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ABSTRACT 

A review of the research literature concerning the 

role of the social network in health and illness has indi

cated little attention to studying the social networks of 

psychiatric patients. Even less attention has been given 

to the study of veteran psychiatric patients. 

In an effort to understand more about the supportive 

or non-supportive aspects of social networks, an exploratory 

study of 224 male veteran psychiatric patients was conducted 

in two settings—a general hospital and a large psychiatric 

hospital. A description of the social networks as perceived 

by the patients themselves was obtained through semi-struc

tured interviews. 

Network analysis was used to examine the character

istics of veteran psychiatric patients' personal networks 

within the social context of needing assistance or support 

for psychosocial problems. Some aspects of network struc

ture, such as size and availability of family-kin members, 

were addressed, as well as the nature and quality of network 

links. 

Findings indicated that patients had an ample number 

of family-kin sources to turn to for assistance but chose to 

turn to only a small number (three or less) of informal 

sources, including nuclear family, kin, or friends. Formal 
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sources of support were found to play a predominate part in 

the networks of veteran psychiatric patients. Both the 

immediate family and institutions were considered to be 

important sources of help in times of need but a great deal 

of ambivalence was evident concerning the use of them. 

A factor analysis of the data identified five social 

network patterns. Three multiplex patterns emerged in which 

patients were likely to turn primarily to the nuclear family, 

to kin, or to significant others for support. Two other 

patterns were identified—an Anomie Pattern and a Self Ver

sus Institution Pattern—in which neither informal nor for

mal sources were considered by patients to be sources of 

support. 

A stepwise regression was also performed to deter

mine the relationship of selected background variables to 

choice of support pattern. The variables found to be poten

tially important predictors of the patterns were marital 

status, living situation, diagnosis, religious preference, 

religious practice, age, and history of previous treatment. 

Conclusions of the study have both clinical and 

theoretical importance. Findings point to the need for not 

only reviving or expanding the supportive functions of 

veteran psychiatric patients' networks, but in some instances 

the necessity of assisting patients in establishing new 

personal networks. 



CHAPTER 1 

SOCIAL SETTING AND PROBLEM 

An individual does not behave in isolation from his 

social environment. Each person is a function of active 

transactions between himself and his environment. The 

social network provides an essential link between an 

individual participant and the larger social system. 

Through an individual's social interactions, relationships, 

and associations with people that make up his social net

work, he is socialized, integrated, and maintained in the 

larger society. 

The small group most often identified as having the 

major role in this process is the family. Psychiatry has 

utilized the concept of this universal group, and various 

forms of family therapy have become parts of many psychiat

ric mental health programs. 

The Veteran and Psychiatric Treatment 

Attention to family involvement in psychiatric 

treatment has been only recent for veteran psychiatric 

patients. Not until 1976 was Public Law 94-581 passed 

allowing dependents and spouses of veterans to participate 

in mental health treatment (Administrator of Veterans 

Affairs, 1979:17). Since passage of this law, family 

1 
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therapy programs have been instituted in many of the 126 

Veterans Administration facilities that provide psychiatric 

care. Figures published by the Veterans Administration for 

1978 indicate that the number of veterans participating in 

family therapy increased from 6,050 in the first three 

months to 10,010 in the last three months. The latter fig

ure, however, only represents a small portion of veterans 

treated for psychiatric problems. The total number of 

patients who received psychiatric care during 1978 was 

188,808 (Administrator of Veterans Affairs, 1979). 

During 1979, the actual number of veterans who 

participated in family therapy was not reported. However, 

the Annual Report of the Veterans Administration for 1979 

indicated that 32,172 family therapy sessions were held 

during the year. If it is assumed that each veteran attend

ed four family therapy sessions, then 8,043 patients would 

have participated in family therapy during 1979, in contrast 

to 10,010 in 1978. Although these figures indicate a de

crease in the use of family therapy, some recognition was 

given to the need for family therapy programs by the Veterans 

Administration. Staff positions were established for family 

mental health professionals in 100 medical centers. Also a 

training conference was held for 60 family mental health 

professionals with emphasis on the development of counseling 

skills (Administrator of Veterans Affairs, 1980). 
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Thus, the use of family therapy in the Veterans 

Administration mental health programs has hardly begun. 

Beyond family therapy, even less consideration has been 

given to the identification of social network support or the 

possibilities for therapeutic intervention within a client's 

social network. Using the social network as a means of 

understanding patien L: behavior or as a source of support in 

therapy has been reported only by a small number of clini

cians in psychiatric practice. (See Speck and Rueveni, 

1969; Speck and Attneave, 197 3.) 

The purpose of this study is to explore some charac

teristics of veteran psychiatric patients' social networks 

in regard to structure, content, and the function of provid

ing support during problematic situations. Support patterns 

are identified, and the influence of selected social varia

bles on these patterns investigated. 

Although little is known specifically about the 

social networks of veteran psychiatric patients, there is 

some indication in the research literature of sources of 

network support within various segments of the population. 

In an effort to evaluate the empirical evidence 

concerning availability and use of sources of support among 

the population, several broad questions need to be addressed: 

"How does the social network function in modern society in 

respect to health and illness?" "What are the factors that 
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influence whether or not the social network is turned to for 

support during problematic situations?" and "What effect 

does mental illness have on the social network?" Answers to 

these questions have a bearing upon the shape and character 

of the social networks of veteran psychiatric patients. 

Social Network Support in Health and Illness 

A significant body of research demonstrates that 

strong relational bonds still exist despite a society char

acterized by continual social and technological changes 

(Treas, 1975; Shanas, 1973, 1965; Sussman, 1965; Sussman 

and Burchinal, 1962). 

In their study of the effects of urbanization, 

Kasarda and Janowitz (1974) found the local community to be 

a complex system of friendship, kinship, and associational 

networks in which secondary relationships were not substi

tuted for primary and informal contacts. Instead, formal 

ties were instrumental in fostering more primary contacts. 

During the course of daily life, various types of 

contact have been found to occur between relatives: regular 

visits, religious and social activities, mutual aid, gift 

giving, and sharing of advice and emotional experiences. 

Relationships are often maintained by telephone and/or 

letter regardless of the frequency of residential mobility 
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which is characteristic of society today (Adams, 1971; 

Litwak and Szelenyi, 1969)-

Help patterns are widespread in both middle and 

working class families. The exchange of aid among families 

flows in several directions: parents to children and vice 

versa, between siblings, and less frequently from more dis

tant relatives (Sussman and Burchinal, 1962). Young adults 

confide in, and count on kin for assistance more than from 

friends or others (Adams, 1967). Families, generally, have 

been found to provide substantial physical, emotional, 

social and economic support to their elderly relatives 

(Shanas, 1960; Sussman, 1965; Cantor, 1975; Rose and 

Peterson, 1965; Townsend, 1957; Shanas, 1973). 

Variations in kinship patterns are known to exist 

among subsections of the population. According to Gibson 

(1972), the single, followed by divorced and widowed, use 

the extended kin network more than the married. Other 

variables contributing to differences in kinship patterns 

are socioeconomic status (education, occupation, income), 

sex, race, ethnicity and age (Johnson and Kerckhoff, 1964; 

Komarovsky, 1964; Reiss, 1962; Gans, 1962; Winch, 1967; 

Winch and Greer, 1968; Lopata, 1975). 

The quality of interpersonal relationships and 

distance of residence, as noted by Reiss (1962), are two 

basic factors in explaining the degree of variation in 



6 

interaction among kin in the urban middle class. Sussraan 

(1965) has pointed out that when an elderly family member is 

ill, he is more likely to receive assistance if strong, 

integrative relations with family members existed prior to 

the onset of illness. 

An interchangeability of friendship and kinship has 

been noted in the works of Adams (1968) and Ballweg (1969) 

even though there is greater opportunity for intimacy and 

communication among relatives than is true of friends. Kin 

and friendship characteristics are not always clearly 

delineated within a social network. Evidence indicates that 

some persons spend considerable time with both friends and 

kin, whereas others spend little time with either, and some 

interact more with one than the other (Babchuk, 1965; 

Babchuk and Bates, 1963). 

Although the family-kinship literature indicates 

pervasive contact and help patterns in modern society among 

middle and working class families, studies reported in the 

literature have varied extensively in the kinds of samples 

used. The white, middle, and working classes have been 

sampled more than other subgroups in the general population. 

In some instances, housewives, who are fairly convenient to 

study, have been used to the exclusion of men. In studies 

using only male respondents, samples have included those 

who were married and active in the work world to the 

exclusion of those who met neither of these two criteria. 
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With a few exceptions, such as Gibson's study (1972) of 

disability applicants, the overall emphasis has been given 

to studying well integrated members of our society. For a 

more complete picture of family-kinship help patterns in 

modern society, all segments of the population need to be 

represented. Those who are not well integrated members of 

society especially need consideration. 

The role of social support as a buffer against 

stress, thereby reducing illness symptoms has been reported 

in a number of studies of varying contexts. According to 

Eaton (197 8) the effect of life events on symptoms is weaker 

for the married and those living with others, stronger for 

the non-married, and strongest for those living alone. 

Miller, Ingham, and Davidson (1976), comparing matched 

groups of persons who consulted a physician and those who 

did not, found higher physical and psychological symptom 

levels among those with fewer friends. Cobb (1976) has 

summarized findings that indicate social support has a 

moderating effect in such conditions as arthritis, tuber

culosis, depression, alcoholism and the social breakdown 

syndrome, as well as facilitating compliance with prescribed 

medical regimens and reducing the amount of medication 

required in medical illnesses. 

Lowenthal and Haven (1968) noted the buffer effect 

of an intimate relationship against the losses in social 

roles and interaction due to widowhood and retirement. Lack 
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of a confidant late in life was found to be more evident in 

men who died of suicide than in those who died of natural 

causes (Miller, 1978) . 

The supportive role of the social network during the 

crisis of bereavement has been, documented by Walker, 

MacBride, and Vachon (1977), as well as the effects of 

decreasing complications of pregnancy (Nuckolls, Cassel, 

and Kaplan, 1972) and increasing morale of the elderly 

(Bourg, 1975; Cantor, 1975). Likewise, the presence or 

absence of familial living arrangements (rather than 

disability level) was found to be an important predictor of 

placement of the chronically ill or elderly disabled (Brody, 

1978). 

Even anticipation of support from significant per

sons in the social network has been positively related to 

coping with cancer (Weisman and Worden, 1976-77), reactions 

to abortion (Bracken, Hachamavitch, and Grossman, 1974), 

reduction of pain during childbirth (Cogan, 1976) and 

rehabilitation of older, hospitalized mental patients 

(Spence, Cohen, and Kowalski, 1975). 

The social network appears to serve as a natural 

support system that counteracts the effects of stressful 

life events. The proportion of network members providing 

support and the frequency of contact with network members 

were found to be inversely related to psychological distress 
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among college students (Liem and Liem, 1976) and residents 

of low-income housing (Hessler et al., 1971). The most 

direct evidence for the neutralizing effects of strong 

social supports is provided in a laboratory experiment which 

demonstrated that individuals with high test anxiety, who 

were accompanied by a friend while performing an unsolvable 

perceptual reasoning task, experienced less stress (as 

measured by the Galvanic Skin Response) than subjects who 

were required to work alone or in the presence of a stranger 

(Kissel, 1965). 

In summary, emphasis in the literature is on the 

positive, supportive aspects of social networks in relieving 

illness symptoms and reducing stress. Specific attention 

has not been given to non-supportive aspects of networks. 

Nor have investigators systematically compared the types of 

support sources, such as kin, friends, and professionals in 

various contexts as to their degree of supportiveness. One 

wonders, for instance, if there are not certain kinds of 

stressful situations in which family-kin are more likely to 

give support than others. Also, an important question yet 

to be answered is whether support is as available for 

psychiatric patients as it is for those who are considered 

healthy or who have "socially acceptable" physical illnesses. 

