, he may be discharged
without trial,

An absentee or deserter returning to military control who is
determined to be psyehotic will be discharged by reason of "AWOL
(or Desertion) and Physical Unfitness" only when the mental condi-
tion occurred subsequent to the date of absence. If in the opinion
of the medical authorities the airman was psychotic at the time he
left military control, he should be disposed of under Air Force
%nual 35-4.

CO tflSSIO01D OFFICERS

Revocation of Commissions, Removal from the Active List
an-

Demotion o' Officers
(Air Fo•r• e g--ation 36-2)

This regulation prescribes the criteria and procedures for ef-
fecting the revocation of cormissions, removakl from the active list,
or demotion of officers and warrint officers scrving on active duty
with the Air Pbrce.

No officer has an inherent right to continued service as an of-
ficer. At all times his conduct and performance of duty should be
exemplary. His service as an officer is a privilege which may be
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terminated for any reason which is considered to be in the best in-
terests of the Air Force. The provisions of this regulation are ad-
ministrative in natuit and will not be used for punitive purposes.

The following deficiencies are a ba:A.s for action under this

regulation:

1. Demonstrated inability to exercise leadership or conrwand.

2. Eailurc to acquire and/or maintain acceptable standards of
professional or technical proficiency.

3. Ikhnner of performance of duty which is qualitatively less
than that adjudged normal for officers of conparabhe rank, experience
and length of service.

4. Failure at any school when attendance is at Government ex-
pense, providing Lhat such failur- easonn:I-: can be trc.eA to f-c-
tors over which the individual 6id have control.

C.. Apathy, defpctive attitudes, or temperamental unsuitability.

6. Evidence that the officer concerned is an unwarranted se-
curity risk. The possible compromise or unauthorized divulging of
classified information as a result of poor judgment, lack of dis-
cretion, carelessness, or intemperate use of alcoholic beverages
or narcotics properly may be cause for action.

7. Ibhterial omission from or misrepresentation of facts in
official staterents or documents.

8. Financial irresponsibility or other mismanagement of person-
al affairs.

9. Intemperance or other misconduct of a character incompatible
with exumplary standards of personal conduct, character and integrity.

The mechanics of this regulation are complicated, and are moni-
tored by the Personnel Officer. The medical officer should, howerer,
be familiar with the general provisions, so that he will make the
distinction between failure as a result of medical disease, as op-
posed to failure as an outgrowth of personality defects.

Officers - Discharge for Convenience of Government
(Air Force Regulation 35-23

This regulation sets forth procedures for accomplishing the
release from active duty of condissioned and warrant officers of
the Peserve who have served honorably, and whose release is indicated
because of advanced age, medical reasons not involving physical un-
fitness, or for convenience of the goverrmnent.
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Release for the convenience of the Government for medical
reasons is the portion of special interest. Such action will be
taken when a medical board, whose findings and reconrmendations have
been approved by the hospital commander, has considered the case of
an officer patient and has found the officer physically qualified for
return to active duty in a general service status, but has recommended
against such disposition because of:

1. A presumption that continued active service would be harmful
tv the officer and dould not be in the best interests of the service.

2. Indications that the officer is unlikely to render effective
service upon return to duty by reason of a possible early recurrence
or aggravation of incapacitating symptoms as a result of conditions
peculiar to the military service.

Officers - Disposition of Certain Rated Officers
Evidencing Fear of in

(A Force g'•-eatlion -70)

This regulation establishes the authority and prescribes the cri-
teria and procedures for the separation or demotion of commissioned
officers in the active military service of the USAF who hold current-
ly effective aeronautical ratings and are physically and profession-
ally qualified to perform flying duty, but who profess in writing or
otherwise exhibit an incapacitating fear of flying.

