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"Wi]l you tell me, Master 
Shallow, how to choose a 

man? Care i for the limb, 
the thews, the stature, 
bulk and big assemblance of 
a mani Give me the spirit, 
Master Shallow ". 

Falstaff, Henry 1V, 
Part II, Act III 
Scene II. 
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INTRODUCTION. 

In February, 1942, there was established at 
.l Kantara on the East Bank of the Suez Canal, a 

large military psychiatric hospital with an estab- 
lishment for 600 beds. Its purpose was to treat 
psychiatric casualties occurring in the middle 
East and also to act as a collecting station for 
cases evacuated from PAIFO_ CE (troops stationed in 
Persia and Iraq) and India Command. As it 
admitted personnel from the British Army, Air Force 
and. Navy and all Allied units, as well as rrisoners 
of War, a unique opportunity presented itself for 
the study of psychiatric illness in many diverse 
groups end nationalities. The latter included 
creeks, Poles, Yugoslays, Czechs, Italians, Germans, 
Syrians, Egg -ptians, Palestinians, (both Arabs and 
Jews), Dominion personnel, Cypriots, Mauritians, 
Cingalese, Basutos, Bechuanas, Swazis, East and 
vvest Africans, Sudanese, Libyans, and others. A 
nationality return was rendered weekly and it was 
not unus'a1 for it to exceed forty -four. 

As a rule all cases, prior to admission, 
were examined b- the Area Psychiatrist, who very 
often did not recommend admission to lospital. 
ror example, in the eighteen month period between 
October 1943 and march 1945, only 24.77o of cases 
seen as psychiatric out -patients were recommended 
for admission (1). Furthermore, in the same period, 
while 75(0 of all out -patients were labelled 'neurosis' 
and 'psychopathic personality', and only 5.8% 
'psychosis', 24% of the former and 84% of the latter 
were admitted to hospital. These figures illustrate 
that there was a considerable degree of pre- selection 
of the type of case referred to hospital. Generally, 
these .;ere men who were too ill to be retained in 
their unit k such as psychotics) , those with a bad 
prognosis, cases requiring prolonged treatment, and 

milder types who, however, exerted a bad influence 
on the morale of their comrades. 

But all cases suffering from neurosis were 

not referred to the Area Psychiatrist. Many were 

handled, quite effectively, by the Unit Medical 
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Officer, Regimental Officer, or Padre, while others 
were regarded as non -psychiatric and referred to 
physicians and surgeons. Among the latter group 
were cases of Effort -Syndrome, Dyspepsia, Fibrosildis, 
hyperhidrosis and other skin conditions. Douglas- 
Wilson (2) found that 231 out of 810 patients referred 
to a military hospital in i,ngland for Medical 
Specialist's opinion were eventually diagnosed as 
suffering from psycho- neurosis. Alongside these 
psycho- somatic conditions, it was quite common to find 
in general hospital, men with hysterical prolongation 
of physical illness and injury. It can be assumed 
that these modifying factors were operating in all 
groups admitted to hospital and therefore do not 
materially interfere with any comparisons that might 
be made between them. 

it has often been stated that no new types of 
psychiatric disorder were produced b, war, and this 
conforms with general experience in the late war. 
There has, however, been a difference in their inci- 
dence, the mixed reaction particularly, occurring 
with greater frequency. 

It had been felt for some time that the royal 
college of Physicians nomenclature (1y31) had proved 
unsatisfactory and many psychiatrists wc_re using 
their own modifications. ra áùar Office Letter 
24/GEN/2345 (A.M.D.1Oj dated 16.1,_.42. brought a new 
one into use and its adoption by all Army Psychiatrists 
was recommended. section H dealt with mental .. eficiency. 
which was divided into 4 groups; 

(1, Dullness 
2) Feeblemindedness. 

( 3) Imbecility 
4) Idiocy 

"Dullness was a higher rating than that of 'feeble- 
minded person' under the Mental Deficiency Acts. If 
a man was considered to be too dull for the ordinary 
duties of a soldier and could be employed in a special 
unit only, such as the unarmed Pioneer Corps, he would 
be labelled Mental Deficiency - Dullness. 

Section B listed "Mental Disorders of Psycho- 
genic Origin without clearly defined organic cause or 
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These were:- 

MANIC- DEPR`:SSIVE PSYCHOSIS 

Specify Mania 
Hypomania 
Depression Mild 

" Severe 
Alternating Type 
Stuperous Type 
Mixed Forms 

INVOLUTIONAL MELANCHOLIA 

CYC LO'TTHYM I A 

SCHIZOPHRENIA 

Specify (1) SIMPLE 
(2) CATATONIC 
(3) HEB:PHRENIC 
(4) PARANOID 

PARANOID STATE 

ANXIETY STATE 

Specify (1) 

(2) 
(3) 

HYSTERIA 

Specify 

DURATION (Recent or Chronic) 
SEVERITY (Mild or Severe) 
TYPE (a) UNSPECIFIED 

(b) "WITH GROSS SOMATIC 
DYSFUNCTION 

(c) PREDOMINANTLY PHOBIC 

(1) AMNESIC 
(2) MOTOR 
(3) SENSORY 
(4) VISCERAL 
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OBSESSIONAL STATE 

Specify (1) RUMINATION 
(2) THOUGHT 
(3) IMPULSE 

PSYCHOPATHIC PERSONLI`T'Y 

Specify (1) WITH EMOTIONAL ABNORaiALIIY 
(2) WITH ANTISOCIAL TRENDS 
(3) WITH PATHOLOGICAL SEXUALITY 

Under this same Section B were included Alzheimer's 
Disease, Pellagra and Cerebral Embolism, so its 
imperfections must have been obvious to its sponsors! 
Its biggest advantage was that it carried the authority 
of a War Office letter which ensured its uniform adop- 
tion. 

Most admissions were accompanied by Army Form 
B. 183, a copy of which is included in Appendix B. 
This was intended to furnish some of the information 
which ih civilian life is usually obtained from the 
man's relatives and I:rivate doctor. While it was 
not so full as one would have liked, it was of great 
help in assessing the case. The medical history sheet 
A.F. B.178A (see Appendix B) and Conduct Sheet (A.F.122) 
were also available, as well as other relevant documents 
such as summary of evidence in disciplinary cases. 

The final diagnosis was made only after discussion 
between the Officer Commanding the Division (a senior 
psychiatrist) , the specialist in charge of the case, and. 
the General Duty Medical Officer who was usually a 
Trainee in Psychiatry. If the case presented unusual 
features, or the diagnosis was disputad, the problem was 
discussed at the weekly clinical meeting, which was 
attendee by about twenty doctors. In addition, many 
informal tribunals were held in the 'Mess'. 

The Psychiatrists: Various schools were represented. 
These included the Institute of Psycho- Analysis with its 
purely Freudian approach, the Tavistock Clinic with its 
eclecticism, the Edinburgh school with its accent on 
the psycho -biological reaction, the Maudsley Hospital, 
various County Mental Hospitals in England and Wales and 
Scotland, and a Commissioner of the Board of Control. 
They ali had p' evious experience in the United Kingdom 
with Service psychiatric cases. 
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The Groups of Patients: These were classified accord- 
ing to Nationality, Service (Army, Navy, Air Force), 

and in certain cases, Rank. In the divisions of rank, 
%hich are usually Officers and OtherRanks, it was 
decided to split the latter into two - N.C.O's (Non- 
commissioned Officers) and Other Ranks. This sub- 
division was made in two instances - the British Army 
and the ttoyal Air Force. It had always been felt that 
in psychiatric cases, the N.C.O.'s reaction to stress 
was different to the average O.R. admission. This was 
borne out by a previous investigation (3) when it was 
found that out of 627 British Army N,C.O's who were 
admitted to the 41st General Hospital between March 1942 
and July 1943, 127 or ap..:roximately 20.2% °ere evacuated 
from the East, while 58% required no alteration 
in their medical category, i.e. they were returned to 
duty in the same category as on admission. These 
figures are contrasted in Table I with others from a 
different source (1). These were 898 psychiatric 
hospital admissions of British Other Ranks, including 
N.C.U's, also occurring in the iy:iddle Fast, for the 
three -month period October -December 1943. In one 
important respect, the figures are comparable; the 
Mediterranean was not yet in use for the free evacuation 
of psychiatric casualties. In ttae second group more 
were evacuated and less had their medical category 
unaltered. As N.C.O's were included in this group, one 

might assume that the discrepancies would have been even 
greater were N.C.O's extracted from it. The conclusions 
could be drawn that N.C.O's admitted to a Base Psychiatric 
Hospital are less likely to require evacuation to the 

United Kingdom than the Other Ranks and also that they 
were more likely to be rendered fit for return to duty 

in their on inal medical categories. 

In the same group of N.C.O's the incidence of 

schizophrenia (excluding paranoid states) was 2.2% 
(4.3% with paranoid states) . Hogben and Johnstone (4) 

in a statistical study of morbidity in the army, give 

the incidence tf schizophrenia in other ranks admitted 
to hospital in the United Kingdom as 12.3% (also 'exclud- 

ing paranoid states,. Again one might assume that the 

discrepancy would be greater if the N.C.O's were extrac- 

ted from this group. 

The low incidence of schizophrenia might be 

queried on grounds of age. This disease tends to occur 
with greater fre..uency in the younger age groups, but 

in Hogbenis figures, even in the over 45 group, the 

re lativE incidence was 2.59% out of a total of 728 cases 

spread over all the age groups. In the N.C.O. analysis 
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72.4% were under 3o, while in the O.R's, the relative 
st,-ength -age distribution in the M.E.F. betn-neen 1943 -44 
was 79.5% under 34, indicating that there was not a 

great difference in the age composition of the N.C.O. 
group of patients and the general army population in 
the Middle East. The difference therefore between 
?.27 and 12.3% is significant. 