There is some evidence of differences in kin, non-

kin, and institutional roles in the supportive process. 

Litwak and Szelenyi (1969) have addressed the question of 
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whether kin, non-kin, and institutional sources play differ

ent roles in the supportive process by considering the 

classical dimensions of a primary group (Cooley, 1955) and 

assessing to what degree the dimensions are present in kin 

and non-kin groups. They note that all of the dimensions 

are present in the nuclear family but human resources are 

limited. Different dimensions apply to kin, neighbors, and 

friends so that their supportive tasks are unique. Kin are 

likely to assist with tasks involving long-term commitment, 

neighbors with time-limited emergencies, and friends with 

tasks involving agreement. 

In a study of male, cardiac patients, friends and 

neighbors were considered to have provided almost as much 

assistance as the immediate family, though minimal use was 

made of institutional and professional services other than 

a physician. The type of aid varied according to source: 

kin and friends provided moral support, neighbors provided 

more services, parents and siblings more financial aid. 

These findings indicate that aid was received from multiple 

sources, and non-kin sources of aid were supplementary to 

assistance from the family (Croog, Lipson, and Levine, 

1972) . 

Both kin and non-kin were found to be emotionally 

supportive of married persons in a study by Gibson (1972) 

but in varying degrees. The most emotional support was 



perceived as being given by a spouse, followed by friends 

and neighbors, ministers and doctors, then parents and 

siblings. Rather than degree of support, Moriwaki (1973) 

has emphasized the importance of quantity of support, or 

the number of significant others in the social network. 

Others disagree on whether kin and friendship roles 

are primarily instrumental or expressive. Friends have been 

characterized as having an instrumental role, in contrast to 

the expressive role of kin (Booth and Babchuk, 1972; 

Salloway and Dillon, 1973). The opposite finding has been 

reported by Horowitz (1977). Wolf (1966), on the other 

hand, identified two kinds of friendship: expressive and 

instrumental. Adams (1967) has suggested that kin inter

action is based upon positive concern or an interest-need-

obligation with affection whereas friendship interaction is 

concerned with consensus regarding values, interests, and 

attitudes. 

The interchangeability of kin and friendship 

functions has been noted by several investigators. The 

identity of a confidant as a means of support has been 

reported by Lowenthal and Haven (1968) to be either a 

spouse, child, or friend rather than siblings or other 

relatives. Shanas (1973) has noted a compensatory function 

in the support networks of the elderly, that is when an 

older person does not have a child (who is ordinarily in 
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close physical proximity), siblings and other relatives 

often take the place of the child, assisting the older per

son as needed. 

The social network seems to play a central role in 

decision making and referral to formal agencies. Investi

gations in which respondents named the people who influ

enced their decisions to seek health care at a new medical 

facility (Booth and Babchuk, 1972), to request treatment at 

a psychiatric hospital (Liberman, 1965), and to have an 

illegal abortion (Lee, 1969) revealed that family members, 

friends, or co-workers comprised at least 75 percent of the 

people named as influential. These same individuals were 

also reported to be instrumental referral agents once the 

decision to seek professional assistance had been made. 

The use of professional help for personal problems 

in the general population has been summarized in a recent 

study by Kulka, Veroff, and Douvan (1979), who compared 

national survey data in 1957 and 1976. The reported use of 

professional help for personal problems almost doubled 

(from 14 percent to 26 percent) in the 20-year period. The 

specific use of mental health professionals was 4 percent 

in 1957, in contrast to 13 percent in 1976. Clergymen and 

doctors (other than psychiatrists) continued to be the most 

popular sources of help, regardless of socioeconomic status. 

Higher educated persons were more likely to consult a 

psychologist or psychiatrist at both time periods. Income 
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has become less of a factor in predicting use of profession

als. But both lower education and income are associated 

with adopting a self-help position with regard to potential 

use of help for future problems (Kulka et al. , 1979). 

Sex, as well as socioeconomic differences, have been 

noted in the use of professional sources for personal prob

lems. Women are more likely than men to use professionals. 

However, women generally have larger social networks. 

There are no significant sex differences in the amount of 

contact with family and close kin, but women report more 

friends and contact with extended kin than men. They not 

only have larger networks but seem to make greater use of 

the relationships they have. A plausible explanation for 

these differences is in the socialization process, that is, 

men have not been socialized to a help-seeking role as 

women have in our culture (Horowitz, 1977). 

In summary, empirical evidence regarding the roles 

that kin, non-kin, and institutional sources play in the 

supportive process, thus far, have not been clearly deline

ated. The only pattern that is clear is that both kin and 

non-kin provide varying degrees of emotional support and 

assistance during illness and health; the immediate family 

is likely to be turned to more often if available. Profes

sional and institutional sources are perceived as less 

supportive and are consulted less often, usually after 

first turning to kin and other personal network sources. 
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The Social Network and Help-Seeking 

Although much of the literature indicates that help 

provided by the social network has been effective in a 

variety of stressful situations, the help-seeking process 

itself has received less attention. 

Epidemiological studies have established that the 

majority of people who report experiencing troublesome life 

events do seek help for their problems (Gurin, Veroff, and 

Feld, 1960; Lowenthal, Thurnher, and Chiriboga, 1975) . The 

key factors that differentiate those who do and do not seek 

help are age and race. Help-seeking has been shown to 

decline consistently with age (Gurin et al., 1960) and to be 

more prevalent among Whites than Blacks (Baker, 1977; Gurin 

et al., 1960; Rosenblatt and Mayer, 1972). 

People who solicit help are usually looking for 

comfort, reassurance, and advice (Gurin et al., 1960; Weiss, 

1973; Zimbardo and Formica, 196 3). They tend initially to 

turn to family and friends and contact relief agencies or 

professional organizations only as a last resort (Booth and 

Babchuk, 1972; Croog, Lipson, and Levine, 1972; Litman, 

1974; Miller, 1973; Quarentelli, 1960). The sole use of 

professional services occurs much less frequently than 

either exclusive reliance on family and friends or help-

seeking from both the social network and professional 

sources (Rosenblatt and Mayer, 1972). 
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No one kind of problem has been found to precipitate 

help-seeking; rather, a wide variety of events result in 

persons obtaining help from one or more diverse sources. 

A certain predictability is evident in help-seeking 

patterns for professional services. Those who are young, 

white, educated, middle class, and female seek assistance 

from self-help groups and professional service facilities 

more often than do males, minorities, the aged, people with 

less than high school education, and the working and lower 

classes. The picture is. not as clear for those choosing to 

restrict their helping interactions to the social network 

(Brown, 1978). 

Studies attempting to link Nelp-seeking patterns to 

various network characteristics have yielded inconsistent 

findings. Size and proximity (Baker, 1977; Horowitz, 1977; 

McKinlay, 19 73), centrality with regard to provision of 

economic and emotional support (Hammer, 1963; McKinlay, 

1973), and the number of reciprocal relationships (Ferber 

et al., 1967; Toldsdorf, 1976) were found to predict both 

use and non-use of professional services. 

It is apparent that people's decisions to seek help 

and their choices of specific helpers depend on a variety 

of factors—most of which are not fully understood. 

One of the literature's most pervasive shortcomings 

is the absence of comparisons between help-seekers and 
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non-seekers, or between those who seek only professional 

help and those who rely solely on family and/or friends. 

Without such comparisons it is impossible to discern whether 

the factors characterizing an investigator's sample clearly 

distinguish the respondents from persons who do not seek 

help or who seek assistance from different support systems. 

In one study by Brown (1978), help-seekers were 

distinguished from non-seekers. Then, among the non-

seekers, two groups were differentiated. One contained 

"self-reliant non-seekers" with strong personal resources 

and informal networks, whereas the other was made up of 

"reluctant non-seekers"—persons with low self-esteem, 

strong reservations about discussing their problems with 

others, and comparatively unsupportive, unreliable informal 

networks. One explanation given for self-reliant persons 

choosing not to seek help for their problems was that help 

was available and acted as a source of reassurance, aiding 

those respondents to negotiate troublesome episodes without 

assistance (Antonovsky, 1972; Gove, 1973; Lowenthal and 

Weiss, 1976). An equally plausible explanation is that the 

self-reliant are able to avoid help-seeking because their 

families and friends may provide assistance without being 

asked. An explanation for the situation of the "reluctant 

non-seekers" was not advanced, but one can speculate that 

both the informal and formal networks were actually lacking 

in support or were perceived to be unhelpful. 
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Suggestions were also made regarding why the formal 

network was used more frequently than the informal network 

among some of the persons seeking help. One idea is that 

professionals are contacted only after informal associations 

fail to provide assistance (Kadushin, 1969; Mayer and Timms, 

1970; Ouarantelli, 1960). Another suggested by Brown (1978) 

is that respondents are reluctant to keep asking informal 

associates for assistance. 

It is apparent that norms about help-seeking influ

ence whether or not assistance is sought. Investigators, 

however, have not attempted to delineate such norms or 

determine whether they vary consistently across populations. 

Only one study indicates social norms constraining the 

help-seeking process (Schreiber and Glidewell, 1978). In 

this study, one half of the respondents who received help 

from family and friends believed they had a right to such 

help. Almost 75 percent of those receiving help from paid 

professionals felt they had a right to such help. This 

limited belief in one's own rights was more pronounced among 

working class than middle class respondents (Schreiber and 

Glidewell, 1978). 

In summary, there is no clear, consistent picture of 

how help-seeking is related to the social network. Evidence 

indicates that age and race (Black versus White) differen

tiate those who do and do not seek help for problems. More 
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predictability is evident in help-seeking patterns for pro

fessional services than for those who restrict their 

interactions to the social network. Although norms about 

help-seeking seem to influence whether or not assistance is 

sought, little knowledge is available about the kinds of 

norms or their consistency across populations or subgroups. 

The Social Network and Mental Illness 

Taking into consideration the unique position of a 

"labeled" psychiatric patient in American society, the 

question arises as to the extent of support he is likely to 

receive from his social network. Unlike the medically ill, 

the psychiatric patient accepts the sick role hesitantly and 

may be unable to withdraw from the role after accepting it. 

Complete cure is often doubted by the public, the patient, 

and practitioners. Therefore, experience in the patient 

role affects his sense of identity and direction. He is 

faced with the possibility of permanent deviant status and 

the stigma accompanying it (Erickson, 1957; Goffman, 1961, 

1965; Phillips, 1967; Scheff, 1966, 1974; Mechanic, 1978). 

After being labeled a psychiatric patient, treatment 

often focuses on cure of underlying intrapersonal problems, 

rather than restoration to a previous state of health; 

hospitalization may be prolonged and is often repeated, 

resulting in loss of community roles (Downing, 1958; Simon, 

1965; Talbot and Miller, 1966; Gove and Lubach, 1969). It 
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is not difficult to understand, under these circumstances, 

the findings of Braginsky et al. (1969) who document the 

capacity of hospitalized patients to use impression manage

ment (giving impressions of health or illness) to remain in 

a psychiatric hospital rather than return to the community. 

There is some evidence that families deal with the 

impact of an identified mentally ill member in various ways. 

Changes in roles are evident particularly with a dramatic 

shift in the dominance of a "sick" parent (Albert, 1960; 

Anthony, . 1970). Although in the course of therapy both 

processes of family disintegration and reintegration can be 

identified, the process of disintegration becomes increas

ingly greater if more than one episode of "illness" occurs. 

There is also the extrafamilial effects of illness, that is, 

the family's withdrawal from active contact with the outside 

world so that friendships and affiliations are gradually 

discarded. Thus, the strain of being labeled "mentally ill" 

and the consequences of hospitalization may be so great upon 

some individuals' personal networks (especially family and 

kin), that support is withdrawn, and the identified patient 

may turn more to professionals and institutions for support. 