Training leading to an aeronautical rating has always been and
must remain voluntary. Once an officer is rated, crew assignments,
including refresher training as needed, become military duties. Of-
ficers must be expected to assume this duty willingly for a considera-
ble period of time. Efforts on the part of an individual, declared
professionally and physically qualified, to avoid hazardous duty and
in particular training for and actuj. combat, indicate he has failed
to live up to the standards of an Air Force officer and he should be
separated from the service. The length and character of officers'
rated service will be considered when determining whether separation
is appropriate. Officers with less than 10 years of rated service
should be separated except in those rare instances where there are
compell•ig reasons to the contrary. Officers with more than 10 years
of rated ser-ice may be retained or separated, based upon circum-
stances of the individual's case and his usefulness in a ground as-
signment. Those officers who are retained will be reduced to their
permanent grade if serving in a higher teriporary grade. When an of-
ficer who has professed in writing or otherwise exhibited an incapaci-
tating fear of flying is suspended from flying under the provisions
of Air lbrce Regulation 36-57 (Flying Status of Lmted Personnel),
appropriaAe action will be taoken in accordance with this Regulation.

When an officer is suspended from flying unler the provisions of
paragraph 9b, Air Force Regulation 36-57 (Incapacitating Fear of Fly-
ing), and it has been determined that he is physically qualified for
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fl/ing, a recommendation for disrosition of the case, together with
all supporting evidence, will be forwarded direct to the wing com-
mander. That commander will endorse the report with all information
pertinent to the case direct to the major comrmander concerned. If
a psychoneurosis directly related to a fear of flying exists, the
officer will be treated and upcn coripletion of this treatment the
officer will be physically qualified for flying.

Other sections of this Regulation deal with action by the
major commander, action of the Board of Inquiry, the rights of the
respondent, etc. Officers separated under this fleg'ulaticn normal-
ly will be honorably discharged. In instances where moral or pro-
fessional dereliction within the control of the individual exists,
the character of the discharge given may be "under honorable con-
ditions" or under other than honorable conditions depending upon
the degree of seriousness. Such determination will be made by the
Secretary of the Air Fbrce.

FORMSIC PMYMCIAT.T[

Problems of legal medicine will at times involve the flight
surgeon, and he should be aware of the questions that may arise,
the proper methods of dealing with them, and of sources of guid-
ance to which he may refer as the occasion requires. Ikbst com-
monly, legal problems will center about such matters as deter-
mination of criminal responsibility, ad the hospitalization of
mentally ill dependents.

Determination of I@ntal !.esponsibility

Air Force M4anual 160-h2, "Psychiatry and !llitary L w," is a
highly instructive pamphlet dealing with the deter.iinat"io: of men-
tal responsibility for crLainal acts. Important p~oints fron that
manual are cited here for the guidance of the flight surgec.a.

Tho flight s.ugeon's need to understand problems of mental
accountability is well illustrated by the fact that any physician
may testify as an expert psychiatric witness before a court-martial.
The extent of the physician's specialized training or ex-r:'rience in
psychiatry affects the weight of his testimony rather than his
competency as an expert witness. The primary fun-ticn of the
expert witness is:

1. To enlighten the court on the pathology and syýnpt(ris of the
particular zwintal disease or disorder fr. i which the accused may be
suffering at the time of the trial or frnm which he may have been
suffering at the time of the alleged crLTe, and,

2. To exlplain the effects of such s;iptoms jr such mental jis-
order on the accused's mental ability:
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a. To realize that ti.e act charge.. is wrong, or

be To control his coiiduct and adhere to the rignt.

The usefulness of testimor, of this char:acter depenus upon the
clarity with which it is presentea. The reasons for the op-nion are
more important than the opinion itself.

A psychiatric examination may be ordered at any time -- before,
during or after a trial, The exafdination may be accomplished by one
medical officer, but more co~nonly it is done by a board of medical
officers, only one of whom must be a psychiatrist. If it appear3 de-
sirable, the patient may be 1.'p~tali-kd. It is, however, wa:tefil
of beds, time and personnel to place in a hospital ward evý,ry aczs*>
for whom the issue of mental responsibility has been raised.

Standards of i.ental Responsibility

A person is not mentally respunsible in a criminal sense for
offense uniless he was, at the time, s*' far free fr-.r: mental defect,
disease or deransement as to le able, concerning the particular act
charged both to distinguish right from wrong and to adhere to the
right. The phrase 'mental defect, disease or derangement' means those
irrational states of mind which are the resu-t of deterioratLon, de-
struction, or malfuiction of tne mental, as distinguished from moral,
faculties.