Apart from these data, one would expect that a 

man who has shown the efficiency and keenness to earn 
a stripe and retain it, and who was regarded by his 
officers as fit to undertake responsibility, would 
differ from the private soldier in his response to stress, 
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DISEASE INCIDENCE IN THE DIFFERENT GROUPS 

Differences between the British private soldier 
and N.C.O. having already been demonstrated, a compar- 
ative study of the diverse groups in the hospital Tas 
the next problem to be tackled (5) . The disposal of 
casualties was affected by too many inconstant factors 
to permit reliable comparisons. The most important 
factor in disposal, was the opportunity for evacuation. 
For example, it was easy to dispose of a Palestinian, 
Egyptian or Syrian, but more difficult to discharge a 
role or a Czech. The xoyal Navy took a ;,articular 
interest in their own personnel and it was easier to 
evacuate a sailor than a solaier. bast Africans could 
be evacuated by the Nile and then overland, but West 
Africans had to be retained in hospital for many months, 
often exceeding a year. These instances show how in 
some groups morbidity as indicated by duration of stay 
in hospital could be very unreliable . in fact in the 
N.C.O. group it was shown that in those cases which 
were returned to duty the average number of days in 
hospital was almost constant, whether the man was 
diagnosed as anxiety state or schizophrenia k see 
Table II) . Expedience rather than clinical findings 
determined a man's disposal. 

The diagnosis of the case however was something 
for which the psychiLtrists alone were responsible, and 
this was influenced entirely by the clinical findings. 
It was decided therefore to compare the incidence of the 
various psychiatric conditions in the difrerent groups 
k see Table III) . In this table the number of paranoid 
states, including paranoidschizaphrenia, has been shown 
separately. The reason for this action will be ex lained 
later when psychopathology is discus.ed. 

±he incidence of psychopathic personality reaches 
as high as l6' in the Army Officer group and is rarely 
lower than 10% in the other large groups. The sub -types 
of this intere sting condition were listed under Nomen- 
clature, but many other criteria began to creep in. it 

was felt that the Arm- classification did not meet all 
the clinical requirements and conseç;uently the psychopath 
with emotional abnormality readily attracted qualifying 
terms such as schizoid or paranoid type. In fact, the 
label was often used for all non -psychotic cases which 
were not adequately embraced by the prescribed nomen- 
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clature . The cases falling into this group were far 
too diffuse to warrant group comparison. 

Epileptics were ineligible for admission to the 
hospital, but a few did filter through. These are also 
listed in Table III, but are not a representative sample. 

Mental Deficiency, while of interest in the 
different British groups, lost much of its standard- 
isation in the foreign groups. It was very difficult 
to assess the intelligence of the African patients. 
Raven's Progressive Matrices was used, but as the major- 
ity of them had never been to school they had great 
difficulty in understanding what was required of thew, 
although the test was developed to measure the Spearman 
"G" factor. k6). The diagnosis of mental deficiency 
was based largely on the man's inability, because of poor 
intelligence, to cope with the duties allotted to him. 
The question the psychiatrist had to answer was not 
whether the man was a mental defective, but a mentally 
defective Basuto Pioneer, Algerian iv Iuleteer, or rast 
African Guard. Each case had to be considered on its 
own merits and ii:, was felt that iental Deficiency as a 
diagnosis did not lend itself to comparative study. 

When the Psychopathic personality, Epilepsy and 
Mental Deficiency columns are abstracted from Table III, 
there remain the four large groups - anxiety State, 
Hysteria, Manic- Depressive rsychosis, and schizophrenia. 
These accounted for 81p of the cases in 'Table LII. These 
four main groups have been displayed separately in ..able 1V. 
un glancing down the table wide differences in disease 
incidence are apparent. tvor example, the incidence of 
hysteria in African troops is much higher than in British 
troops, while their incidence of anxiety state is much 
lower. There is also an interesting relationship between 
the various diseases of each group. In most of the lrrger 
groups (and incidentally accounting for about 90 of the 
total cases) when the percentage of anxiety cases is 

greater than that of hysteria, then that of manic- depress- 
ive psychosis is greater than that of schizophrenia and 
vice versa. 

In the British Officers, N.C.O. and African 
groups this relationship is so marked that it is 
statistically significant and cannot be attributed to 
chance. This finding was further strengthened by a 

subsequent investigation at the 78th General Hosital. 
This hospital, which was situated at r'ayid, on the 
west bank of the Great Bitter Lake, was similar in 
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composition to the 41st general Hospital. it, too, 
was a psychiatric unit of 600 beds and many of the 
personnel - psychiatrists, ivursing Sisters and Orderlies 
had served with the 41st. By September 1943, the 78th 
had begun to take over most of the work of the 41st, 
especially the British and Empire psychiatric casua.lti -s. 
'able V, like Table III, was drawn up to include all the 
groups and the numbers involved were large enough to 
warrant comparison. 'There is one important difference 
between Table III and table v. in the latter ail 
admissions were split into two groups - direct 
admissions and transfers from other hospitals, either 
general or psychiatric. it was assumed that the 
transferred case would prove the more serious or less 
recoverable and that this might have some bearing on 
the disease incidence. This proved to be the case, 
for most groups showed a higher incidence of schizo- 
phrenia among the transfers as well as e higher propor- 
tion of hysteria, indicating that there was some relation- 
ship between these two conditions, as far as their 
6ervice prognosis was concerned. 

In Table VI, as with the material from the 41st, 
the Psychopathic Personality, Mental Deficiency and 
Miscellaneous groups have been extracted and we are 
again left with the four major ones - tinxiety State, 
Hysteria, Manic- Depres. ive , s.'chosis and Schizophrenia. 
Apart from uhe notable exception of the british Other 
Rank group, most of the others show a similar relation- 
ship to that observed in Table IV. The british Other 
Ranks owe their exception mainly to the relatively high 
incidence of schizophrenia. hile this was to be 
expected in the transfers, it was also found in the 
direct admissions. This would indicate an increase in 
the incidence of schizophrenia compared to that shown in 
Table III. As the armies were of approximately the same 
age distribution, this factor could not account for the 
difference. it was probably connected with the change in 
conditions prevailing in the middle East. Some of 

these cases had been through the hands of the psychiatrist 
before, often with indeterminate symptoms, were given an 
approximate label such as Anxiety state, Chronic, Mild, 
Unspecified, and returned to duty in a reduced category. 
While the war in forth Africa was in progress they were 
still subject to the stimulus of battle, a factor which 
Churchill stressed as being of prime importance in 
keeping troops up to the mark. When uhe war in the 
Middle east ended and the scene shifted to Italy, 
these men rapidly deteriorated and began to show schizo- 
phrenic features. 
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In my search for furth?r data for comparison, 
was helped by Major Alice Cox, psychiatrist the 

outh African .,.edical Corps. ohe kindly requested the 
Union Defence reorc e authorities to give me copies of 
her carefullj prepared records of their psychiat,.-ic 
casualties. These are listed in similar fashion to 
rabies III and Iv in iables IX and X. 

These figures are not strictly comparable, for 
they included out -patients es well as hospit-1 
ddmisEions. rhev do show an interectilig gradation 
in disease incidence, especially in tinxiety States, 
and when the 'psychiatric indexa is discussed the 
difference in the three groups will become more appar- 
ent. 

captain rhillipopulus of the royal Hellenic 
Army, who worked with us for a time at the 41st General 
Hospital, was also very helpful in offering me his data 
for psychiatric casualties in the Greek Navy, Army and 
Air r'orce for the period October 1943 - September 1944 
(see Table XI) . As these also included out patients, 
they are not strictly comparable to the figures in 
Tables III and IV* 

The relationship between Anxiety State and 
Manic-Depresive Psychosis, has long been recognised. 
In fact, the distinction in the diagnosis was not always 
clear, some cases b -ing called Depression with Anxiety 
features and others Anxiety with Depressive Features. 
cocas, on_ally, the diffe- :.ntiation was so difficult that 
the diagnosis was deferred till the response to convul- 
sant therapy could be ascertained, it being thought 
that cases of endogenous depression would react better 
than the anxiety ones (7) . 

Curran and Mallinson (8 & 9) have drawn attention 
to the difficulties of making a sharp division between 
these two diseases and the former could find no criteria 
for doing so, and came to the conclusion that the 

differences were quantitative. 

The relationship between hysteria and schizo- 
phrenia does not find the same general support, but there 
are certain poins of contact. Hysteria is regarded as 
a dissociative phenomenon and in certain respects, so is 

schizophrenia. Henderson and Gillespie (10) state: 



"The personality _n hysteria is an unusual one, apart 
from the tendency to dissociation. The hysterical 
patient is often emotional, shy and reserved, even a 
little 'peculiar'. Ther- has been described. an 
'hysterical personality'. This consists of a life -long 
theatricality of behaviour and a desire to impress and 
gain sympathy, a contrast between act _a1 shallowness of 
the feelings and the intensity of the expression of them, 
a contrary contrast of external shyness and intense 
erotic interest, a lack of persistence of emotion and 
of effort and much compensatory day -dreaming ". 