Studies have generally indicated that the public 

continues to hold negative attitudes toward the mentally ill 

(Sarbin and Mancuso, 1970). Frequently, these negative 

attitudes are reflected in social rejection. Phillips (1967) 
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paired descriptions of mental illness with the form of aid 

sought—none, a clergyman, a physician, a psychiatrist, and 

a mental hospital. Subjects read the descriptions and 

indicated their acceptance of the portrayed individuals. 

The subjects increasingly rejected the portrayed individuals 

the more they were associated with seeking psychiatric aid. 

Phillips (1967) also found that statements indicating 

psychiatric hospitalization decreased subject acceptance of 

even a "normal" personality description. 

Other surveys of the public's attitudes toward men

tal illness (Crocetti and Lemkau, 1965; Crocetti et al., 

1972) have noted a reduction, during the 1960s, of the 

public's negative reaction to case descriptions of mentally 

ill people. Their conclusions have been criticized by other 

writers in this area who feel that negative attitudes are 

still present (Sarbin and Hancuso, 1970, 1972). 

Whether or not there has been an adequate enough 

reduction in negative attitudes from family, kin, and the 

community-at-large is an empirical question yet to be an

swered. The supportive and/or non-supportive aspects of 

psychiatric patients' social networks are to some extent 

reflective of family and community attitudes toward mental 

illness. 

Social Network Support Among Veteran 
Psychiatric Patients: A Neglected Topic 

Only one study reported in the literature has 

specifically dealt with the social networks of veteran 
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psychiatric patients. Toldsdorf (1976) compared the net

works of ten medical and ten psychiatric patients who were 

admitted for the first time to a veterans' hospital. The 

male veterans were matched for age, marital status, educa

tion, and socioeconomic status. Through in-depth interviews 

the investigator found that all of the psychiatric subjects 

demonstrated negative network orientations, whereas the 

medical group, for the most part, held positive orienta

tions. Psychiatric subjects reported fewer intimate 

relationships with their network members than medical 

patients. Also, medical subjects had more contact with and 

drew more heavily on a broader and stronger base of network 

resources, compared to the psychiatric subjects. 

Toldsdorf's study is useful as an in-depth study of 

20 cases in one veterans' facility but is limited as far as 

generalizability is concerned. Replication is needed, using 

a larger, random sample of patients. 

The research literature contains no other definitive 

studies of veteran psychiatric patients' social networks. 

Theoretical formulations and empirical research concerning 

the use of resources by persons during times of crisis or 

severe problem situations generally have produced a body of 

data which in many respects is conflicting, inconsistent, or 

incomplete. Given the availability of such support sources 

as the kin group, close friends, neighbors, and formal 
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institutions and agencies, the patterns of their relative 

contributions in various contexts are not yet clear (Hill 

and Hanson, 1964; Peterson, 1969; Goode, 1963; Croog et al. , 

1972) . 

Methodological weaknesses in the research literature 

are particularly evident in the various kinds of samples 

used. Many samples are small and selective which raises 

questions about their representativeness. Network support 

has been conceptualized and measured in many ways. Such 

practices have limited the amount of information necessary 

to delineate the kinds of support patterns that may exist 

within social networks. Greater theoretical and method

ological uniformity, as well as replication of studies are 

needed to gain a better understanding of the supportive 

aspects of social networks. 

Thus far, research has focused upon the more inte

grated members of society. Other than some concentration 

on understanding the influence of the immediate family, the 

social networks of psychiatric patients have received little 

study; even less attention has been given to the study of 

veteran psychiatric patients. 

The intent of this study is to explore the social 

networks of veteran psychiatric patients in two settings—a 

general hospital and a large psychiatric hospital. A 

description of the social networks, as perceived by the 
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veterans themselves, particularly in regard to the function 

of providing support for various types of problematic situa

tions, is presented. Hopefully, the study results provide 

useful information for psychiatric practitioners as well as 

theorists interested in developing social network theory. 



CHAPTER 2 

EXPLICATION OF THE PROBLEM: 
THEORETICAL FRAMEWORK 

The concept "social network" has long been implicit 

in sociological thought. In his classic study of suicide in 

189 7, Durkheim relates suicide to the degree of integration 

individuals have within their social groups. He contends 

that the more weakened the groups to which an individual 

belongs, the less likely the individual is to depend upon 

those groups and, instead, to depend upon himself. As a 

result, he does not abide by the usual normative rules of 

conduct, but behaves according to his own personal interests. 

When an individual is part of a cohesive group or community, 

on the other hand, the interchange of ideas and feelings 

provides a supportive, guiding, yet controlling influence 

upon his behavior (Durkheim, 1951) . 

Durkheim places great emphasis upon the social 

sources of the self, and maintains that society exists and 

lives in and through individuals (Durkheim, 1951). "Normal" 

personality is conceived to be a reflection of normal inte

gration within a community, whereas "abnormal" personality 

represents a breakdown of group integration (Nisbet, 1966: 

96) . 

24 
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Other sociologists, as well as psychiatric practi

tioners, point to the family-kin network and community as 

having a strong influence in the development and maintenance 

of mental illness (Scheff, 1966; Kitsuse, 1964; Goffman, 

1961; Dumont, 1967; Dinitz and Beran, 1972; Burke et al., 

1965; Bell, 1962; Speck and Rueveni, 1969; Laing and 

Esterson, 1964). 

Speck and Attneave (1973) have hypothesized that 

most of the behaviors traditionally interpreted as symptoms 

of mental illness derive from the alienation of human beings 

from their social networks. Their belief, along with others, 

(Bowen, 1960; Laing and Esterson, 1964) is that mental ill

ness is basically a failure in communication and that the 

social network is the main mediator between "madness" in the 

culture and "madness" in the immediate family. Evidence for 

this hypothesis, however, is derived more from clinical 

impressions of selected cases than a knowledge base of 

systematic empirical studies. 

The social network is also considered to be a healing 

force when the supportive function of a network is regained. 

Intervention is recommended in the form of social network 

therapy by some psychiatric practitioners to restore the 

supportive function (Speck, 1967; Speck and Rueveni, 1969; 

Speck and Attneave, 1973) . Thus far, use of this type of 

intervention into the social networks of the emotionally 

disturbed has not been incorporated into existing mental 
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health treatment programs on a wide scale. Although some 

practitioners have reported using the approach, they have 

not evaluated their efforts in any systematic, empirical 

way. (See Speck, 1967; Garrison, Kulp, and Rosen, 1977.) 

Only in recent years has there been explicit efforts 

to define and study social networks as a means toward under

standing human behavior. Even more recent is the develop

ment and use of network analysis to study the social world 

of psychiatric patients in society today. 

Theory and Social Network Analysis 

There are definite £idvantages to using network 

analysis. The approach not only has explanatory power, but 

also has the potential for significant contributions to 

sociological theory. 

Much social science is macroscopic, dealing with 

large units and even societies as wholes. Some social 

scientists, however, are concerned with individual actors 

in small-scale settings. Those who work at the "grander" 

level can rightfully claim to be dealing with socially and 

sociologically significant issues. Researchers working at 

the "lower" level can also justify their positions by point

ing out that ultimately it is specific individuals in spe

cific situations who act. (See Fischer, Jackson, and Jones, 

1977.) Network analysis helps join these two approaches. 

Large aggregates can be described in terms of networks of 
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individuals related to one another in a particular way. 

Boundaries of groups can be indicated by a relative scarcity 

of relations between clusters of interconnected relations. 

Both informal groups and formal groups are interpretable as 

networks. The groups themselves are connected in a hierar

chical fashion via high-order networks to form institutions. 

Another theoretical contribution of network analysis 

is that it permits sociologists to integrate a structural 

analysis of society with a viable model of the individual, 

one in which he or she is a participant in the construction 

of the social world. Rather than assume that the individual 

is totally controlled by external forces, a network approach 

is consistent with viewing the individual as one who per

ceives, assesses, selects, and behaves within limits posed 

by circumstances. Networks, unlike categorical groups such 

as lineages and classes, are visibly constructed and manip

ulated (Boissevain, 1973; Fischer et al., 1977). Thus, 

networks influence individuals and are in turn influenced 

by them. 

How networks incorporate individual action and social 

structure has been summarized by the anthropologist Raymond 

Firth: "Social organization is the systematic ordering of 

social relations by acts of choice and decision...A person 

chooses, consciously or unconsciously within a range of 

structurally circumscribed alternatives which course he will 
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follow. And, his decision will affect the future structural 

alignment." (Quoted by Whitten and Wolfe, 1974:718.) 

Various theoretical approaches have been advanced 

in an effort to understand the supportive aspects of social 

networks. 

A model which considers a network to be the result 

of individual choices made within socially prescribed limits 

has been described as a "choice-constraint" approach by 

Fischer et al. (1977). Fischer maintains that man's behav

ior is goal directed. Personal bonds are consequences of 

structural choices in which people initiate and maintain 

relationships that are rewarding. Relationships involve 

exchanges of goods, services, and emotional support. (Also 

see Thibaut and Kelly, 1959; Homans, 1974.) 

In contrast to the choice-constraint model, Cobb 

(1976) considers social support to include only information 

rather than goods or services, that is, positive information 

which communicates "care." His model is expressed in 

"person-environment fit" terms, or the extent to which 

relevant needs are met through significant persons in the 

network. 

A structural-functional- model is preferred by 

Laumann (197 3) who, in his study of friendship among urban 

men, noted the influence of individual characteristics on 

the structure of friendship networks, and the relationship 

of network structure to their functions. 
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Boissevain (1968) emphasizes how persons use their 

network structures; he relates the social, cultural, and 

physical environment to type of network structure and its 

use. Salloway and Dillon (1972) take an opposite approach. 

In their model, the social network is considered as an 

adaptive system by which individual members adjust to com

plex environments. Caplan (1974) also considers the social 

network as adaptive by acting as a buffer against defective 

feedback in the community. Others adhere to a stress 

adaptation model in which the supportive network is con

sidered to act as a moderator of life stress (Moss, 1973; 

Mechanic, 1974; French et al., 1974; Cobb, 1976). 

Some network theorists acknowledge individual choice 

processes in the development of networks but do not system

atically explore the implications. (See Boissevain, 1974; 

Mitchell, 1969.) For serious consideration of how networks 

form and change, one must look, instead, to Simmel (195C), 

to symbolic interactionists (Mead, 1934; Blumer, 1969; 

Matza, 1969), and to social psychologists (Thibaut and 

Kelley, 1959; Homans, 1974). 

The concepts and theorems of graph theory, topology 

and matrix algebra are being used for a more formal study of 

social networks. The approach is considered by some inves

tigators to hold promise for understanding the properties of 

networks (Hararv et al., 1965; White, 1976; Freeman, 1979; 

Foster, 1979). The advantages of such procedures are that 
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sociological interpretation of results is natural and di

rect, and demands on formal properties of the data are held 

to a minimum (Foster, 1979). However, there is the problem 

of consensus among mathematicians about terminology as well 

as the difficulty in actually applying such concepts as 

"network integration," and "intensity" of interaction (Alba 

and Moore, 1978; Granovetter, 1973; Freeman, 1979). There 

is also the criticism that investigators interested in prop

erties of social networks handled by formal mathematical 

procedures develop sophisticated schemes which bear little 

reference to empirical data (Mitchell, 1969; Burt, 1978). 

Attention has also been given to specific concepts 

in an effort to develop theory. Granovetter (1973) for in

stance, has noted that most network models deal implicitly 

with "strong" interpersonal ties which confine their appli

cation to small, well-defined groups. He instead, empha

sizes the value of studying "weak" ties to analyze social 

structure not easily defined in terms of primary groups. 

Concepts and Definitions 

Because the concept "social network" has been used 

in a variety of ways ranging from the metaphorical to 

precise, mathematical graph theory (Mitchell, 1969; Wolfe, 

1978), there is little agreement on definitions, important 

features of networks, or how networks change over time. 
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There is some agreement that "social network" refers to the 

relations among social actors but less agreement on a more 

specific definition. See, for instance, the various defini

tions by Mitchell (1969), Boissevain (1974), Whitten and 

Wolfe (1974), and Granovetter (1976). 