The primary test of responsibility is the knowledge tiat tiL ,, .

was wrong. 'Wrongt is used in a concrete, not an abstract sense; teat
is, it implies that the community considers the act wrong, regardless
of the accused's own private ethical system, and that t-.e accused L;
aware of the community's viewpoint.

The Code of Militar-r Justice ,ecgnze- trie s--cailLd "izX,,
ble Impulse" concept in addition to r iae ari , a est. This ccnc-ipt
recognizes that if a% person, because "' a re:;+a1 illnea2, is -
-leprived of the power c-f c. cice or voý.ition, he oues hot pors-3:;. thn
freedom of action essential to criminal responsibility. Actualh/,
the doctrine is but seldom applicable, and should be aipplied in any
given case for cogent reasons only, and with great di~creticn, sir.ce
it lends itielf readily to abuse.

?bdical opinion can assist the cu.-irt ir. regard to the accused'3
ability to form specific intent axnd to preredJitate Iis crime, 1,;.ere
psychiatric illness is found to exist, althoagh the accused does not
escape criminal responsibility, the court may consider this illness
to be a mitigating circumsta-.e nnd endeavor to impose a sentence wn;ich
is just and suitaLe to the true degree of criminality of the accusce.

174



Mental Responsibility in Clinical Psychiatric Disorders

1. Alcoholism: This is not an excuse for criminal behavior
unless the person w-- s made drunk against his will, or an alcoholic
psychosis or delirium tremens existed. Alcoholism may reduce the
premeditation, however. 'Pathologic intoxication' poses a difficult
issue, since this is characterized by complete and genuine amnesia
for the period oP the cri'e, but behavior during the interval is
seemingly rational.

2. Mental Deficiency: This is rarely encountered in military
service. An extreme grade of deficiency would be required to render
the individual not responsible.

3. Amnesia and 'Double Personality': The medical officer must
determine the clin-af explana i-• f•t-ie* alleged amnesia, and then
must appraise the accused's crtiinal accountability as noted above.
Possible clinical explanations may be (a) hysteria, (b) psychosis,
(c) alcoholism, (d) head injiury, (e) epileptic fugue, and (f)
malingering. Air Force lhnual lO-!42 discusses the problems raised
by each of these clinical conditions, and the interested reader stcould
consult this l4nual for greater detail.

4*. Character and Behavior Disorders: These do not constitute
a defense since these are disorders of "moral," not "mental" facul-
ties. At timrs, the accused may seem to be on the borderline be-
tween a character and behavior disorder and a psychosis. In such
crises it is the responsibility of the medical officer to make a
clinical diagnosis based on sound psychiatric principles. The dis-
tinction may be difficult but it is proper to expect the expert ex-
aminer to reach a decision, since thp court is entitled to a clear-
cut expert opinion.

5. Sex Offendeýrs: Each case must be considered on its .awriLL.

Such indivi-uals do not lack ability to acdere to the right, siu•o'e
in most cases, at least, they would not indulge in this azt-v;.t, 41i
the presence of lmp-enforcement officers. Homosexuality is usually
a character and behavior disorder. After all cases of psychosis,
psychoneurosis and mental deficiency have been considered there
remains a residue grouped as 'sexual psychorithy.' These are
characterized by (a) a compulsive act (although this does not mean
that he would conmit this in the presence of a police officerl in
which the offender is fearful of the consequences but has such
mounting tension that he feels impelled to go through with the act,
(b) a repetitive act; it is only one of a series, part of a general
pattern of behavior, (c) a traumatizing act which inflicts emotional
or physical trauma on its victim.

6. Psychoneurosis: A severe condition may constitute one of
the (derange mnts of the mind within the definition of the standari
of mental responsibility. The question arises chiefly in connection
with hysterical fugue states, compulsive phenomera, and in those who
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are sexually immature and deviated. A psychoneurotic reaction does not
relieve the accused of accountability except .1 certain cases noted
above., but may be a factor affecting the sentence.