It is not too fanciful to read into the above 
description much that is basically found in early schizo 
phrenic illness. The 'contrast between actual shallowness 
of the feelings and the intensity of the expression of 
them', is not far removed from the emotional blunting 
and disharmony between mood and thought so commonly 
associated with schizophrenia. In the more primitiv 
groups, such as the Africans, a gross hysterical reac- 
tion very often simulated a katatonic schizophrenic 
state. The diagnosis of hysteria was made only after 
treatment by electrical convulsant therapy (E.C.T.). 
In practically ail cases, the response was dramatic - 

the patient appearing perfectly normal after one to 
three convulsions. The personality thus uncovered could 
not be described as a schizoid one - They were often 
cheerful and friendly with a keen interest in group 
activities and because of this, one hesitated to label 
the case schizophrenic. Avery controversial point was 
being raised, for to regard them as hysterical was 
equivalent to diagnosis by prognosis - a situation 
which has very little support in clinical medicine. 

This point was hotly debated, but the prog- 
nostic criteria usually triumphed and the majority were 
labelled hysteria. It did illustrate, however, how 
closely the two conditions could resemble each other, 
but the acceptance of this relationship was not easy. 
It conflicted with the polarities of Jung (11) and 
McDougall (12) too, for the latter while stressing the 
relationship between anxiety and depression, regarded 
hysteria as the expression of the extrovert. Could it 
be that his attention was held by the "life -long 
theatricality of be eaviour" of the hysterical personality 
hile the shallow affective element escaped him? 

Further support for the relationship between 
Anxiety and Depression is found in Freudian psycho- 
pathology (13) . He states that anxiety results from 
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the conflict between the Ego and three factors - Reality , 

Super Ego, and Id. Depression too is the expression of 
the conflict between the Ego and the Super -Ego. This 
point is of interest in that it would indicate that the 
ove ria' between Anxiety and Depression would be greatest 
where conflict with. the Super -Ego is involved. This will 
be discussed later. 

In view of the difficulty in diagnosis that 
existed between Anxiety states and Manic -Depressive 
Fs' chosis and between Hysteria and Schizophrenia, and 
the possibility of their possessing common factors in 
their psychopathology, it was decided to compare the 
groups, b contrasting the sum of one pair with the sum 
of the other. This was done by expressing one sum as 
a fraction of the other - A -1- D These are givenin 

H + S 
Tables VII and. VIII, where it can be seen that the size 
of the fraction varies greatly between the different 
groups. The fraction could be termed a psychiatric 
index, for if it were more than unity, it would indicate 
that in that particular group, the number of cases of 
Anxiet: and Depression was greater than the combined 
total of Hysteria and Schizophrenia. 

Why should it vary so in the different groups? 
It is very tempting when faced with a list of different 
nationalities, to assume that racial factors are respons- 
ible. But there is a wider difference between British 
Officers and K.A.F. Other Ranks, than between the latter 
and African natives. 
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THE EFFECTS OF RACE, AGE, RANK AND INTELLIGENCE 
ON THE PSYCHIATRIC INDEX. 

The African natives were in effect racially 
rather complex. They consisted of East and West 
Africans, Basutos, Bechuanas and Swazis. It is true 
that most of them were of Bantu stock, yet their 
language and customs-were very different. It was in 
their cultural level that they presented a solid front - 
they were mostly primitive. Dembovitz (14) who spent 
several years with West African troops, stated that 
hysteria was the hall -mark of psychiatry in Africans and 
that all other psychiatric conditions must be seen as 
medallions set upon the basic pattern of hysteria - even 
in psychotic states. Carothers (15) in a very compre- 
hensive survey of psychiatry in Africans, indicates that 
the reaction is not specific for any par titular tribe, 
but is a general one occurring in primitive peoples. He 
points out the relative absence of true endogenous 
depression and of the type of anxiety state encountered 
in Europeans. He also mentions the absence of guilt 
feelings in his cases of Involutional Melancholia and 
the complete absence of obsessional neurosis. Figures 
for hysteria are not quoted, but as his work was based 
largely on Kenya Africans notified as insane and 
admitted to the Mathari Mental Hospital, it is not 
surprising. Nichols (16) whose work dealt largely 
with the material described in this thesis, also drew 
attention to the very low incidence of Anxiety State in 
Africans, and was very sceptical as to whether they 
existed at all. He would probably subscribe to 
Carothers' view that they did not exist in the form 
encountered in Europeans. 

When groups are divided according to rank, one 
would expect them to be of different grades of intelli- 
gence, as indeed they were. In our quest for the cause 
of the variation in disease incidence, the effect of 
intelligence cannot be overlooked. Halstead (17) found 
that in low intelligence groups there was an increase in 
the incidence of hysteria and Eliot Slater (18) was of 
the opinion that subnormality of intelligence and 
temperamental instability reinfo- ̂ce one another and 
produce a failure of adaptation. This was confirmed by 
my own findings for of the 229 cases of mental deficiency 
among British Other Ranks (Table III) 93 had a secondary 
label, usually hysteria, but also psychopathic personal- 
ity with emotional abnormality. Eysenck (19 ) found an 
excess of hysterias in the lower intelligence range and 
that among those who scored less than 24 in Raven's 
Progressive Matrices, there were twice as many cases of 
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hysteria as of anxiety state, while the reverseheld 
in scores above 50. Yet, he strikes a cautious note, 
by saying that, while his fig Tres are in accordance with 
clinical experience and the difference is significant, 
it is not a large one and merely indicates a trend. 
This need for caution is furtnee emphasised by the figures 
in Table iII, for while there is 8.8% of mental deficiency 
in British Other Ranks and. 26.470 of hysteria, in R.A.E. 
Other Ranks there is 2.7% of mental deficiency and 23.4¡0 
of hysteria. In spite of the lower incidence of hysteria 
in the R.A.F., their index is smaller than the Army group . 
largely because of the greater incidence of schizo- 
phrenia. 

Reference has already been made to Hogben and 
Johnstone ' s work of the relation of morbidity to age. 
As well as demonstrating the high incidence of schizo- 
phrenia in the younger age groups, he states that manic - 
depressive psychosis occurs mainly in the older groups, 
giving 81.92% (for cases discharged from Hospital), over 
the age of 30, in the United Kingdom. Unfortunately, as 

Hogben ( -ho was Consultant in Army Medical Statistics0 
states, our first availab)e information for the exact 
age composition of an overseas force refers to the 
beginning of 1945 ". 

To overcome t ìis, he estimates the age compos- 
ition by bringing the age incidence of certain "marker" 
diseases into close corre sc ondence with the known 
distribution of these diseases among medical discht rges. 
He does not divide his estira ied age groups into the 

three divisions of officers, N.C.Os, and O.R.s, so very 

little real help can be gained from this source. 

Assuming that the age factor does operate, the 

average age of the officer serving overseas in an 
operational theatre is likely to be _ess than that of 

those serving at home. While it is against the funda- 
mental rules of any statistical work to generalise 
from one's own experience, I was struck by the youth 
of officers on the troopship with me. They were mostly 
junior officers who had recently completed their train- 

ing, and were being sent out as reinforcements for 
combatant roles, but as a group were fairly represent- 
ative. 

A condition with a more marked affinity for the 

older age groups, was the raranoid State with 82.8 
occurring in age groups above 37 ¡ Hogben). The 

significance of the paranoid reaction will be 

discussed later. 
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If the age factor exerted any strong influence 

in the senior ranks of the British groups, it would not 
ëxplain the differences in reaction of the other groups 
and we are forced to look elsewhere for the cause - 

nationality, intelligence and age being unable to 

supply the complete answer. 
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PERSONNEL SELECTION AS A FACTOR. 

In a general way, the groups differ from each 
other in the manner by which they have been selected. 
This is particularly the case in the British groups 
where, though nationality is the same, there are 
considerable differences in disease incidence which 
cannot be explained satisfactorily by differences in 
age or intelligence. A study of the methods of 
selection of the groups might help us to understand 
why some break down with hysteria and some with 
anxiety, some with schizophrenia and some with ma ic- 
depreseive psychosis. 

t'rior to the outbreak of the 1939 -45 war, the 
Army was able to assess a recruit over a period of 
time and if he were found to be unsuitable, he could 
be discharged under Aing's Regulations - "services no 
longer required ' . A similar arrangement operated in 
the Royal Navy and Royal Air Force. This method of 
trial and error proved very satisfactory in peace- 
time when the term of engagement was a long one and 
there was no urgency about the man's training. Further- 
more, commissions from the Hanks were not common and 
theArmy did not depend on the other ranks for its supply 
of officers. It need hardly be added that the over -all 
stress of a major war had not yet been applied, so that 
any weak points in the system that mig have existed 
were not brought to light. 

with the outbreak of war and the introduction 
of the National Service Act, large numbers of men were 
conscripted and the previous system of trial and error 
was no longer suitable. Selection procedure for 
recruits had been recommended by theWar Office Committee 
of t;nç_uiry into "Shell- Shock" (20) andsome attempt was 
made to implement it. It must not be overlooked that 
selective influences are at work prior to the al_pear- 
ance of the recruit before the Mecical Board. The 
grossly dull and backward and the very unstable will 
have already been weeded out, and when men up to the 
age of 40 were beane called up, the Services were 
spared all cases below that age that had already broken 
down in civilian life and iNere cared for in mental 
hospitals. The Boards were expected to reject men on 
psychiatric grounds and in the first two years of the 
war 2p were thus rejected (21) . This figure was later 
increased to 3.7% as a result of representations to 
exclude unsuitable nien, but even then it fell far 
below the rejection rate of the Canadian Army which 
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between July 194.. and March 1944 rejected 23.476. 

These figures are not strictly comparable for 
in this country we had a large proportion of good 
military material reserved for industry which could be 
de- reserved from time to time, thus ensuring a contin- 
uous supply of good recruits even as late as 1944. 
The dew lopment of the Pioneer Corps with its Armed and 
Unarmed Sections was able to absorb a fair proportion 
of stable dullards and keep down the numbers rejected. 
Yet in spite of these modifying factors, the 

discrepancy is still high and indicates a more thorough 
degree of selection in the iominion. 