Two major characteristics of social networks have 

been noted by Mitchell (1969) . One is the patterning of 

links in the network or the structural aspects of social 

behavior: anchorage, density, reachability, and range. The 

second, is the interactional process itself or the nature of 

the links: content, directedness, durability, intensity, and 

frequency. The majority of investigators have concentrated 

on the nature of links among people in the network (Barnes, 

1954; Bott, 1971). A link is considered to be a set of 

relations or ways in which two individuals are interdepend

ent. During crises or problem situations, for instance, 

links might include advice giving, obtaining help, or being 

close friends. A social network, then, is a specific set 

of links among individuals, roles, or groups. Network links 

which have one focus or context of interaction has been -

called "uniplex" or "single stranded" in contrast to more 

than one, which is "multiplex" or "multi-stranded." There 

are relational links which are mobilized to cope with par

ticular crises or have specific purposes then subside; other 

networks are in constant use (Boswell, 1969; Mitchell, 1969). 
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A network, according to Mitchell (1969) is most 

conveniently anchored on an individual which led him to use 

the term "personal network." Mayer (1966) distinguishes 

between an "action set" or an instrumentally-activated, 

short-term personal network, and a more extensive, longer 

term personal network (Mayer, 1966). Bott (1971) uses the 

idea of joint networks, i.e., a relationship in which a 

couple together have with another person. Barnes (1954) 

and Jay (1964) both argue that a network may be considered 

as anchored on a group. 

Empirically, it is clear that individuals recruit 

people to networks on the basis of different types of 

relationships which vary according to social contexts, 

social positions, stages of the life cycle, and purely 

idiosyncratic factors (Mitchell, 1969; Fischer et al., 1977; 

Laumann, 197 3). 

Personal network analysis has been applied espe

cially in relation to two types of problems: the flow of 

communication through networks, and the instrumental use of 

specific persons or categories of persons providing goods, 

services, and support for a person at the center of a 

network (Mitchell, 1969). The latter type of problem is 

particularly relevant to the study of the supportive aspects 

of the networks of veteran psychiatric patients. 
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Application to the Veteran Psychiatric Patient 

Since the idea of a total network is a general 

heuristic concept, as with similar general concepts such as 

Gemeinschaft and Gesellschaft, it is necessary to specify 

context. Insofar as the social networks of psychiatric 

patients are concerned, this involves isolating that part 

of the network which is perceived as supportive when help 

is requested for various kinds of problems. 

In this study, the social network is considered as 

anchored on the veteran psychiatric patient, therefore, the 

concept "personal network" is used (Mitchell, 1969) . How

ever, the concept is considered in a broader sense than by 

other investigators who have focused on the informal rela

tions of kin, friends, and neighbors. (See Barnes, 1969; 

Bott, 1971.) Both formal»and informal relations are consid

ered as part of the personal network of a psychiatric patient. 

Granovetter (1973) has argued that weak ties rather than 

strong, intimate ones can provide greater instrumental or 

material assistance. Although emotional support which is 

ordinarily associated with informal relations is of utmost 

importance, so is the provision for other social, economic, 

and physical needs. This study considers various contexts 

in which people are likely to need assistance in the form of 

1. For this reason the term "partial network" is 
considered more applicable by Barnes (1969) and Wolfe 
(1978). 
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physical, economic, psychological, and social resources. 

Whether or not patients are willing to turn to different 

sources of support, such as relatives, friends, neighbors, 

physicians, or community agencies for particular kinds of 

assistance is explored. Likewise, consideration is given to 

instances in which patients choose not to seek help at all. 

Since all of the relational links that a person has 

with others may not be activated at a particular time, in 

describing the personal networks of psychiatric patients, a 

distinction is made between potential links and those that 

are actually used. Mitchell (1969) described the proportion 

of links which are possible to those that actually do exist 

as "network density." Data concerning the availability and 

use or non-use of the nuclear family and kin provide relevant 

information concerning the supportiveness of important parts 

of the personal network. 

The wider social context is reflected in the com

position of the personal network. Therefore, one would 

expect the general norms or values of society to have an 

influence upon the character of psychiatric patients' net

works. The family-kinship literature indicates that members 

of the nuclear family and kin ordinarily provide support and 

assistance during health and illness. Yet, considering the 

"costs" of stigma and the emotional turmoil associated with 

mental illness, whether the potentially supportive links 

become actualized for the veteran psychiatric patient is an 
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open question. Toldsdorf (1976) found that the psychiatric 

patients he interviewed did not use their family-kin networks 

as readily as medical patients. The small number of cases 

in his study, however, does not allow one to determine if 

this is a general phenomenon, or if there are various pat

terns in which some patients do turn to relatives, whereas 

others do not. Nor is there an indication of whether other 

sources of support are turned to instead of family-kin, or 

if in some cases, kin, significant others, and institutional 

sources are all turned to for support, depending upon the 

problem context. This study determines whether any of these 

patterns exist among veteran psychiatric patients. 

The study also delineates those patterns in which 

particular sources of support are evident across problem 

contexts. For instance, a pattern in which patients gener

ally turn to friends rather than to relatives regardless of 

the type of problem is identified. Multi-stranded relation

ships are considered to be more emotionally supportive than 

single-stranded relationships by Granovetter (1973). Also, 

under the circumstances, persons who have multi-stranded 

relationships are less likely to be able to withdraw com

pletely from one another and consequently are subject to 

greater social control. (See Mitchell, 1969; Nadel, 1957; 

Durkheim, 1951.) No evidence is available concerning 

whether psychiatric patients have predominately multi-stranded 
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or single-stranded relationships. And one can only specu

late as to whether one type of relationship is of more value 

to a psychiatric patient than another. Both kinds of rela

tionships have advantages. Thus, in this study, not only is 

the structure of relationships considered but also their 

quality, that is, how helpful they are perceived to be by 

patients themselves. 

Psychiatric patients, as well as other people, vary 

in the opportunities they have for forming and keeping ties. 

Their choices of network members are particularly influenced 

by social circumstances and the constraints placed upon 

their lives. The relationship between important social 

background variables such as socioeconomic status, religious 

affiliation, ethnicity, age, marital status, and history of 

previous psychiatric treatment and the choice of support pat

tern are also explored. 

Basic Research Questions 

In summary, network analysis is used to explore some 

of the characteristics of psychiatric patients' personal 

networks within the social context of needing assistance or 

support for psychosocial problems. Some aspects of network 

structure as well as relational content are addressed. 

In regard to network structure, the study focuses 

on answering the following research questions regarding size 

and availability of the personal network: 



1. Do veteran psychiatric patients have available 

to them either nuclear family members or rela

tives as possible sources of support? 

2. What is the potential versus actual structure 

of the social network? That is, are veteran 

psychiatric patients willing to turn to family-

kin sources of support? If not, do they have 

other sources of support, such as friends, 

neighbors, or institutions? 

The following questions regarding relational content, 

i.e., the nature and quality of network links, are also 

considered: 

1. What kinds of formal and informal relationships 

make up the personal networks of psychiatric 

patients? 

2. Which parts of the network are perceived to be 

important sources of support? 

3. What is the quality of network contacts? 

4. Are there discernable patterns in which sources 

of support are related to problem context? 

5. What is the relationship between social back

ground and choice of support pattern? 



CHAPTER 3 

METHODOLOGY 

" Data on a person's social network can come from 

several sources: a researcher's observations of interac

tions within a network, information supplied by members of 

the network, or information provided by the individual him

self. Use of self reports by individuals to describe their 

social networks is a subjective social network model (Brim, 

1974). A person's subjective social network may not be 

identical to a model of the social network which a reseach-

er would construct based on observation or on reports from 

members of the person's network. It is often desirable to 

obtain additional data on a person's social network to 

augment the data obtained from the person himself but this 

is usually very difficult due to the amount of obstrusive 

observation and interviewing required as well as being 

costly. Consequently, most social network studies have 

dealt, as does this research, with subjective social 

network models. 

Research Design 

A cross-sectional exploratory study of the social 

networks of veteran psychiatric patients was conducted in 
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two medical centers—one in Los Angeles, California, and 

the other in Tucson, Arizona. Data concerning patients' 

perceptions of their personal networks was collected by 

2 means of semi-structured interviews. The interviews were 

carried out over a period of three and one-half months and 

completed in June 1979. 

Population and Sampling Procedure. The medical 

center in Los Angeles is a large psychiatric treatment 

facility which houses approximately 300 general psychiatric 

3 patients. Ordinarily 150 to 160 patients are admitted 

monthly for inpatient treatment. The other medical center 

in Tucson, Arizona, is a 400-bed, general medical-surgical 

hospital with a psychiatric inpatient unit of approximately 

40 patients. During the course of one month, 40 to 50 

patients are admitted for hospitalization. These two types 

of facilities are the focal points of inpatient and out

patient psychiatric treatment for veterans throughout the 

country. In an effort to obtain adequate information on a 

number of important variables, both types of facilities 

were sampled. 

2. The term "semi-structured" is used to indicate 
that both open-ended and closed-ended questions were 
included in the interview schedule. 

3. Only patients admitted to general psychiatric 
wards were studied. Special alcohol and drug dependency 
treatment programs were not included in the study. 
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Most Veterans Administration medical centers do not 

systematically keep demographic statistics on their popula

tions. In an effort to determine some of the population 

characteristics of psychiatric patients in the two medical 

centers prior to drawing a sample, a preliminary data col

lection effort was necessary. In the Tucson medical center, 

a record was kept of the number of patients who were 

admitted and discharged during a three-month period prior 

to the beginning of the study; the variables of sex, 

diagnosis, and ethnicity were recorded for each patient 

4 admitted. At the medical center m Los Angeles, a comput

erized system was available that routinely summarized some 

of the population characteristics of patients who were 

admitted, including information similar to that obtained at 

the medical center in Tucson, Arizona. 

These two sources of information provided a base

line on which to make decisions regarding the sampling 

procedure. Since very few women were admitted to either 

facility, only males were included in the sample. The 

distributions of patients by ethnic background in the two 

4. The information was recorded by the evening 
nurse supervisor, following a brief period of instruction 
regarding how to record the information. For a period of 
two days, both the principal investigator and nursing 
supervisor recorded the necessary information. During this 
time, the data collection procedure was worked out and 
problems of data collection resolved. 
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facilities varied considerably. Patients in the Tucson 

medical center were predominately Anglo (80 percent) with 

one percent Black, and 18 percent Hispanic. In Los Angeles, 

58 percent were Anglo, 33 percent Black and 6 percent 

Hispanic; other ethnic groups made up 3 percent of the 

population. In order to have an adequate number of 

patients represented in the three predominate ethnic groups, 

all patients of Spanish origin admitted to both medical 

centers were included, along with a random sample of Anglos 

and Blacks. Since all other ethnic groups represented only 

3 percent of the population, they were excluded. 

Additional criteria for inclusion in the sample 

were that patients have psychogenic—based primary diagnoses 

other than alcoholism or drug addiction. Also, a patient 

was not included who had either a primary or secondary 

diagnosis of chronic brain syndrome or any other debilitat

ing physical illness. Finally, it was necessary for 

patients to be oriented, communicative enough to answer 

questions, and willing to participate. Judgment concerning 

whether or not a patient was able to be interviewed was 

made initially by a head nurse on each ward. Then the 

interviewer assessed a patient's ability to answer questions 

and his orientation to time, place, and person. 

The random sampling procedure included use of a 

table of random numbers applied to a sequentially numbered 
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list of patients who were admitted to both facilities. The 

procedure was completed at the end of each week after a list 

of newly admitted patients was compiled for that time peri

od. Patients who had been hospitalized prior to the begin

ning of the study were not included. If they were unable to 

be interviewed within the second week after admission, pa

tients remained on the interview list until an interview 

could be set up during the period of study. 