7. Wedico-legal Problems . Cbat sychiat: A "normal" combat
reaction does not alter responsit•. The same is true in combat-
precipitated psychiatric illness which would not otherwise be regard-
ed as removing accountability. Occasionally there occurs a severe
anxiety reaction with major personality disorganization and clouding
of consciousness. These individuals are not mentally responsible for
acts committed while in the acutely disorganized phase of such reac-
tions. Such cases are the true panics and the longer-lasting pseudo-
psychoses in which the individual compromises his own safety. Mental
deficiency in combat cases almost never renders the individual not
responsible, although it may be extenuating.

Examinin and Reporting in
Crimina ýMReos _11- Dterination

It is important for the medical officer to realize that privi-
leged communication is not recognized in the military service. Under
military law the informa-fon acquir-d by a medical officer or a
civilian physician in conversing with a patient, or in observing, ex-
amining or attending him may be inquired into by a court-martial.
Such communications are not privileged before a court-martial, although
the ethics of the medical profession forbid disclosure of them tp
unauthorized persons.

The medical exaniner is entitled to full information regarding
the facts which lead to question of the mental responsibility of the
accused. This means that a report should not be written without an
opportunity to evaluate all records which have been compiled by legal
and investigative personnel. The examiner should insist on having
this material made available to him. Failure to do so is invariably
embarrassing to the examiner and casts doubt on the professional
competence of an important witness.

In preparing his report, the examiner should attempt to answer
these questions: (1) W'hvat is the clinical psychiatric diagnosis?
(2) Did the accused know at the time of the offense that the act was
wrong? (3) Wias the accused aole at the time of the offense to adhere
to the right? If not, was this because of a mental disease, defect
or derangement? Was his ability to adhere to the right wholly lack-
ing? Or only partially impaired? (4) What is his intelligence
level? (5) Was he drank at the time the act was committed? If so,
was this voluntary drunkenness? Is he a chronic alcoholic, a peri-
odic drinker, a victim of alcoholic psychosis? Was this 'pathologic
intoxication?' (6) Does he understand the nature and seriousness of
the charges? Is he mentally capable of cooperating in his own defense?
(7) Was the accused capable of forming the degree of intent, wilful-
ness, malice or premeditation called for by the natuura of the offense
charged?
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The reader is referred to Air Force 1'anuai l•O-',s foe t "es
regarding the examination of the subjects preparation ol the rep:r,
and effective prescntation of testimony.

Hospitalization of Mentally 11'. Civ2l-ians

There will inevitably be occasions when the !'light surgeon w_-1
need to know the proper legal procedures for the care of mentally
ill civilians. The civilian may be a riem-ber of the fa-:Llv of" cne
of his flyers, or may be a civil ser•.ice worker refer .ea t o hila. for
an emergency opinion. These people are not subject to military con-
trol so the flight surgeon should be fam.liar with the correct hand-

ling of such cases. As a general rule, the chief c--fficulty ar:-.Ce-

about the question of the rights of a mentally ill -'ers.n. '., ie c,,•.
6or encounters legal entanglement when he departs from his th;-ra-
peutic role; that is) secures medical care and super'rision of --,he
psychotic civilian beyond hisprofessional authority to ta:e talte
responsibility as his own. Exanples of this would be sendirin an a:
bulance and medical corpsmen to bring a wife to the hospital wh.en
the husband calls to complain of her disturbed behavior. Ar*.ther
•xample would be to send such a patient to the Lockea "•Ca:, - _rI
ber will and without the support of the local cir,.!iar %'-;J--

Sometimes military medical officers get into aiLricu•utv i" 1>.-
evaluation of civil service workers. Supervisor A, for exa-ple, wf!l
refer Worker X to the flight surgeon's office because she has beer
mentally upset, not able to do her work, and has disrupted the wcrk.
of others in the office. The flight surgeon in such cases is ccr-
rect in referring the matter to a local civilian physician. Ie shoe c
avoid raking a diagnosis or recommendation prejudicial to this wnrkez;
and should remain in the background. If he can be helpful in -e-
scribing medication on an emergency basis, so much the bett-r. •,
should not place himself in the position, though, of seeing the ra-
tient and making a diagnosis and recomnendation wiiich night later o,-
regarded as endangering his or her econor.iic livelihooo. The ov:< c

supervisor may see the nearest military physician as tne ans,.•cr tc
,Ls dilcmma, msuch to the latteris regret later on. In rv •.vers

-coas, of course, the military physician has primar- rest, :'sir-
`Lr civil service workers. Here he is on safe ground anu arn r•r-
--,ed much as he would with military personnel.