During his initial training, the recruit was 
subject to the early stresses of military service - 

separation from home, strange and often undomfortable 
surroundings, cxiscipline, lack of privacy and the 
probability of overseas service in an operational 
theatre. rsychiatrists at home -ere kept busy seeing 
ceses who broke down after a few weeks, service and 
while many were discharged, a larger number were 
returned: to duty in what was called a sheltered 
category". This usually meant exemption from over- 
seas service. This had an important influence on the 
_uality of £trmy Personnel posted to the middle -bast, 
for it meant that they had successfully emerged from 
the initial traumata of army life and had been 
considered fit by the unit Medical Officer for service 
overseas. 

it was not until 'July 1942 that the selection 
Procedure inaugurated by the ïrectorate of Selection 
of _ ersonne l was introduced to the ue_..eral service 
Corps Intake .,cheme. The psychiatrist then became 
available for the examination of any recruit whom the 
Personnel Selection ufficer referred to him. There 
was close collaboration between these two and the 

medleal officer and it did tend to make the screening 
of recruits more efficient. phis method, however, did 
not materially affect the nature or number of the 

psyc' iatric casualties admit ed to she 41st ueneral 

Hospital between March 1942 and September 1943. on 

the other hand, since the end of 1940, the Army had a 

well-developed psychiatric service and as it is well 
known that facilities stimulate the demand, the service 

was a very busy one. it saved many from an overseas 
posting which would have rendered them sdrious 
casualties and thus had a direct influence on the 

types and incidence of psychiatric breakdown. 
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v bile this arrangement was not as effective as 
that introduced in duly 1942, it did much good work 
and compared very favourably with the 6election 
methods of many of our Allies. in Table III there 
is a group called Allied Europeans. They were a very 
mixed lot indeed, comprising roles, Jugoslays, Greeks, 
Czechs and French, and were recruited from populations 
which were largely refugee. Proper selection was out 
of the rue stion and physical fitness alone was all that 
was required, and even then the standard were often 
allowed to fail to an inadequate level. Others 
(especially the Greeks) were recruited from the 
European colonies in the cities of the Middle East 
and many of the shiftless and unstable sought a 
solution for their failure in civilian life by 
volunteering for service in the armed forces of their 
parent country. 

The African groups in the Middle East were 
intended primarily for labouring duties and the 
recruiting was often left to the head of the village, 
and one could not help thinking that many a village 
undesirable was got rid of in this way be an unscrup- 
ulous chief. 

The Palestinians have been divided into two - 

Jews and Arabs, not because of their religious 
differences, but because of their cultural ones. The 
Palestinian Jew, even if he were born in the country, 
could be identified b- his European background - the 
Palestinian Arab with few exceptions was a simple 
villager who showed very little of the impact of 
Western civilisation. Jewish recruiting was dons 
by their own Agency and some poor material was 
accepted. Arab recruiting was done by our own admin- 
istration, ine.t.ially without psychiatric advice, but 
this defect was later remedied. 

Mauritians were an interesting g'oup. They 
were French- speaking, or rather spoke a kind of 
'patois', and had also absorbed a fair amount of 
French culture. They included both Moslems and 
Christians and were intelligent, artistic and reliable. 
Although they were coloured, their cultural level was 
much,higher than that of African natives. They were 
all volunteers, and many of them he d left comfortable 
homes to serve in the Middle East. The Atlantic Charter 
and the fight against Hitler meant more to them than 
their African neighbours. 
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The Cypriots functi ned in hospital as a group 
presenting a solid front against the others. Their 
attitude was very similar to that described by 
Hepecs (22) in Puerto Rican troops. Incidentally, he 
to found anxiety states rare - only 4 out of 100 cases. 

Prisoners of War differed in one imiortant 
respect from the other groups. They were not 
admitted to hospital unless they ere considered to 
be psychotic. <)uite a few neurotics did filter 
through, but they were mainly those who appeared to be 
borderline psychotics and out of the 27 cases, 20 were 
labelled hysteria. The group consisted almost entirely 
of Italians. The most common form of hysterical reac- 
tion was the hysterical fit and so closely did it 
resemble a true epileptic fit that the diagnosis was 
often in doubt for some time. Among the "easier" cases 
were those who assumed the shape of the Cross when 
prostrate. The predisposition of these Italian Prisoners 
of War to simulate epileptic fits so closely and the 
fact that they were at one time regarded as psychotic 
makes one wonder if there is any connection between 
these observations and the American studies of race in 
the aetiology of mental diseases, which stated that 
the Italians have proportionately more epileptic 
psychoses than any other race (quoted by Henderson) .(10) 

I have tried to indicate in a general way that 
the degree of selection can influence the nature of 
psychiatric breakdown. Up till now the emphasis has 
been on the screening process of selection - the weeding 
out of the unfit. Thus it is understandable that in the 
selection of the British Officer group, where there has 
always been a certain amount of care eerted, the 
hysterical and the potential schizophrenic would be 
largely eliminated. This is reflected in the figures in 

Table IV where approximately 15% were diagnosed as 
hysteria and 5% as schizophrenia, the latter group 
including 60% paranoid reactions. Similarly with the 
N.C.O. group, a process of selection was in operation. 
The soldier who was given a stripe had to fulfil 
certain recuirements as to proficiency and his officers 
regarded him as a reliable man who could undertake 
responsibility. The principle of trial and error was 
also brought into play, for if the man failed to make 
the grade, he lost his stripe.. One would expect that 
this method, under the ordinary stresses of military 
service, would be successful in holding back a large 
number of the hysterical group and those prone to 
develop schizophrenia. 
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In the case of the Other Ranks, the selection 
process was not nearly so thorough, for the require- 
ments were correspondingly lower, or rather were 
thought to be so. The exacting standards which modern 
warfare sets for the private soldier were not yet 
appreciated, and many a man was pushed up to a medical 
category which reflected the optimism of those respons- 

ible rather than the potentiality of the soldier. 

But this is only one side of the coin. Men also 
break down ith anxiety states and manic-depressive 
psychoses and these conditions are an even greater 
problem in the better selected groups. In the British 
Army Officer group they accounted for nearly 80% of the 
casualties. riven in relative incidence of breakdown, 
the officer often exceeds the other rank. major T.14. 

Salmon (23) in his report stresses the excess of War 
Neuroses in officers, and Fives the following ratios of 
officers and men: 

At the Front 

Wounded 

Psychiatric Casualties 

1 : 30 

1 : 24 

1 : 6 

Careful selection does not appear to reduce the 

incidence of psychiatric breakdown, but merely changes 
its nature - the emphasis is shifted to anxiety states 
and manic- depressive psychosis. 

The common psychopathology of these two cond- 

itions, with their relationship to the super Ego, has 

already been mentioned. Freud has shown how the 
parental Super -Ego is incorporated in childhood and that 

later, identification with it takes place, thus helping 
to build character. When this process is well- estab- 

lished, the resulting character would be one with a 
strong sense of duty and a tendency to be over -conscient - 

ious. Such an individual would be hard- working, 

scrupulously honest and in time of war his unconscious 

guilt would manifest itself by a higher degree of self- 

sacrifice. He would naturally be considered a good 

candidate for a position of responsibility. Even if 

the condition were no longer :ithin the limits of the 

normal and could be recognised clinically as anxiety or 

depression, to the layman, it migrit appear as a 

heightened sense of duty end strengthen the claim of the 

candidate. These Super -ego qualities ale sought for and 

are often the criteria for promotion. It is in the light 

of this explanation that we can see why there should be 
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a preponderance of anxiety states and manic- depressivE 
psychosis in the more carefully selected group. 

When the incidence of disease in the various 
groups was presented in Table III, the paranoid reactions 
were listed separately and no explanation for this step 
was given at the time. Freud, in his lecture on "The 
Anatomy of the Mental Personality" (13), discusses the 
paranoid reaction. "One group of them suffer from 
delusions of observation. They complain to us that they 
suffer continually, and in their most intimate actions, 
from the observation of unknown powers or persons .... 
How would it be if these mad people were right, if we all 
of us had an observing function in our egos threatening 
us with punishment....The actual content of the delusion 
is only a first step towards conviction and punishment, 
so that we may guess that another activity of this 
function must be what -e call conscience....! will 
henceforward call this function in the ego the 'super- 
ego'. " 

It is this connection between the paranoid 
reaction and the Super -Ego which has induced me to 
separate it from the ordinary schizophrenic reaction. 

numbers of this condition in the British Groups 
are interesting (Table XIII) . While the age factor 
might be expected to play some part in the relatively 
high incidence in the Officer and N.C.O. groups, it 
could not account for the discrepancy between the 
U.R. groups. The differences cannot be overlooked 
and may even be significant, for there is a definite 
gradation of incidence as one approaches the less well 
selected groups. The matter cannot be left here, for 
the paranoid reaction is essentially a mixed one, for 
in each case of schizophrenia the paranoia element can 
vary enormously and in the paranoid state too, the 
schizophrenic element has a wide range of expression. 
Thus quantitative estimation is essential here as in 
all the reaction -types and will be discussed later. 
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THE PLACE OF I'tïURALE iiV PSY"t:HIATRIC BREAKDOWN. 