Representativeness of Sample. Stratified sampling 

is used whenever a simple random sample will not produce 

enough cases of a certain type to support the intended anal

ysis (Selltiz, Wrightsman, and Cook, 1976). In this study, 

it was necessary to use the entire population of Hispanics 

and to randomly sample Anglos and Blacks to obtain a sample 

large enough for 50 or more cases in each ethnic group. 

From a target population of 534 patients, 224 were interview

ed. Ten patients were lost from the sample due to discharge, 

transfer, or refusal to participate. (See Table 1.) As a 

result of taking all Hispanics and obtaining a stratified 

random sample of Anglos and Blacks, the minority groups 

were overrepresented in the sample. (See Table 2.) 

If information regarding the population character

istics of veteran psychiatric patients had been available, 

the sample characteristics could be compared with those of 
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Table 1. Target Population and Sample Size by Ethnicity 

White 
(Anglo) Black Hispanic 

Target Population (N=534) 340 139 55 
(64%) (26%) (10%) 

Sample (N=224) 106 63 55 
(31%) (45%) (100%) 

Sample Loss (N=10) 5 
(5%) 

• 5 
( 8 % )  

0 
( 0 % )  



Table 2. Reasons for Non-Inclusion in Sample by Ethnicity 

White 
(Anglo) Black Hispanic Total 

Did not satisfy sample criteria 45 13 1 59 

Refused to be interviewed 0 2 0 2 

Discharged, left AMA*, or transferred _5 _3 0 _8 

TOTAL 50 18 1 69 

•Against medical advice. 



45 

the population. However, the only central information 

available on the demographic and medical characteristics 

of patients is a one-day-a-year census of hospitalized 

persons and a brief summary of discharge information 

compiled annually. The information unfortunately is not 

useful for the purpose of this study because it is. not 

possible to determine from the summary reports the demo

graphic characteristics of veterans who have been hospi

talized for psychogenic reasons alone. Data related to 

organic and non-organic based diagnoses are combined 

rather than analyzed separately (Administrator of Veterans 

Affairs,19 80). 

The Veterans Administration does have data on 

various socioeconomic characteristics of male non-institu

tionalized veterans and non-veterans from the Current 

Population Survey through a contract agreement with the 

Bureau of the Census. The variables included are educa

tional attainment, income, employment status, and school 

enrollment (Administrator of Veterans Affairs, 1980). 

When comparing the sample of veteran psychiatric patients 

in this study with non-institutionalized veterans and non-

veterans, using data from the Current Population Survey, 

considerable differences are evident in education, income, 

and work status (Administrator of Veterans Affairs, 1980: 

3-4). The veteran psychiatric patients in the sample have 
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slightly less education and for the most part are unemploy

ed with very low incomes. Thus, they stand out as having 

an underprivileged status in society as well as the stigma 

of being mentally ill. (See Table 3.) Such a finding 

does not mean that mental illness applies only to veterans 

of the lower social classes. Veterans having greater 

socioeconomic resources are better able to afford the serv

ices of private psychiatric practitioners and institutions 

and evidently use them. Approximately 85 percent of all 

veterans have health insurance which allows them access to 

various kinds of health services (Administrator of Veterans 

Affairs, 1980:5). 

Ideally a random sample of patients in each 

Veterans Administration medical center throughout the 

country would have been more representative of the total 

veteran psychiatric population. Such a study, on the 

other hand, would have been very time consuming and costly. 

This study allows inferences to be made about the three 

ethnic groups sampled in the two psychiatric treatment 

settings. For inferential purposes, the most important 

requirement is random sampling. Although random sampling 

does not guarantee that any one sample will be representa

tive of a population, in the long run, if random samples 

were drawn repeatedly, an average of those samples would 

provide accurate estimates of the population (Wright, 1979) . 
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Table 3. Comparison of Sample to Veteran Non-Institutional 
and Non-Veteran Populations by Education, Income, 
and Work Status 

Sample of 
Veteran 
Psychiatric 
Patients 

Veteran Non-
Institutional 
Population* 

Non-Veteran 
Population* 

Median 
Education 

12.0 years 12.7 years 12.6 years 

Median 
Income 

$4,560 $21,760 $17,370 

Work Status 
During Past 
Year 

34.0% 84.5% 80.6% 

Unemployment 61.0% 3.2% 6.2% 
Rate 

*Data from the Current Population Survey, as reported in the 
Veterans Administration Annual Report for 1979. 
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Also, for random sampling the extent of variability of 

error can be estimated since statistical tests of signifi

cance consider what the probability is that the findings 

are due to sampling error. 

Collection of Data 

The Interview Schedule. Most measures of social 

network include predetermined categories of persons that a 

researcher is interested in, such as family members or 

friends. The open-ended questions of the interview sched

ule in this study were used to allow greater choice of 

response without suggested direction from the investigator. 

Such flexibility was considered to be more likely to tap 

patients' perceptions of their support sources. 

A limited number of studies have been done on 

question structure and sequencing effects. Investigators 

differ in opinion regarding the effects of question wording 

and order but agree that more research on the problem is 

needed (Sudman and Bradburn, 1974; Schuman and Presser, 

1978). In this study, question wording and order were 

taken into account in the design of the interview schedule. 

The factual, easy to answer, less personal questions were 

asked first so that respondents had time to feel at ease 

in the interview situation before having to deal with 

questions that were likely to elicit more of an emotional 

response. 
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The questions relating to sources of support in 

patients' personal networks were asked indirectly using 

hypothetical problem situations rather than past realities. 

Thus, memory recall was not a problem, and the possible 

embarrassment of an actual situation was eliminated. The 

psychosocial problem situations presented to veteran 

psychiatric patients were developed by a panel of three 

psychiatric nurse clinicians who had worked extensively with 

veteran psychiatric patients. The situations were consider

ed by them to be commonly experienced by many patients. 

During the interviews, patients often verified that they had 

faced similar situations. 

A pretest was used to determine the length of the 

interview and to find out whether questions were clearly 

stated and understandable. Initially, 10 non-patients were 

interviewed from a group of acquaintances and co-workers. 

The interview was one and one-half hours in length and some 

of the questions were found to be awkwardly worded. Before 

trying it again with the patient population, the interview 

schedule was shortened and revised. The pretest was then 

carried out with 64 volunteer veteran psychiatric patients 

in Los Angeles, California. Following the pretest, final 

revisions of question wording and format were made. (See 

Appendix A.) As a result of the revisions, the length of 

time required for an interview was 30 to 45 minutes. 
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The Consent Form. When an investigator uses a 

personal interview to collect data, the introduction of the 

interview to the respondents is of critical importance 

(Cannell and Kahn, 1968:578). In addition to designing the 

interview schedule, a consent form was developed to convey 

the purpose of the study to patients, to assure confiden

tiality and to indicate whether any risks were involved. 

(See Appendix B.) 

Informed consent regulations have developed in an 

effort to protect research subjects from risks of harm, 

deception, and loss of privacy. The Department of Health, 

Education and Welfare established the procedures in 1974, 

and amended them in 1975. The central protective concept 

is that of "informed consent." Persons of majority status 

must indicate through a signed statement that they have 

been informed of the possible risks involved in the research 

and have consented to participate. The concern of some 

researchers is that a sample of only consenting respondents 

may not be representative of the population being studied. 

Rosenthal and Rosnow (1975) have shown that volunteer sub

jects do tend to be different along a number of personality 

and social dimensions, both in the general population and 

in populations of college students. No study has yet esti

mated the bias introduced by Self—consent under the formal 

consent procedures (Leuptow et al., 1978). 
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For a population of psychiatric patients, insistence 

upon signed consent forms is particularly problematic. 

Patients who are institutionalized for mental illness with 

its accompanying stigma are not likely to talk easily to 

strangers. In many, instances, they have had interpersonal 

problems with persons close to them and are hesitant to 

trust others. A formal consent procedure may be met with 

suspiciousness that influences how questions are answered 

during the interview. For these reasons, interviewers in 

this study were instructed not to insist upon a signed con

sent form but to encourage each patient to at least read the 

consent form. A positive verbal response was accepted as 

willingness to participate in the study. Flexibility was 

used in allowing respondents to sign a consent form at the 

beginning of the interview, at the end of the interview, or 

not at all. In five instances, patients chose not to sign 

consent forms but were willing to be interviewed. All other 

patients signed the consent forms, some at the beginning and 

others at the end of the interviews. 

Other Validity and Reliability Considerations. Good 

measures are both reliable and valid, that is, free of both 

random and non-random errors. Errors can occur at any stage 

of research: sampling, measurement, data coding, and proces

sing. Random errors occur by chance and tend to cancel each 

other out in direction and magnitude; non-random errors are 



52 

referred to as systematic error or bias and affect all 

measurements the same way (Wright, 1979). Since biased 

measurement is invalid measurement, it is important to 

prevent bias through careful instrument design and data 

collection procedures. A large number of measurement biases 

have been subsumed under the term "response error" which 

includes sources of error due to characteristics of the 

method used, e.g., interviewer characteristics, question 

wording and content; characteristics of the respondents, 

e.g., level of education, memory; or interaction between 

respondent and method characteristics (Alwin, 1978). 

Considerable research has been carried out relating 

interviewer characteristics to response error (Hyman, 1954; 

Weiss, 1969; Phillips and Clancy, 1972). A recent review of 

the literature on interviewer effects indicates that with 

few exceptions variation in responses from interviewers is 

minimal (Sudman and Bradburn, 1974:109-117). The exceptions 

involve the interviewer characteristics of sex and race. 

There is evidence that these characteristics matter only 

when they are related to the topics covered by the survey 

(Schuman and Converse, 1971; Hatchett and Schuman, 1975-

1976). In their review of the literature, Sudman and 

Bradburn (1974) conclude that the quality of a survey 

depends more on the interviewer's ability than on other 

characteristics. 
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Wright (1979) has pointed out that careful inter

viewer training and quality control measures can be adopted 

to avoid introducing interviewer effects in surveys. The 

interviewers in this study were already experienced psychia

tric nurses. Nevertheless, they were given short-term 

training regarding the purposes of the study, the intent of 

questions, how to approach patients for interviews, and how 

to ask and record answers to questions on the interview 

schedule. Then one interview was conducted by the principal 

investigator as a demonstration, and practice interviews 

were completed by each interviewer in an effort to ensure as 

much uniformity as possible in the way questions were worded, 

thereby increasing interviewer reliability. 

Interview schedules were checked for inconsistencies 

in responses and missing data so that corrections could be 

made as necessary. Also as a part of quality control, an 

independent check was made on a small subsample of respond

ents to verify that interviewers did conduct interviews with 

the right respondents and retrieved the appropriate informa

tion. After interviews were completed, the interview 

schedules were coded independently by the principal investi

gator and a research assistant. And in the various stages 

of data input and processing, numerous checks for accuracy 

were made. 
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Even when efforts are taken to reduce response 

errors which arise from question format, question content, 

issues of confidentiality, interviewer or method character

istics, errors originating from respondents are inevitable. 

Many are response sets or tendencies to answer questions in 

certain ways irrespective of their content (Wright, 1979). 

The form of response set which may have been present in 

this study is a social desirability bias or the tendency 

for respondents to give answers that they feel are desir

able or appropriate, irrespective of their own feelings. 

This is a problem whenever strong norms prevail. For 

instance, male patients might be likely to respond to 

questions about whom they would turn to for help in a 

similar vein as the working class males reported by 

Schreiber and Glidewell (1978) , that is, males handle their 

own problems rather than depending upon others. There is 

evidently also a norm regarding turning first to relatives 

for assistance rather than to institutions. 