Commitment Procedures

Guttmacher and Ueihofer(312) have written extensively about
hospitalizing the mentally ill. Becac'se the procedure variec f:'or.
one state to another within the United States, the fol 7-.. - -: -
is given regard-ing fonnal cormitment procedures. Three
predominate:
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1. A judicial hearing before a judge after an examination by
two physicians (in a few states, one physician). This is by far the
most common procedure, and is found in some thirty states. A jury
trial is permissable in about half of these states on demand or at
tae discretion of the judge. In Texas the law requires trial before
a Jury of six, and does not require examination by physicians.

2. A hearing before a commission, of which the judge or the
clerk of the court is a member, the other members usually being two
physicians or a physician and a lawyer. This is the method used in
Iowa# Nebraska, North and South Dakota, Virginia and w.est Viiginia.

3. Cormlitment on certification by physicians, without prior
hearing. A hearing is had orly if the person appeals the certifica-
tion. Variations in this method are found in Delaware, Iowa, Louisi-
ana, Maines 1hrylands New Hampshire, Pennsylvania, Rhode Island and
Vermont.

A certain degree of uniformity has been achieved with respect to
commitment of veterans. The Uniform Veterans' Guardianship Act, as
revised in 1942, authorizes state courts to commit eligiblc veterans
to the Veterans' Administration or other agency of the United States
Government under the same procedure as that by which conmitment to
the State Hospitals is effected. Commitments by courts of other states
are recognized, thus permntting transfer of the patient from a federal
hospital in one state to one in another. This uniform act has been
enacted in whole or in part in all states except Delaware.

Comnitment by judicial procedure follows a general pattern: pro-
ceedings are usually set in motion by a sworn petition of relatives,
friends or certain officials. A certificate by one or more physicians
that the person is mentally ill and in need ef conrnitment must ac-
company the petition. The person sought to be cormitted must be noti-
fied of thp proceedings and usually is required to be present at the
hearing. In most states the court appoints physicians to examine the
person; this examination is usually very informal and is held at the
person's home or wherever he may be, before the formal hearing.

Emergency and Temporary Procedures

The police and other agencies sometimes are called upon to take
custody of mentally ill persons who are likely to injure themselves
or others if not promptly restrained. In most states, unless there
is justification for arresting such person on a criminal charge, there
is no clear legal authority to act. There is in fact authority at
common law for any officer or private person to restrain a person dan-
gerous to be at large, but this is (1) limited to the dangerously in-
sane, (2) puts the burden of establishing such dangerousness on the
officer or person doing the restraining if the person later coriFlains
that the restraint was illegal, and (3) not being specifically author-
ized by statute, may not be regarded by the officers as law.
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Voluntary Admission

'limost eve--y state prt-.des today for volunta.r admission.
Statutes commonly contain a provision requiring the superintendent
to satisfy himself that the patient understands his applicat.ion.
bbst voluntary admission statutes provide that a voluntar:, patiernt
shall be released within a specifisd number of days after he gives
written notice of his desire to leave, unless, in the meantire the
hospital authorities start proceedings to have his status changed
to that of an involuntary patient. In military hospitals, as a
rule, admission of civilian dependents is on a voluntary basL,
usually for a maximum of 90 days, Since commitment is usually not
possible to a military hospital, the flight surgeon should ascertain
that the dependent agrees to hospitalization vol]tarir'. -7 . _

con,. .nt c'f The patient cannor, be obtained, c: f"h
advise the family to go through the usual civilian commitment
channels. Caution should be extwrcised, as well, in providing 3r
evacuation of a dependent to a military or other psychiatric h•-÷ i
even when it appears to be wholly on a voluntary basis.
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