There is one very important factor which must 
be considered in any discussion on the reactions of man 
to stress and that is ,, orale. The influence of morale 
on psychiatric breakdown is of particular significance 
in group situations and this has been widely recog- 
nise' (24) . Palmer (25; who was in charge of a 
psychiatric unit at Tripoli (N. Africa) attributed two - 
thirds of the 12,)00 cases that passed through his hands 
to impaired or broken morale. tie divides them into two 
groups, the High and Low Morale Uroups . the se latter 
are classified according to the degree of unconscious 
dissociation. The least, he bluntly calls "wind -up or 
loss of grip" and the most, provide his cases of rotor 
and Sensory hysteria. nennedy (26) couples hysteria 
with low morale, saying that it is an escape into 
functional incal;acity and is determined by fear. 
Parkinson (27) who dealt with troops repatriated to 
Australia on psychiatric grounds, stressed the import- 
ance or fostering good morale as a method of treating 
neurotic disease and pointed out the infective nature 
of the condition. 

Parfitt (28) found that a high sense of duty 
helped many R.A.F. Ground. Personnel to struggle against 
nervous debility and that on the other hand, malingering 
complicated 30% of the hysterias. Craigie (29) -ho 
worked in the Middle Last prior to the establishment of 
the 41st uenerel Hospital, found that if group morale was 
impaired by the inability to retaliate, battle neurosis 
increased. ':Phis finding was fairly general and naval 
psychiatrists, in particular, stressed the greater 
frequency of neurotic breakdown in stokers compared to 

gun crews. 

An interesting example of a similar nature 
occurred when I was engaged in the psychiatric assess- 
ment of our recently repatriated Prisoners of War. A 
regular infantry battalion which had been stationed in 
Malta since the beginning of the ,Jar was subjected to 

severe and continued bombing without being able to 
retaliate. When the Mediterranean was cleared they 
were transferred from Malta to the Middle East and 
eventually sent to Leros in the Aegean. Here they 
again experienced intense bombing without air support 
and the whole battalion was eventually taken prisoner. 
J. found the incidence of neurosis particularly high, 

while the medical officer at the camp was struck by 
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the almost complete absence of wounded. At the same 
camp, I had to assess the remnants of the Rifle Brigade, 
whose epic defence of Lalais has been described by 
Linklater (30) . They included many Territorials, but 

' their morale was higher than the ttegular battalion 
previously described. Several had been captured the 
day before the port fell and explained that they were 
part of a patrol looking for German prisoners! The 
incidence of neurosis among them was not high, although 
they had also endured 5 years of captivity. 

Spiegel (31) in an effort to define the psycho- 
logical component of morale, describes an "X" factor, 
which when present indicated good morale. He states 
that it was enhanced by good group loyalty and that the 
fostering of hatred was of less importance and more 
difficult to achieve. '.He was dealing with imerican 
troops). 

Storring (32) attributed hysteria in German troops 
it the first world War to a lack of a constructive 
political idea which the soldier could grasp and be 
ready to die for. He claimed that the defect was 
remedied by National Socialism and consequently, he 
rarely met severe hysterical reactions. To emphasise 
the high morale of the men he had to deal with, (=-hey 
were flying personnel) he states that soldiers being 
led. to execution for an offence, looked aware of their 
need for punishment and refused to have their eyes 
bandaged. This certainly demonstrates the severe super- 
ego which these airmen had incorporated, but a more 
enquiring psychiatrist would have been interested in the 
deep sense of guilt shown by the offender and explored 
the possibility of the situation being one of endogenous 
depression. tie also gives other causes for the diminished 
incidence of hysteria, such as the victorious nature of 
the war (he was writing in 1942) , sports, training, 
lectures, and other activities. These,. of course, have 
been universally adopted as "morale boosters ". 

Vernon (33) in a questionnaire and using Burt's 
group factor technique, found that good citizenship and 
moralistic opinion went together and even though in 
professional classes the attitude might be critical, 
they were highest in good citizenship. the oft -quoted 
dictum "A good civilian makes a good soldier' was 
proved over and over again in the recent war and vernon's 
questionnaire, while contributing nothing new, is a 

useful piece of confirmatory work. 
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eairbairn (34) in discussing the neurotic soldier, 
attributes the problem to a failure to identify with the 
original love objects within the family. he expresses 
the opinion that good group morale would counteract this 
infantile dependence. later (18) found that there wa.- 
a greater frequency of return toduty in men who had 
philosophic and religious values in their lives. ùf 
these, he returned 32.8 more to duty than Lhe average. 
he attributed this difference to " a greater 
frequency among them of a type of personality that takes 
religion and probably also personal and social duties 
more seriously than the average man and is perhaps more 
imbued with a sense of conscientiousness and dourness of 
personality ". 

James (35) puts the matter in a general way, to 
which most people 'ould subscribe. He states that 
morale in war and no doubt in peace, is inevitably linked 
with the mentalhealth of the community. u graphic 
description of the influence of high morale is given by 
Student in firms, quoted by Hurst (36). "Hunger and thirst 
do not depress them. Rain could not damp them. Cold 
could not chili them. hvery hardship became a joke. 
They did not endure hardship. They derided it - As for 
death, it was in a way, the greatest joke of all ". He 
goes on to describe the high morale of the individual - 

"...Your teeth may chatter and your knees quake, but as 
long as the real you disapproves and derides this 
absurdity of the flesh, you can carry on-. 

The association between low morale and the 
development of hysteria in servicemen and the features 
common to high morale and the super -ego diseases, such 
as depression and anxiety, bring the work of the 
psychiatrist into a wider field, namely the assessment 
of the normal. While good morale can be fostered by 
ext -rnal ac- encies, and it is an encouraging thing that 
this is so, the potential of morale in each man varies. 
some can display it only in response to a group stim- 
ulus, others to an accepted. leader, but there are men 
who are richly endowed with an individual morale which 
is independent of external factors. it appears that 
these men are in the ranks of the anxiety and depression 
1.)rone and their detection, which is of supreme import- 
ance to an army, can be undertaken with greater 
efficiency by the psychiátrist. -his is one of the 

main problems in personnel selection and will be dealt 
with under that heading. 
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THE QUANTITATIVE ESTIMATION 

OF PSYCHIATRIk. DISORDt;R. 

Up ti.i.i now, altti,.ugh an arithmetical index 
of psychiatric reaction has been described, the emphasis 
has been manly on the qualitative aspect of the 
reaction - whether it was hysteria kH), or anxiety 
state ¡ N) , schizophrenia or manic- del,re ssive 
psychosis(D) . The relationship between A & D and H. & S 
has been discussed and one might think that the only 
quantitative differences lay bet}:een A & D and between 
H & S, as in these pairs, the overlap has been 
discussed. 1f this were so, it would mean that in cases 
which we -e entirely neurotic, the diagnosis would be one 
of hysteria or anxiety state, and in the psychotic cases, 
the diagnosis would be one of schizophrenia or manic - 
depressive psychosis. Dut mixed states do exist and they 
are very common in military psychiatric practice, yet 
their acceptance and definition has met with considerable 
resistance. 

iimofeev 137) stated that in vïorld War II the 
psychiatrist must forget his state hospital psychiatry 
and pay more attention to actual clinical pictures he 

meets on the battle front. It is not easy to forget 
State Hospital rsychiatry. The basis of our experience , 

the criteria of diagnosis and the prestige of our 
teachers are bound up with our hospital experience. The 

nomenclature in use was also more valid there. The 
inaccessible, vividly hallucinated individual, grimacing 
and manneristic, gave admirable support to the class- 
ification of mental diseases - there was nothing else he 

could be, Similarly the deeply depr: ssed, guilt -laden, 
actively suicidal patient raised no problems in diagnosis. 
The mixed reaction did not occur with sufficient freq- 

uency to be disturbing and could conveniently be placed 
in the category to which it mostly belonged. 

It is not surprising that Kraepelinian nosology, 
devised in 1896 to embrace the psychiatric practice of 

his day, should be found wanting in Service psychiatry 
in 1942. Its use was confined largely to institutions, 
the psychiatrist being primarily an alienist. In 
addition, the stresses of modern life had not yet 
fallen upon the world. As admission was usuaily by 
certification, a man had to be very ill to be considered 
unfit for life outside the asylum. One can assume 



-26- 

that environmental stresses played a lesser part than 
they do today and that the constitutional element was 
paramount. He was dealing ith eases with a high pre- 
disposition to dementia praecox and manic- depressive 
psychosis and the classical type of illness would tend 
to predominate. 

.,ery ce conditions, on the other hand, supplied 
a lr rge variety of environmental stresses and conseq- 
uently, breakdown occurred in personalities which would 
probably never have broken down in civilian life. while 
predisposition was to some degree present, it was not 
predominantly so, and the reactions observed did not 
assume the classical forms, but mixed. forms. This does 
not mean that Kraepelini s nomenclature had ceased to be 
of value, it was still valid and could even act as a 
basis for further development. 

An illustration based on Jung's dichotomy of 
introvert and extrovert would explain this. if every- 
body belonged to these two categories we should find if 
we plotted a personality curve for the population that 
a few would fall into the extremes at either end, but 
that the majority would group in the centre. These would 
represent the average member of the community. As 
Servicemen are considered a relatively normal element, 
the majority would fall in the centre of the curve - they 
would possess an even distrib'?tion of introvert and extro- 
vert tendencias. Slater (18) has pointed out that what a 
man was by heredity and constitution played. a great part 
in the determination of the nature of his psychiatric 
illness and that the momentary environment merely deter- 
mined the time of manifestation of the illness. It is 

not surprising therefore that symptomatology was mixed 
and that too few labels wee available for a large 
variety of responses. 