A measurement instrument is valid if it in fact 

measures what is intended. Since one never has direct 

evidence of the "true" value of any concept under measure

ment, validity assessment is a complex issue. The under

lying logic of the various validation methods is that the 

results obtained with the measurement instrument must be 

compatible or consistent with other relevant evidence 

(Selltiz et al., 1976). 
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Measurement of the supportive networks of psychia

tric patients has been based to some extent on what has 

been learned from previous studies. Since very little 

research has been related specifically to veteran psychia

tric patients, there is no single valid, reliable criterion 

that can be used for comparison. However, other sources of 

information were used to partially validate the responses 

obtained through interviewing patients. The clinical treat

ment records of patients were used to verify information 

regarding background variables, as well as information 

concerning the nuclear family, relatives, and living 

arrangements. When data were not recorded on a patient's 

clinical record, a clinician who knew the patient well was 

contacted as a means of verification. Consistency of 

responses within each interview was checked, too, as a 

validity measure. 

External validity, or the extent to which the find

ings can be generalized to the study population, has been 

considered by using probability sampling techniques. How

ever, replication is still necessary for further validation 

over different contexts and time periods. 

Variable Measurement and 
Operationalization of Concepts 

An exploration of the characteristics of veteran 

psychiatric patients' personal networks, as stated 
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previously, was conducted from the patient's perspective. 

Both open-ended and closed-ended questions were included in 

the interview schedule. The focus of the interview was 

upon patients1 perceptions of their personal networks 

within a context of needing assistance or support for 

psychosocial problems. Questions were related to both net

work structure in regard to size and availability of sup

port sources, and relational content, i.e., the nature and 

quality of network links. 

The research literature generally indicates that 

relatives are used as sources of support for various kinds 

of problems during health and illness. Therefore, the 

availability of the nuclear family and/or other relatives 

needed to be determined. In the interview schedule, 

patients were asked, "Do you have living relatives?" If 

the response was "yes," the relatives^ were listed and pa

tients were then asked to indicate where each one lived in 

relation to his own residence. The responses were then 

put into one of nine categories: 

0. Don't know or no relatives 

1. Another country 

2. A different section of the country 

3. Same section of the country (1,000 mile 

radius) 

5. As many as 10 relatives were listed. 



57 

4. A bordering state 

5. Same state 

6. Same city/town 

7. Same neighborhood 

8. Same household. 

Frequency distributions and percentages were used to sum

marize the responses. 

Although answers to these two questions provide 

information regarding the availability of potential sources 

of support through relatives (nuclear family and kin), 

Toldsdorf (1976) found that veteran psychiatric patients 

did not turn to their relatives as did medical patients. 

Therefore building upon Toldsdorf's findings, the question 

was addressed as to whether there was a difference in the 

potential and the actual structure of the personal networks 

of veteran psychiatric patients. 

The actual network was determined by the responses 

to hypothetical psychosocial problem situations. For 

instance, the interviewer said to a patient: "I am going to 

mention different kinds of situations where people usually 

need help. As I read, imagine that you are in the situation 

and tell me who or where you would turn to for help." 

Twenty situations were then presented, one at a time, and a 

patient's responses recorded. (See the Interview Schedule 

in Appendix A.) Although patients were not told how many 
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responses to make, the first three responses were written 

down. When a person was named as a source of support by a 

patient, either the first or last name of the person and 

relationship, e.g., wife, friend, landlady, doctor, were 

also noted by the interviewer. 

Responses to the 20 questions provided information 

regarding the number and kinds of support sources that 

patients felt they could call upon for various psychosocial 

problems. The kinds of support sources named by patients 

were categorized and coded as follows: 

Nuclear family (husband, wife, children) 

Kin (other than nuclear family) 

Friend/significant other 

Named professional 

Institution/community agency 

Unspecified contact 

No one/no resources. 

Since conceptually the responses of named profes

sionals and institutions were similar, with only a small 

number of responses in the former category, these two were 

combined. Likewise, responses in the two categories of 

unspecified contact and no one were also combined for 

analysis. 

Freguency distributions and percentages were used 

to summarize the number and kinds of support sources in the 
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actual network. The distributions of the number of poten

tial and actual nuclear family members, as well as those of 

potential and actual kin in the supportive networks of 

patients were examined for differences. The chi-square 

statistic was used as a test of homogeneity (Dixon and 

Massey, 1969:241), that is, to test whether the same 

proportions of nuclear family and kin were in the potential 

as in the actual networks of patients. 

In regard to the relational content of the personal 

networks of veteran psychiatric patients, responses to the 

hypothetical problem situations not only provided informa

tion regarding the kinds of formal (institutional, profes

sional) and informal (nuclear, kin, friend) relationships 

but provided data to delineate various kinds of support 

patterns, relating type of support source to problem 

context. 

Responses to the hypothetical problem situations 

were summarized by type of support source in tabular form 

using frequencies and percentages. Psychosocial problems 

were categorized according to physical, psychological, 

social and economic situations as follows: 

Social Situations: 

1. If you felt lonely? 

2. If you wanted to be around people? 

3. If you were bored and wanted to be with 

someone you liked? 
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4. If you had free time and wanted some fun? 

5. If you wanted to talk to someone about some

thing really important? 

Psychological Situations; 

1. If you were afraid? 

2. If someone close died? 

3. If you felt like ending your life? 

4. If you felt no one cared about you? 

5. If you thought someone was going to hurt you? 

6. If you were nervous or upset? 

Physical Problem Situations: 

1. If you were having a lot of physical pain? 

2. If you were just home from hospital and you 

needed someone to check in on you once and 

awhile? 

3. If you were so sick, you needed someone to 

take care of you? 

4. If you needed help with some medical treat

ments at home? 

5. If you were sick and you needed a way to get 

to your doctor? 

Economic Situations: 

1. If you needed a job? 

2. If you did not have a place to sleep? 
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3. If you were hungry and you needed money to 

buy food? 

4. If you needed money to pay the rent and did 

not have it? 

Then a factor analysis of responses to the 20 ques

tions was performed, using varimax rotation of principal 

components. All items were considered to be measuring 

"supportive links" in the social networks of psychiatric 

patients. Thus, factor analysis was used to delineate 

patterns of support that could conceivably emerge from the 

interrelations of support sources and problem contexts. 

Factor analysis is often used in exploratory data 

analysis. It has three general objectives: to study the 

correlations of a large number of variables by clustering 

the variables into factors, such that variables within each 

factor are highly correlated; to interpret each factor 

according to the variables belonging to it; and to summa

rize many variables by a few factors. The original varia

bles are replaced by the factors with little loss of 

information. Each case receives a score from each factor 

and can be used in further analyses, replacing the original 

variables. The scores express the degree to which each 

case poses the quality or property that the factor 

describes. (See Frane and Hill, 1974.) 
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The quality of network links was measured in 

several ways. Following the 20 questions concerning who or 

where one would turn for help with various psychosocial 

problems, an interviewer wrote down the specific person(s) 

and/or places that a patient mentioned, then asked two 

questions: "How often do you usually contact each of the 

people and/or places named?" and "How much contact do you 

prefer to have with each one mentioned?" The following 

scale was used for both questions: 0 = not at all, 1 = 

rarely, 2 = sometimes, 3 = often, and 4 = very oftea. 

An average score was calculated for the usual 

amount of contact and preferred amount of contact of each 

support source, e.g., kin, friend, institution. Then a 

discrepancy index was developed in which the average 

"preferred contact" score was subtracted from the average 

"usual contact" score. The discrepancy score for each 

patient, thus, assessed the quality of network contacts by 

having a patient compare the frequency of contact he had 

with network sources and the amount of contact that he 

preferred. Responses concerning the amount of contact with 

various support sources in the networks were summarized in 

tabular form, using the discrepancy index, to indicate the 

number of preferences for more contact, for the same amount 

of contact, and for less contact. Cross comparison of 

categories was made using percentages. 
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The quality of network links was also measured by 

another question. Using a five-point scale (0 = not at 

all, 1 = slightly, 2 = somewhat, 3 = very, 4 = extremely), 

patients were asked: "Generally, how important do you 

think the following would be in providing help if you 

needed it?" Responses were obtained for each of the groups 

listed below: 

1. Immediate family 

2. Other relatives 

3. Friends, neighbors, co-workers, other people 

(known by name) 

4. Named professionals 

5. Professional workers (not specifically known 

by name), community agencies, hospitals, 

clinics. 

The responses were summarized as frequencies and percent

ages. Also, Duncan's New Multiple Range Test was performed 

to determine if there were significant differences (.01 

level) in the support groups as far as how helpful they 

were likely to be in times of need (Duncan, 1955, 1957). 

Background variables considered to be important for 

an understanding of the personal networks of patients were 

identified and operationalized in the interview schedule 

as follows: 
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Age Number of years since birth 

Marital status 1. Never married 

2. Divorced 

3. Separated 

4. Widowed 

5. Married 

. 6. Other 

Ethnicity 1. White (Anglo) 

2. Black 

3. Hispanic 

Religious 
Affiliation 1. Protestant 

2. Catholic 

3. Other 

4. None 

Religious 
Practice 1. No, not at all 

2. Seldom 

3. Sometimes 

4. Often 

0. Not applicable 

Education Last year of school completed 

Social Position Score on Hollingshead's Index 

of Social Position (11-77) 

Income Amount per month 
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Variable 

Living Situation 

Previous Psychia
tric Treatment 

Diagnosis 

Operational Definition 

1. Relatives 

2. Peers 

3. Board and Care Home 

4. Alone 

1. Yes 

2. No 

Work Status 

1. Anxiety 

2. Depression 

3. Schizophrenia 

4. Other 

Worked within past six months: 

1. No 

2. Yes 

These variables were considered particularly useful 

in describing the sample. They were summarized in tabular 

form, using frequencies and percentages. The range, mean, 

and median were calculated for the variables of age, educa

tion, and income. Social position, using Hollingshead's 

Index of Social Position, was calculated from weights given 

to educational attainment and occupational status. Scores 

ranged from 11 - 77 for Classes I - V (Hollingshead and 

Redlich, 1958:398-407; Hollingshead, 1957). 

After support patterns were identified using factor 

analysis, the background variables were used as independent 
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variables to determine their influence upon the choice of 

support pattern. The dependent variable, support pattern, 

was measured using the factor scores. A stepwise multiple 

regression was performed. 



CHAPTER 4 

FINDINGS 

Sample Characteristics 

A summary of the background characteristics of the 

veteran psychiatric patients in Table 4 indicates that of 

the 224 patients interviewed, 47 percent were White (Anglo), 

28 percent were Black, and 25 percent were of Spanish 

origin. 

The majority of patients were unmarried: 41 percent 

had never been married and 3 3 percent were divorced, sepa

rated, or widowed. Only 26 percent were members of intact 

nuclear families. All patients had living relatives except 

one. Another patient had living relatives but wanted no 

contact with them and would not discuss them. In regard to 

living arrangements, patients were likely to live alone (43 

percent) or with relatives (44 percent). 