The quest for a suitable nomenclature provided 
the Service psychiatrist with many a problem. Various 
"dodges" were resorted to. The word "predominantly" 
began to creep in - "with schizoid features ", "with 
depressive features ", or even an honest N.Y.D. (not yet 

diagnosed) . The picture was further complicated by 

the fact that the presentation of the mixed symptoms 
was not always constant. The clinical picture would some- 
times vary from week to week and the entries on the Med- 

ical Record Card under DIAGNOSIS adequately demonstrated 
the doubt in the mind of the psychiatrist. Very often, 

ashamed of what he considered to be his and not the 

patient's vacillation, he would make out a fresh card 
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and thus remove the evidence of the fluctuations in the 
patient's mental statel 

After a spell of duty as an Area Psychiatrist, I 
rejoined the 41st General Hospital, this time in India, 
and the old conflicts over accurate diagnosis were re- 
activated. I decided to try out a simple and somewhat 
crude method of dealing with the problem (38) . 

quantitative factors in general medicine are just 
emerging from the stage when they were expressed by such 
adjectives as mild, moderate, and severe. There has been 
a strong prejudice against the use of numerals and even 
in the laboratory the symbols + +t are stillused for the 
number 3. The number, however, is a more accurate 
measure than the adjective and I decided to use it to 
help assess the quantitative element in psychiatric diag- 
nosis. The difficulties which immediately arose, were 
almost sufficient to destroy any enthusiasm for the 
experiment. questions such as "What are you trying to 
measure ?" "'With what "? "How"? just could not be 
answered satisfactorily, but it was felt that the idea 
was worth a trial. 

At the outset, I had to decide whetter the present 
nomenclature of disease, based on Kraepelin and Bleuler, 
was worth retaining and if so, hether a more accurate 
form could be built up around it. The arguments in 
favour of its retention were strong. Firstly, it was 
official, and to a serving doctor, that carried weight, 
Secondly, Kraspelin and later Bleuler, had evolved their 
nomenclature around the "classical case ", such as they 
met in the mental hospital. The reaction in the Service 
casualty did not differ fundamentally from the "classical 
case ". It was in its degree of purity that it varied and 
if this degree could be expressed numerically, the mixed 
reaction would bedome definable and a more accurate 
description result. 

To do this, the reaction would have to be split 
into a number of subdivisions. It is a truism to say 
that the more subdivisions one makes, the finer and more 

accurate the diagnostic label will be, but for practical 
purposes, the number of subdivisions rre determined by 
the limits of the clinical mind. ?ith the help of a 

colleague (Major T.A. Muckle, R.A.M.C.) and using the 

method of trial and error, it was found that more than 
seven degrees k including zero) le(' to a false sense of 

accuracy, for the discrepancy in our interprebation 
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became apparent then. For example, when eleven degrees 
were used the same investigator could not distinguish 
consistently between 6 degrees and 8 degrees. 

The work was done, originally, with psychotic 
patients, and the condition on examination was summarised 
as a'vignette'. 

Example (i) 

Manic- i)eprescive Psychosis 
Schizophrenic lieaction 

5 14.9.45. 
7 

The date was an essential feature of the vignette, for 
the condition would fluctuate, sometimes from day to day. 
To indicate the degree of fluctuation over a stated 
period, three numbers on each line 7ere used - the first 
to indicate the maximum, the third, the minimum, and the 
second the clinical mean of the case. This central figure 
was written larger then the others, or printed in heavier 
type. Initials were used for the dominant clinical 
features (D for manic -depressive psychosis and S for 
Schi-ophrenia) and the whole vignette flanked on either 
side by the dates, indicating the period of observation: 

Example (ii) 

15.9.45. 
D 5 4 2 

S S 2 1 
20.10.45. 

The interpretation of this formula would be read: 
The patient came under observation on 15.9.45. and was 
discharged on 20.10.45. During this time, the clinical 
picture was a mixed one, the depressive element being 
dominant, at one time it being almost a pure case of 

manic -depressive psychosis. Schizophrenic features were 
however always present, at one time quite markedly so, 

but on the whole not tóthe same extent as the depressive 
features. 

Psychiatric breakdown overseas was often coloured 
by an organic or toxic element. In a convoy of 256 
patients evacuated from India and "staged" at the 41st 
General Hospital prior to repatriation to the United 
Kingdom, 60% had a history of repeated attacks of malaria 
and bacillary dysentery. Other commoncomplicating 
features were sandfly fever, infective hepatitis, 

vitamin deficiency, and head injury. Tnese could be 
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incorporated in the vignette using the letter P (Physical) 

Example (iii) 

15.9.45. D 5 4 2 P3 (Bac .Dysentery) 2 S 3 2 1 20.9.45 

In the process of evacuation, a casualty frequently 
passed through the hands of several psychiatrists, who 
had no facilities for prolonged observation. In such 
cases, the simple fraction with its physical component 
(if any) could be noted. The accumulation of such data 
would provide a useful record of the progress of the 
patient, and while not comprehensive, would give a 
reliable picture of a manes mental state. 

The following two cases will help to illustrate 
the use of the vignette: 

(a) L /Cpl R.P. aet 25. Service 4 years. 

un 26.2.46. he was admitted to hospital complaining of 
pains in the head and insomnia since his return from 
L.I.A.P. (leave in advance of tpythont - a scheme for 
repatriating troops from overseas) two months previously. 
he then admitted that uod spoke to him and that he had 
taken to the Bible but was generally reticent about his 
religious thoughts. He was diagnosed as a case of 
wchizophrenia. On 3.3.46. it was noted that "he sits 
in a chair clasping the Bible between his hands and 
talks in a depressed tone of voice saying that it was 
uodt s influence he was alive today ". 
19.3.46. Confused and disorientated and appeared to 
have auditory hallucinations and was emotionally blunted. 
He insisted ne could cure bad eyesight by means of his 
spittle, but was too confused to elaborate. 
6.5.46. very little change and was started on course of 
Electrical Convulsions (.E.C.T) . Began to improve but was 
always sullen, solitary, and difficult of access and at 
times offensive and argumentative. 
17.7.46. Has been very violent and had to have repeated 
doses of sedatives. vividly hallucinated and completely 
lacking in insight. Regarded as a case of paranoid 
schizophrenia. 
12.8.46. Became morbidly depressed. t''ull of ideas cif 

guilt and sin and preoccupied with suicidal thou_hts. 
Started on second course of E.C.T. 
13.9.46. Has responded well - Cheerful and co- operative. 
Conduct reliable and working well in open ward. At times 
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rather facile but personality is reasonably well 
integrated. 

Sug.: ested vignette; 

26.2.46. D 4 2 1 
15.9.46. 

(b) L.A.C. D.F. aet. 24. Service 6 years. 

Family history. One brother who was P.O.W. for five 
years was admitted on repatriation to Carstairs Military 
Hospital suffering from a psychosis. He recovered after 
a course of E.C.T. and was discharged after three months. 
No other neuropathic heredity elicited. 

Personal history: Was always bright and cheerful and 
fond of sports. 

History of rre se nt Illness: 17.1.46: While on troop- 
ship on return from L.I.A.P. he reported sick to the AL.0 
with the complaint that he was worried about his 
masturbatory habit which failed to give him any sexual 
satisfaction. He was tearful, extremely anxious, and 
believed his companions were annoying him. 

18.1.46. Said people were always looking at him. 

21.1.46. Deteriorating. impulsive and violent. resistive 
and trying to escape. Regarded as suicidal. 

20.3.46. On admission; Mute and stuporose and very 
depressed looking. 'lakes food satisfactorily but 
incontinent of urine. Following visit of mother 
23.3.46. he became emotional, agitated and restless and 
expressed depressive thoughts : "Why donLt you cut me 

up and experiment on me - I'm ready to die ". 

8.4.46. On examination; He talks a little but is 

essentially uncommunicative. Shrugs his shoulders with 
an air of hopelessness and asked "Are you suffering 
because of me" He would not elaborate. rsychomotor 
retardation is evident p but there is no indication that 

he is hallucinated. otarted course of E.C.T. 

12.5.46. Bright and cheerful. Flays football - conduct 

is reliable. E.C.T. discontinued. 

20.5 .46 .± eginning to relapse. .t ac ile and childish. 

Tends Lo wander off and make inconsequent remarks to 

the girls. Confused - "There's something 
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funny going on". Probably hallucinated. The clinical 
picture is now a schizophrenic one. 

Suggested vignette: 

17.1.46. D 5 3 1 

S 5 3 1 
20.5.46. 

This method could also be helpful in assessing the prog- 
nosis of a case. If the schizophrenic reaction increased 
with the duration of the illness, the outlook would 
become less favourable. 

A common criticism of the vignette is that it is 

too simple and does not take into account the variety of 
responses which are encountered. Factors like 
intelligence rating, paranoid element, and obsessional 
content are worthy of recognition, but at the outset of 
the experiment it was felt that if the vignette became 
too complex, it would cease to fulfil its function, 
namely, clarification,and confuse the issue still further 
in time and if it proved satisfactory, it could no doubt 
be expanded. 

This method could be applied equally ell to the 
neuroses and a quantitative estimation of the amount of 
anxiety or hysteria made. 

,:ittkowev, Rodger and Wilson (39) in a study of 
Personality in Effort Syndrome, describe 5 types. Out 
of a total of 50 cases, Group i comprising 2u cases 
showed an unusually keen sense of duty and a rigid 
superficial and deep morality with severe repressialand 
aggressiveness. They had conflicts over the fear of 
showing fear and bro'_e down aft r obsessional over -wore. 

croup II (11 cases) showed less repressed aggression 
but deep seated attitude of resentment arising from 
experience in early childhood. 

Group III (3 cases) These were overtly aggressive and 

had conflicts re their over -aggressiveness. 