Their religious affiliations were predominately 

Protestant (49 percent), although 37 percent were Catholic 

and 14 percent reported either no religious affiliation or 

a non-Christian affiliation. In regard to religious prac

tice, 44 percent seldom or never practiced their religion, 

23 percent practiced their religion often, and another 

33 percent did so occasionally. 
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Table 4. Summary of Sample Characteristics (N=224) 
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N 

Ethnicity 

White (Anglo) 106 47 
Black 63 28 
Hispanic 55 25 

Marital Status 

Never Married 91 41 
Divorced 53 24 
S e p a r a t e d  . 1 8  8  
Widowed 2 1 
Married 58 26 
Other 2 1 

Living Relatives 

Yes 222 99 
No 2 1 

Living Situation 

Alone 97 43 
Board and Care Home 15 7 
With Friend(s) 14 6 
With Relative(s) 98 44 

Religious Affiliation 

Protestant 109 49 
Catholic 83 37 
Other 9 4 
None 23 10 

Religious Practice 

Not at all 66 29 
Seldom 33 15 
Sometimes 74 33 
Often 51 23 



Table 4.—Continued Summary of Sample Characteristics 
(N=224) 

N 

Age 

19-30 78 35 
31-40 45 20 
41-50 48 21 
51-60 39 18 
61-72 14 6 

Range 19-72 years 
Mean 39 
'Median 36 

Education 

Graduate Degree 10 3 
College Degree 19 9 
Partial College 54 24 
High School 79 36 
Partial High School 29 13 
7th - 9th Grade 26 12 
Less than 7th Grade 7 3 

Range 4-2 0 years 
Mean 12.25 Standard Deviation 2.78 
Median 12.0 

Work Status 

Worked in Past 6 Months 77 34 
Not Worked in Past 6 Months 147 66 

Reasons For Not Working 

Temporarily Unable 54 24 
Permanently Unable 67 30 
Student 3 1 
Retired 9 4 
Unable to Find a Job 12 5 
Other 2 2 
Not Applicable (Working) 77 34 
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Table 4.—Continued Summary of Sample Characteristics 
(N=224) 

N 

Source of Income 

Veterans Compensation, 
Pension Retirement 121 54 

Social Security 36 16 
County Aid 1 0.5 
State Unemployment 4 ' 2 
Salary 38 17 
Savings 1 0.5 
Family Support 6 3 
Other 3 1 
None 14 6 

Amount of Income (Per Month) 

$0-242 
$243-380 
$381-680 
$681-2,000 

Range $0-2,000 
Mean $484.60 
Median $380 

59 
52 
57 
54 

Missing Data: 
Refused to answer 1 
Did not know 1 

27 
23 
26 
24 

Social Class 

I 
II 
III 
IV 
V 

" 3 
10 
37 
95 
79 

1 
5 
17 
42 
35 

History of Previous Treatment 

Yes 
No 

176 
48 

79 
21 



Table 4.—Continued Summary of Sample Characteristics 
(N=224) 
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N % 

Diagnosis 

Anxiety 14 6 
Depression 91 41 
Schizophrenia 113 50 
Other 6 3 
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The average age of patients who were interviewed 

was 39 years, although their ages ranged from 19 to 72 

years. Half of the patients were under 36 years of age. 

Education ranged from 4 to 20 years of completed schooling. 

The mean, as well as the median, was 12 years education. 

Two-thirds had not worked in the six months prior 

to being hospitalized. The primary reasons for not working 

were that they considered themselves either permanently or 

temporarily disabled. Sources of income for 70 percent of 

the patients included either veterans compensation, pen

sions, or social security benefits. Incomes ranged from 

none to $2,00 0 per month, with a median income of only $380 

a month. Over 75 percent of the patients ranked in the low

er social classes (IV and V), using Hollingshead1s Index of 

Social Position. 

More than three-fourths of the patients had been 

hospitalized previously for psychiatric treatment. The 

predominant diagnosis was schizophrenia (50 percent), 

followed by depression (41 percent), anxiety (6 percent), 

and other diagnostic categories (3 percent). 

Description of the Personal Network 

Proximity of Nuclear Family and Kin. Findings 

indicate that veteran psychiatric patients do have available 

to them either nuclear family members or relatives as pos

sible sources of support. Ninety-six patients named 251 
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available nuclear family members. Almost half of the fami

ly members lived either in the same household or neighbor

hood; 76 percent were in the same state and 90 percent in 

the same section of the country. (See Table 5.) 

Kin (other than the nuclear family) were named in 

greater numbers since 99 percent of the patients had at 

least one relative. Six or more kin were listed by 77 per

cent of the patients, and 95 percent had three or more rela

tives. (See Table 6.) In contrast to the nuclear family, 

kin were located somewhat further away. Only 13 percent 

lived in the same household or neighborhood. Twenty-nine 

percent were in the same city or town, and 59 percent lived 

in the same section of the country. (See Table 5.) Thus, 

the residential patterns of the psychiatric patients were 

found to be similar to those of society-at-large, with 

mobility being the norm rather than the exception, and the 

nuclear family living in close proximity with extended kin 

further away. According to Adams (1971) and others, rela

tionships with relatives are generally maintained regardless 

of the frequency of residential change and distance. 

Potential Versus Actual Network. Although nuclear 

families and kin are available, the data indicates that 

potential nuclear and kinship networks do not become fully 

actualized. When the number of available nuclear family 

members are compared to the number that patients actually 



Table 5. Proximity of Potential Nuclear-Kin Support 

Proximity of Residence 
Nuclear Family* 
N Cum. % 

Kin 
N 

** 

Cum. % 

Same Household (117) 47 (86) 5 

Same Neighborhood (2) 48 (50) 8 

Same City/Town (51) 68 (343) 29 

Same State (21) 76 (237) 44 

Border State (18) 83 (125) 52 

Same Section of Country (17) 90 (117) 59 

Different Section of Country (13) 95 (553) 93 

Different Country (5) 97 (44) 96 

Don't Know/No Relatives (7) 100 (57) 100 

(N=251) (N=1612) 

*Includes only responses of married patients and those previously married with 
children. 

**Includes responses of all patients. 
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Table 6. Potential Kin Support (Other Than Nuclear Family) 

Number of 
Available Kin N Cum. % 

Ten or More (60) 27 

Nine (23) 37 

Eight (27) 49 

Seven (38) 66 

Six (24) 77 

Five (15) 8:4 

Four (12) 89 

Three (14). 95 

Two (5) 97 

One (4) 99 

None (2) 100 

(N=224) 
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named as persons they would turn to for support, consider

ably fewer would turn to those who are available. Table 7 

indicates that 71 patients had two or more nuclear family 

members to turn to for help, but only 2 3 expressed a desire 

to use them. Fifty-one percent of the patients who had 

nuclear family members named only one as a source of sup

port; another 25 percent preferred not to turn to any of 

the family members available to them. Using a chi-square 

test of homogeneity, the hypothesis that the same propor

tion of individuals exists in the potential as in the 

actual nuclear network must be rejected at the .01 level. 

A similar situation is evident when the potential 

and actual kin networks are compared, but the findings are 

more dramatic. Although 95 percent of the patients had 

three or more kin available, only 4 4 percent would seek 

support from them. Thirty percent preferred not to turn to 

kin at all, and another 26 percent chose only one or two 

relatives as sources of support. There are significant 

differences (.01 level) in the potential and actual kin 

networks, using the chi-square test of homogeneity. (See 

Table 8.) 

A pattern of turning to only a small number of 

available network members is evident for those who have 

both nuclear and kin sources as well as those who have only 

kin to call upon. For instance, those who do not have 
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Table 7. Potential Versus Actual Nuclear Network Support 

Number of 
Available Nuclear 
Family Members 

Number of Nuclear 
Family to Whom Patients 
Would Turn for Support 

None 128 152 

One 25 49 

Two 23 10 

Three 28 9 

Four 10 2 

Five 6 2 

Six 3 0 

Seven 1 

(N=224) 

0 

(N=224) 

%2 = 36.05, df = 7, p < .01 
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Table 8. Potential Versus Actual Kin Network Support 

Number of Number of Kin to 
Available Whom Patients Would 
Kin Turn for Support 

None 2 67 

One 4 31 

Two 5 27 

Three 14 21 

Four 12 26 

Five 15 16 

Six 24 10 

Seven 38 9 

Eight 27 5 

Nine 23 1 

Ten or More 60 11 

(N=224) (N=224) 

%2 = 196.54, df = 10, p< .01 
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available nuclear families but have kin are likely to turn 

to only one or two kin (54 percent) rather than three or 

more (21 percent); another 25 percent prefer not to turn to 

relatives at all. Likewise, in regard to friends, 48 per

cent would turn to one or two, 20 percent three or more, 

and 33 percent would not seek assistance from friends at all. 

(See Table 9.) Thus, the small size of the network seems to 

extend to friends as well as relatives. 

This finding is similar to that of Toldsdorf (1976) 

who compared the networks of medical and psychiatric pa

tients and found that veteran psychiatric patients did not 

use their available networks as readily as medical patients. 

Horowitz (1977) also found males to have smaller informal 

networks than females and to make much less use of them. 

The importance of the size of a personal network, 

especially for psychiatric patients who are repeatedly 

hospitalized, requires further study. If only a small base 

of support is used, network resources are likely to become 

exhausted, particularly for those of lower socioeconomic 

circumstances. The network could become overburdened 

resulting in a withdrawal or weakening of support during 

times of greatest need. 

In contrast to the small informal networks indicated 

in Table 9, 66 percent of the patients indicated that they 

would turn to three or more institutions for assistance, and 



Table 9. If No Potential Nuclear Support, Then Who Is Turned To? 

Number of Support Sources to Whom Patients Would Turn 
None One - Two Three or More 

Support Source N % N % N % 

Friend/Significant Other 

Kin 

Named Professional 

Institution/Agency 

(N=128) 

(42) 33 

(32) 25 

(79) 62 

(5) 4 

(61) 

(69) 

(44) 

(39) 

48 

54 

34 

30 

(25) 20 

(27) 27 

(5) 4 

(84) 66 



81 

another 30 percent to one or two institutions. Only four 

percent preferred not to turn to an institution for help 

with psychosocial problems. Even though they indicated they 

would turn to institutions or community agencies, patients 

were not as likely to seek help from professionals that 

they knew by name; 62 percent did not name any professionals 

they would seek assistance from; although 3 4 percent named 

one or two, and 4 percent named three or more. (See Table 

9.) One reason for not naming a specific professional as a 

source of support was that a patient often lacked money for 

a private physician or professional service worker. Another 

was that he could not always be guaranteed an opportunity to 

see the same professional in a veterans hospital or commu

nity agency. The reality of the health care delivery 

process, therefore, was such that a named professional could 

not be counted on as a source of help. 

Formal sources of support were found to play a pre

dominate role in the networks of veteran psychiatric pa

tients. This finding is in contrast to those of Kulka et 

al. (1979) and Horowitz (1977) who have indicated low use of 

professional and institutional sources among males of lower 

education and income. Veteran psychiatric patients actually 

were very knowledgeable about community resources and seemed 

to have had considerable experience with not only psychiat

ric hospitals but other agencies as well. (See Appendix C 
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for a list of the types of institutional responses made by 

patients.) 

When considering all of the types of responses pa

tients made to the 20 hypothetical psychosocial problems, 

the. largest proportion of responses (given one or more 

times) was for turning to an institution (97 percent) to 

handling problems by one's self (97 percent), followed by 

turning to the nuclear family (76 percent) and other kin 

(70 percent). (See Table 10.) Neighbors and co-workers 

were seldom mentioned as sources of support. This finding 

is in contrast to the study of cardiac patients by Croog 

et al. (1972) in which neighbors were almost as helpful as 

the immediate family in providing assistance. Possibly 

neighbors are not as supportive to persons with known 

psychiatric histories. Likewise, patients and families may 

withdraw from social contact with their neighbors as a 

defense against having to deal with the attitudes of others. 

Also, as patients are hospitalized repeatedly over a period 

of years, their community relationships are weakened. And 

their roles in the work force are often abandoned, so it is 

understandable that co-workers and neighbors were not often 

mentioned. The "friend/significant other" category included 

neighbors, co-workers, casual acquaintances and long-stand

ing friends who were identified by name. Sixty-nine percent 

of the patients named one or more significant others as 

sources of support. 
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Table 10. Sources of Support That Veteran Psychiatric 
Patients Would Turn To For Help With 
Psychosocial Problems 

Number of Support Sources Named 
One i or More None 

Type of Support N % N % 

Nuclear Family (73) 33 (151) 67 

Kin (157) 70 (67) 30 

Friend (154) 69 (70) 31 

Named Professional (89) 40 (135) 60 

Institution (217) 97 (7) 3 

Unspecified Contact (62) 28 (162) 72 

Self (218) 97 (6) 3 

No One (114) 51 (110) 49 

(N=224) 
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Half of the patients (51 percent) said they would 

turn to "no one" in at least one instance. This type of 

response was different from one in which patients could ex

plain how they would handle problems themselves. Patients 

who used the "no one" response indicated that they had no 

resources and no one to turn to. When asked what they 

would do if actually in the situation described, typical 

replies were "nothing," "I just don't know," or "there's 

nothing I could do." Occasionally patients responded by 

saying they would turn to "a friend," but could not name a 

specific person. When questioned further, no particular 

person was actually in mind. These kinds of responses were 

considered to be "face saving" though very similar to the 

responses of having no resources or no one to turn to for 

the particular problem situation described. 