Group IV (12 cases) These were similar to Group III 

but inferior in physique. 

Group V (4 cases) These lacked the severe sense of duty 

universally found in the other groups and were described 

as "hysterical quitters'', showing an escape into depend- 

ence in the face of a ?,parently unsurmountable tasks and 

could not be trained as soldiers. Lewis (40) found that 
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43% of his cases of Effort aynd.rome fell into 2 groups - 

(i) Anxiety states - Acute and Chronic (ii) Depressive 
States. 18% were labelled psychopathic personalities and 
11% were diagnosed as hysteria. Jones and Lewis (41) in 
what was presumably the same series of 200 cases, found 
that 72» had anxiety attacks while at rest and concluded 
that there was in effect, no single psychiatric picture. 

According to the official nomenclature, all these 

cases would have been described as anxiety State, with 
Somatic dysfunction. This would have created a ten 

per cent error in diagnosis, for that percentage was 
almost entirely hysterical in type while several others 
shaded into it. It would therefore be more accurate to 

assess the anxiety component quantitatively. in view 
of hat has already been said about the relationship 
between the anxiety reaction and the individual's morale, 
this quantitative assessment has an added significance. 

The relationship between morale and neurosis keeps 
cropping up in military psychiatry and a restatement of 
the situation is not redundant. Sandiford (42) puts the 

issue clearly. On active service, a soldier is 
constantly torn between the instinct of self -preservation 
and those forces compounded of self respect, duty, 
discipline, patriotism, all of which may be summed up 
as MORÄi,E" . 

It has been assumed in military circles that good 

morale is something which can be grafted un, or 

developed in, any type of recruit, but this is not always 

the case. There arecertain individuals who are so pre- 

disposed, that they are resistant to all attempts to 

foster their good morale. his is particularly so in 

those with a strong tendency to epinosic gain, of whom 

a large section of the hysterical group of psychiatric 

cases are composed. This exploitation of their neurotic 

symptoms for gain often coloured the whole clinical 

picture and one felt that the term "EPINOIA" would have 

been more appropriate for these cases. it appears that 

an individual's proneness to hysterical breakdown is 

also linked with his morale and the quantitatite 
assèssih4nt of this is these fore just as important as 

that of the anxiety component. 

The psychiatric index of A 4- D is no longer 
H + S 

the straightforward formula it appeared, for each 

conditiomhas a quantitative as well as a qualitative 
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interpretation. r'or example, 14% of hysteria in British 
Officers cannot be compared -ith 47; <- of the same condition 
in : frican natives. In the former the diagnosis of 
hysteria would probably be coloured with anxiety in 
varying degrees and the total hysteria would b- less than 
the percentage reading indicated. Similarly, in anxiety 
states, in the better selected groups, the anxiety 
element would be treater and the wide divergence between 
44.570 in the officer group and 5.41% in the African 
natives would be even greater if each group were 
assessed quantitatively. One can assume, therefore, 
that in groups where the anxiety states are high, the 

index would be greater, and in groups where the 
incidence of hysteria is high, the index would be lower. 
This would tend to differentiate the groups even further 
and if the paranoid state were extracted the indices 
would tend to be affected in similar fashion (see 
Table XIII) . 
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THE PSYCHIATRIST AND PERSONNEL SELECTION. 

Now that we have seen that the nature of 
psychiatric breakdown can reflect the standard of 
selection, it would be of interest to see if this 
knowledge could play any useful pert in the 
selection of personnel for military duties. 

Psychiatric opinion of methods and standard of 
selectionhas varied enormously. In December 1939 
Mayer -Gross (43) suggested that schizophrenics often 
made good subordinates owing to their loss of 

spontaneity and shallow emotions. He also suggested 
that high grade mental defectives make good soldiers, 
-s they are docile, dull and gregarious. These 
optimistic forecasts were modified by Esher (44) who in 
1941 found that out of 904 consecutive admissions to a 
neurosis centre, 100 were mentally defective and 75% of 
these suffered from conversion hysteria. He suggested 
that to reduce ne :rosis in the Army, the d111 and back - 
ward should be rejected and he set a mental age of 10 
years as a minimum and that all between 10 and 12 
years of age should be transferred to the Pioneer Corps. 

Rees (45) who was Consultant Psychiatrist to the 

Army in the late Var, stated that 30 -40% of breakdown in 
the service might have been predicted and suggests the 
following: 

(1) Recruiting boards to make use of a 

questionnaire. 

(2) National Health Insurance and school 
medical records and a letter from the man's 
private doctor should be available. 

(3) Police records should be consulted 

(4) More time allowed for the examination 

(5) Doctors from Recruiting Boards should 
visit Service units to gain experience of 

Service conditions and requirements. 

These are all excellent suggestions but the first 
one needs modifying. A questionnaire can be a useful 
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indication of personality, but very few subjects are 
suitable for this method of investigation. Flugel (46) 
quotes work by S-4 Brahmachari, who pointed out that 
questionnaires on personal attributes and behaviour 
raise several problems such as attitude, conduct, and 
the discrepancy between thFtwo - in other words, the 
difference between the ego ideal and the ego and the 
degree of conflict engendered by the difference. It 
was the degree of conflict which was often more 
revealing than the answers given to the questions. 

Stalker (47) in a study of ex- Service patients, 
quotes Henderson in recommending that all recruits be 
recia. fired to present a statement of their previous 
medical history, endorsed by their own doctor. 

The Directorate of Personnel Selection was 
established in 1942, and the psychiatrist became part 
of the Selection Team. Certain cases were referred 
automatically to him, such as all men who scored S.G.5 
in Raven's Progressive Matrices and averaged S.G.5 in 
all the tests. These were: 

(1) Bennet - a test of mechanical aptitude. 
(2) Ve rba l 
(3) Arithmetic 
(4) Instructional 
(5) Performance 

Other referrals included men with a history of delin- 
quent behaviour. At the discretion of the Personnel 
SelectionOfficer (P.S.0) men whose combatant tempera- 
ment was low (? Grade III) and men with a significant 
history of nervous trouble or complaints such as 
stammering or bed -wetting, were put down for psychiatric 
interview. It is significant that the P.S.O. 
frequently detected in his interview symptoms which the 
Medical Offter had not elicited. 

The Assessment of Combatant Temperament (C.T.) 
The name itself has given rise to much debate. The P.S.O. 
interprets C.T.as the quality in a man which will make 
him a good combatant. He judges this as a combatant 
officer and has to decide whether he would feel confi- 
dent inleading the recruit into battle. The name has 
its drawbacks. Modern warfare has multiplied the number 
of situations occurring in combat. It is a man's 
capacity for combat, rather than his temperament, which 
will determine his behaviour in action. A high degree 
of combatant temperament can be found in an aggressive 
psychopath who may nevertheless be regarded as unfit 

for military service just because of his temperament, 
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And conversely a man who has always been subdued and 
inoffendive, might demonstrate qualities of discipline, 
endurance, loyalty and good morale which, in terms of 
combatant capacity, place him in a high category. 

A completed copy of the special form used for 
the Selection Procedure in recruits (S.P.100) is 
in Appendix B. 

It is very comprehensive and in many ways admir- 
able. A valuable coi.lection of data is recorded and 

much of this is coded for use in the H4lierith System 
of filing. There is a "box" for the use of the 
psychiatrist and in this, he enters his recommendation. 
He has a wide range to choose from and is very rarely 
faced with a situation which cannot be dealt with by 
the list of recommendations allowed him. 

The fallacy that a psychiatrist is a person who 
is trained to recognise poor material only is still 
encouraged in this form of selection. It fails to 
appreciate that experience in psychiatric breakdown 
embraces the "good" material as well and that he is 

just as qualified to pass an expert opinion on the one 

as on the other. There is, however, a natural reluc- 
tance to send a man with good morale and who is not a 

dullard to see a psychiatrist - "There's nothing wrong 
with him" is the usual comment, yet it is important 
that the degree of his super -ego qualities be assessed 
accurately so that the proper recommendations are 
put forward or supported - such as O.R.l (Officer 
recommendation ClassI) or potential N.C.0). The 
possibility that the man might develop an anxiety 
state or be prone to an attack of endogenous depression 
must be accepted in many cases, but as has already been 
shown, they only break down under severe stress and 
usually recover rapidly, Furthermore, the expression 
of the 'disabilityf may lead to heroic conduct. 

Officer Selection raises similar problems. A 

detailed description of the method employed by War 
Office Selection Boards is given by Gillman (48). 

Here too the psychiatrist is used as a screen for the 

unfit, although, since the Board discusses each case, 

he is permitted to pass an opinion on the good 

qualities of the man. He thus tends to exert a 

positive influence in selection and while he may be 

taking some risk of increasing the numbers of the 

anxiety or depression prone, he ensures a high 

morale rating in the Army's leaders - the latter 
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contribution outweighing any adverse effects of the 
former. 

The psychiatrist's nositiv, function on a War 
Office Selection Board was illustrated during Une of 
the tests - "The Leaderless Group Test ". A situation 
is presented to the candidates and the response of 
each member of the group note-. One candidate made no 
spontaneous gesture and was condemned by the military 
testing officer as lacking initiative. He happened to 
be the most intelligent member of the group, and had 
a quiet confidence in his own ability. He knew that 
if he took the lead, he would be accepted as leader 
and. Impress the Board but felt that some ofthe others 
should have their o-portunity and quietly withdrew 
from the com- etition, while giving full support to the 
candidate who assumed the lead. Were it not for the 
psychiatrist's siJpport, this candidate would have been 
failed. the motives and mechanisms of the mind are 
often evident in the normal and lend themselves to 
psychiatric assessment. 

. murray's Thematic Apperception rest, which is 
used in officer Selection, fails to give a reliable 
indication of underlying personality, and it is 
doubtful if it yields any more information than can 
be gained by the psychiatric interview. xaven (49) 
in a similar type of projection test, introduces an 
extra factor in order to minimise the inhibiting 
effect of concentrated attention. In this respect 
it has some advantage over the Thematic Apperception 
Test, but even then, in my own work with it, i have 
found it more useful in children than in adults. As 
it has to be administered individually, it cannotbe 
used for the routine testing of large numbers. The 
Rorschach Test (50) would probably be more useful and 
if given and controlled as suggested by narrower - 
Erikson (51) would prove satisfactory, provided that 
reliable interpretations were available. its uses 
in military psychiatry are discussed by Brussel and 
hitch (52) . No do ,bt, in time, more accurate 
personality tests will be devised, but where a 

reliable report on the man is desirable, the 
psychiatric intervie is still the most useful yard- 
stick. 
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DISCUSSION. 

I can find no parallel instance in the 
literature where one hospital has housed so many 
groups of psychiatric cases. It is probable that 
such a situation could only arise in war -time, and 
as military psychiatry is a comparatively recent 
development, it is not s :rprisin therefore that 
there are no comrarable instances. While it prov- 
ided an excellent opportunity for original research, 
the m_i,erial to hand was so profuse that one soon 
became 'embarras de richesses', yet it was felt that 
to narrow the field of invdstigation would not 
adequately interpret the general impression gained by 
working in such a unit. Because of this, all the 
groups, with the exception of the British Arm- N.C.O. 
group, were dealt with in a broad way, as shown in 
the tables. The information derived from them, includ- 
ing the formulation of the psychiatric index, should 
not be taken as absolute evidence of the reaction of 
the various groups, but as indications of general 
trends. As has been shown, a quantitative estim- 
ationwould materially alter the figures, although 
it would probably strengthen the argument in the 
process. 

The thesis itself has tended to be discursive, 
so a general discussion would only result in much 
repetition. 'There are a few points, however, which 
are worth stressing. The arbitrary distinction 
bel :ween neurosis and psychosis has very little place 
in military psychiatry. A complete disease incidence 
and preferably a relative one would be of value and . 

then the accurate formulation of a psychiatric index 
might eventually become a useful guide to the stand- 
ards of personnel selection. 

There is another important source of "leakage" 
which has not yet been mentioned. ivot all cases of 

endogenous depression were admitted. to the psychiatric 
hospital. The opportunities for suicide in the 
Middle East were almost unparalleled - lethal weapons, 
lonely railway tracks, the Suez Canal, the desert, 
and for completeness, the enemy. The British 
representative at .ismailia told me that in one month 
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he had to deal with ninety -one cases of "accidental 
death" and he was of the opinion that a fair proportion 
of them were suicidal. This factor would, of course, 
apply equally to all the groups and would not unduly 
affect comparisons, except that in those with a 
higher incidence of depression, one would expect the 
suicide rate to be correspondingly higher. This, as 
with quantitative estimation, would tend tcaccentuate 
the differences. It is likely that some suicides would 
come into the paranoid state group, for they have a 

tendency for violent and destructive action. 

The paranoid reaction has interesting connections 
with the manic -depressive. group, as has already been 
shown, but its relationship with the schizophrenic is 

too well established to be ignored. Its capacity to 

exist with or without affective colouring appears to 
give it access to both !camps'. 

Although the investigation has been limited 
mainly to the four majordiagnoses of anxiety state, 
hysteria, manic -depressive psychosis and schizo- 
phrenia, no mention has been made of the incidence of 

mania. There were very few cases of mania among those 
admitted to the 41st General Hospital. Tredgold (53) 
who worked in the Far East, describes an 'epidemic! of 

mania occurring after v.J. (Victory over .apan) Day. 
He attributes it to a state of restlessness developing 
without adequate outlet, or a sudden release of 

tension and a change in the tempo of work. His cases 

were mostly young officers who had presumably been 
passed by Selection Boards, and who had no history of 

previous breakdown. He describes the type as being 
over-conscientious, responsible, with obsessional 
tendencies and anxiety. it is not surprising therefore 

that in th middle East between 1942 -43, when the 

battle was "on" and the above precipitating factors 
absent, cases were few. 

It has been fashionable in psychiatry to tele- 

scope conditions and seek common denominators and in 

an investigation such as this, it is tempting to do 

likewise. une could then divide all categories into 
two main groups: - 

(1) The guilt - laden, including the manic -depressives, 

anxiety states, obsessional neuroses and the affective 

group of paranoid states 

(2) The guilt free including the hysterics, schizo- 

phrenics, antisocial and asocial psychopaths, and the 
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affectiess paranoid states. 

But the problem does not lend itself to such 
simplification. Any tendency towards this that 
might be gathered from the thesis could only have 
resulted from the attempt at parcelling the lerge 
mass of data into discernible entties and not from 
any failure on the )art of the writer to appreciate 
the complexity of the subject. 

1 will conclude by quoting Freud's humble 
words "What would one not give to understand these 
things better? ". 
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SUMMARY 

(1) A Study has been made of the disease 
incidence in a variety of groups 
admitted to a Base Psychiatric Hospital. 

(2) The relationships between the group 
incidence of anxiety state and manic - 
depressive psychosis and between hysteria 
and schizophrenia have been indicated. 

(3) The influe ice of the standard of personnel 
selection and morale on the disease 
incidence has been discussed. 

t 4) The importance of the quantitative factor 
in diagnosis in military psychiatry has 
been stressed and a method of assessing it 
has been described. 

5) An argument has been put forward for the 
use of the psychiatrist in the positive 
aspect of personnel selection in addition 
to his usual role of weeding out the unfit. 
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oendix A. 

STATISTICAL TABLES. 



TABLE NO. 1. 

Disposals of Psychiatric üasualties 
admitted to hospital. 

croup 'total oases Unchanged Evacuated 
to U.K. 

British Army 
N.C.O's 627 580 20.2% 

British Army 
O.R's 898 40.1p 31.6% 

(incl.N.C.O's) 



TABI.L No. 2. 

Average number of days spent in hospital 
according to diagnosis.(British Army N.C.O's). 

Diagnosis 
Total t o. 

of Cases. 
Days spent 
in hospital. 

Anxiety states 243 31.71 

Hysteria 134 32.79 

N;tvo i c. Dep . Psycho s i s 45 34.36 

Psychopath. 28 32.07 

Personality 

Schizophrenia 4 34.72 

Obsessional Mates 2 36.50 
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TABLE No. 11. 

The 'Psychiatric Index' for the groups 
admitted to the 41st General Hospital between 
March 1942 and September 1943. 

Group. Total Cases. Index. 

British & Dominion Army, 
Navy and Air bbrce Officers_ . 258 3.6 
British Army N.C.Os. 514 1.94 

56 1.55 
British Army O.Rs. 2,057 1.41 

Indian Officers 25 0.93 
European officers 18 0.82 
Mauritians 133 0.75 
D?.N. O.Rs. 78 0.75 
Palestinian Jews 96 0.75 
R.A.F. O.Rs. 185 0.70 
Cypriots 25 0.47 
Ps.O.W. 139 0.43 
Palestinian Arabs 40 0.34 
African (natives) 222 0.28 

Allied Europeans 180 0.23 



TABLE NO. 12. 

The RPsychiatric Index! for the 
groups admitted to the 78th General 
Hospital between September 1943 and 
-November 1944. 

Group Total Cases. Index. 

Royal Navy Officers 11 - 

British Officers 101 4.05 
British N.C.Os 212 3.71 
Royal Navy N.C.Os 18 3.50 
British O.Rs 783 1.757 
i' a l to s e 5 1.5 
Palestinian Jews 45 1.36 
Royal Navy O.Rs 60 1.07 
Cypriots 28 0.33 
C ingale se 34 0.21 
Africans 150 0.209 
Mauritians 15 0.15 
Palestinian Arabs 33 0.031 
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NO'T'ES ON APPENDIX B. 

S.F. Sheet 100A. 

Abbreviations: 

C.T. - Combatant Temperament 
E.R. - Employmaz t Record. 
L. - Leadership 
O,R. - Officer Recommendation 
Y.I. - Psychiatric Index 

Shaded areas are for code numbers in the H011eri.th 
Filing System. 

T.R. (Training Recommendatinn) 

0 - Specific Trade - in this case, 
Clerk -Shorthand writer 

5A - Clerical duties 

1 - Driving 

This case was not referred for psychiatric opinion 

Army Form B.178A. 

Mental and Nervous Condition is assessed among other 
things by Medical Examiner No. 1. The space allotted 
permits only the most cursory examination. 

Army Form B.183 (Revised) . 
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CONFIDENTIAL. Army Form B 183 (Revised) 

Report can a Case referred for Psychiatric Examination 
PART I. 

No Rank Name 

Unit Station 

Service Age Medical Category 

(a) O.C.'s Report. 

The above -named was posted to my Unit /Company on 
and the following is my considered report on him :- 

1. Nature of Present Duties 

2. Efficiency and Response to Training 

3. Mental Outlook and Personal Habits 

4. Behaviour and influence in the Unit /Company 

5. Opinion as regards Retention or Disposal 

Date 

(b) iv1.O.'s Report. 

I have examined the above -named, and my report on him is as follows :- 
1. Symptoms. 

Officer Commanding. 

2. Results of Physical Examination. 

(26643 Wt.51050/565 62,000 2/44 A.& L. W. Ltd. Gp.698 
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