The number and types of responses to the 20 hypo

thetical problem situations, when categorized according to 

social, psychological, physical, and economic contexts, 

indicate that in some instances particular contexts elicit 

certain kinds of responses. For instance, a large number 

of institutional responses can be attributed to patients 

needing assistance with particular physical and economic 

problems. (See Table 11.) The highest proportion of insti

tutional responses was evident in each of the four economic 

situations. Almost half of the patients who needed 



Table 11. Support Source By Problem Context, Using Percentages (N=224) 

Nuclear Insti- No 
Family Kin Friend tution Self One 

A. Social Situations: 

1. If felt lonely • 16 19 17 13 26 9 

2. If wanted to be around people 3 7 17 22 47 4 

3. If had free time and wanted some fun 7 4 17 4 57 13 

4. If bored and wanted to be with 
someone you liked 12 13 40 .6 14 17 

5. If wanted to talk to someone about 
something really important 14 27 13 28 4 15 

B. Psychological Situations: 

1. If were afraid 6 11 6 34 36 7 

2. If someone close died 10 26 5 12 33 13 

3. If felt like ending your life 5 7 2 46 25 15 

4. If felt no one cared about you 5 10 9 26 33 17 

5. If thought someone was going to 
hurt you 3 4 3 30 56 4 



Table 11.—Continued 

Nuclear Insti- No 
Family Kin Friend tution Self One 

B. Psychological Situations (Continued): 

6. If were nervous or upset 8 7 7 40 33 5 

C. Physical Problem Situations: 

1. If having a lot of physical pain 1 3 2 85 7 2 

2. If just home from hospital and 
needed someone to check in on 
you once and awhile 17 29 22 16 3 15 

3. If so sick, needed someone to 
take care of you 11 20 5 57 2 5 

4. If needed help with some 
medical treatments at home 15 17 14 33 11 9 

5. If sick and needed a way to 
get to doctor 11 17 22 21 27 2 

D. Economic Situations: 

1. If needed a job 0 3 7 49 30 11 

2. If did not have a place to sleep 2 20 10 42 23 4 



Table 11.—Continued 

D. Economic Situations (Continued): 

3. If hungry and needed money to 
buy food 

4. If needed money to pay rent 
and did not have it 

Nuclear Insti- No 
Family Kin Friend tution Self One 

4 19 12 

4 24 13 

41 20 5 

27 25 7 

CO 
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a job would turn to an institutional source. And three of 

the five physical problem situations elicited a high pro

portion of institutional responses. Since the majority of 

patients sampled were of lower socioeconomic status, re

sources in their informal networks obviously were limited. 

Seeking assistance from formal sources, although not prefer

able, may, nevertheless, have been considered necessary. 

In contrast to the physical problem situations, 

patients were somewhat more inclined to handle psychological 

problems themselves, rather than turning to institutions. 

The items concerning suicidal ideation and being nervous or 

upset, however, were situations in which at least 4 0 percent 

of the patients preferred to seek professional assistance. 

Also three out of five social situations had propor

tionately more "self" responses. Thus, many patients either 

preferred being alone or else would have liked to socialize 

with friends or relatives but were hesitant to do so. 

Identification of Support Patterns. To delineate 

the various kinds of support patterns, relating the six 

sources of support identified by patients to the 20 psycho

social problem situations, the multivariate technique of 

factor analysis was used. There are four main steps in 

factor analysis. First, the correlation or covariance ma

trix is computed; second, the factor loadings are estimated 

(initial factor extraction); then the factors are rotated 
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to obtain a simple interpretation, making the loadings for 

each factor either large or small; and finally the factor 

scores are computed (Frane and Hill, 1974). 

Several methods are available for both the initial 

factor extraction and rotation. Experienced factor analysts 

do not agree on which methods are best. The choice of the 

method of extraction is largely a matter of personal pre

ference (Frane and Hill, 1974). The method of rotation used 

was varimax, an orthogonal rotation. Also a direct quartimin 

oblique rotation was used for comparison.^ (See Jenrich 

and Sampson, 1966.) 

Dependability of the results hinges upon having an 

adequately large and random sample. One rule of thumb is to 

have five times as many respondents as variables, and also 

to have at least five variables for every factor (Bentler, 

1976:21). With a sample size of 224 patients and six types 

of responses to 20 questions, it was necessary to reduce the 

number of variables considerably. Questions that did not 

have enough variation in response were deleted. Only 15 of 

7 the 20 questions were used in the initial factor analysis. 

The correlation matrix was inspected for moderate to high 

6. The computer program BMDP4M, developed by the 
Health Sciences Computing Facility, Department of Biomathe-
matics, University of California, Los Angeles, Ca., was used. 

7. A factor analysis was also done with all ques
tions grouped into the physical, social, psychological, and 
economic categories. See Appendix D. 
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correlations. Had all of the correlations been less than 

.30, the data would not have been considered suitable for 

factor analysis (Frane and Hill, 1974) . Variables with an 

SMC (squared multiple correlation of each variable with all 

of the other variables) of less than .30 were eliminated. 

Also a variable needed to have a communality (squared multi

ple correlation with the factors) greater than .20 to be 

included in the analysis. Variables with factor loadings 

below .30 were also eliminated. (See Frane and Hill, 1974.) 

As a result of these specific limits, the number of varia

bles were reduced from 90 to 56. 

The number of factors, initially, were determined 

using the criterion: number of eigenvalues greater than 1.0 

of the correlation matrix (Rummel, 1970). The factors were 

compared in regard to the amount of variance explained. The 

Scree Test was applied to determine at what point there was 

a decrease in the explanatory value of an additional factor 

(Cattell, 1966). Also, plots of rotated loadings were 

compared to note whether the axes of the plots crossed 

through the centers of the clusters. Both orthogonal and 

oblique rotations were carried out to determine which load

ings were "simpler," i.e., a greater tendency for each 

variable to be associated with a single factor (Frane and 

Hill, 1974). The final decision of determining the number 

of factors was made after performing many analyses: 
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eliminating variables, and varying the number of factors in 

the range considered reasonable. Alternative solutions were 

compared and the one chosen provided the most parsimonious, 

simple expression of the factors that could be theoretically 

interpreted. Five factors were named; their interpretations 

represent hypotheses about each factor. 

Table 12 shows the five factors by name, the items 

included in each factor, and their factor loadings. The 

first factor represents a Nuclear Pattern; all 15 of the 

problem situations were highly correlated with the nuclear 

family as a source of support. Patients using this pattern 

would turn to the nuclear family for support regardless of 

psychosocial context. 

The second factor represents a Friend/Significant 

Other Pattern. In this pattern, patients are likely to turn 

to a friend, rather than to relatives for 13 of the psycho

social problem situations. 

A Kinship Pattern is evident in factor three. 

Patients in this pattern would turn to kin rather than to 

others for 13 of the psychosocial problems. 

The fourth factor, an Anomie Pattern, is one in 

which patients would not turn to anyone for psychosocial 

problems. Four of the items are situations of a psychologi

cal nature. The other items are related to physical, social 

and economic problem situations as well. The term "anomie" 
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Table 12. Factor Analysis of Responses to Psychosocial 
Problem Situations Using Varimax Rotation of 
Principal Components 

Factor 
Factor Loading 

Factor 1 (Nuclear Pattern) 

Patients would turn to nuclear family: 

If afraid .736 
If needed to talk to someone about something 
important .729 

If felt upset .692 
If needed way to a doctor .652 
If sick, needed to be taken care of .652 
If lonely .652 
If needed to be checked in on .604 
If felt no one cared .595 
If bored and wanted to be with someone liked .581 
If had free time and wanted fun .578 
If needed assistance with medical treatment 
at home .571 

If felt like ending life .552 
If hungry and no money for food .449 
If needed place to sleep .492 
If needed money for rent .493 

Factor 2 (Friend/Significant Other Pattern) 

Patients would turn to a friend: 

If needed to be checked in on .648 
If needed assistance with medical treatment 
at home .647 

If felt upset .628 
If needed way to doctor .567 
If lonely .545 
If needed place to sleep .536 
If hungry and no money for food .489 
If felt no one cared .469 
If bored and wanted to be with someone liked .446 
If needed to talk about something important .428 
If afraid .493 
If sick and needed to be taken care of .4 34 
If needed money for rent .426 
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Table 12, Continued 

Factor 
Factor Loading 

Factor 3 (Kinship Pattern) 

Patients would turn to kin: 

If needed to talk about something important .625 
If felt upset .622 
If needed to be checked in on .603 
If needed way to doctor .587 
If afraid .550 
If needed assistance with medical treatment 
at home .518 

If lonely .516 
If needed place to sleep .491 
If bored and wanted to be with someone liked .472 
If felt like ending life .480 
If felt no one cared .458 
If hungry and needed money to buy food .484 
If sick and needed to be taken care of .476 

Factor 4 (Anomie Pattern) 

Patients would turn to no one: 

If afraid .597 
If had free time and wanted some fun .572 
If sick and needed to be taken care of .519 
If needed place to sleep .479 
If felt upset .462 
If needed assistance with medical treatment 
at home .411 

If felt like ending life .421 
If felt no one cared .370 

Factor 5 (Self vs. Institution Pattern) 

Patients would turn to self: 

If afraid .544 
If lonely .513 
If felt like ending life .512 
If needed place to sleep .490 
If hungry and needed money to buy food .439 
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Table 12, Continued 

Factor 
Factor Loading 

Factor 5 (Continued) 

Patients would turn to institution: 

If felt no one cared 
If felt upset 

-.456 
-.456 
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is used to indicate the despair and unsupportable aloneness 

of patients who have chosen this pattern. Such a state of 

being has been described by Durkheim (1951) as man's isola

tion from traditional society. 

The fifth factor has been called a Self Versus 

Institution Pattern. It is a bipolar factor: five items 

are positive and related to the self response, whereas two 

other items are negative and related to the institution 

response. Thus, patients choosing this pattern would han

dle for themselves the problems of being afraid, lonely, 

having thoughts of suicide, needing a place to sleep, and 

money to buy food. They are also unlikely to turn to an 

institution for such psychological problems as feeling no 

one cares or simply being upset. 

The amount of variance explained by each factor, as 

well as the cumulative proportion of total variance, were as 

follows: 

Factor 

1 

2 

3 

4 

5 

Variance 
Explained 

6.42 

4. 76 

3.93 

2.46 

2.05 

Cumulative 
Proportion 
of Total 
Variance 

.115 

. 2 0 0  

.270 

.314 

.350 
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The factor score covariance, computed from factor structure 

and factor score coefficients, was .000 for each pair of 

factors. 

Factor analysis of responses to the psychosocial 

problem situations was also performed using direct quartimin 

rotation of principal components with similar results. The 

factor items and their factor loadings are displayed in 

Table 13. The amount of variance explained by each factor, 

as well as the cumulative proportion of total variance, were 

the same. The factor score covariance was as follows: 

Factor 

1 2 3 4 5 

Factor 1 1.000 

2 -0.027 1.000 

3 -0.059 -0.044 1.000 

4 -0.011 -0.021 -0.017 1.000 

5 -0.052 -0.050 -0.047 0.093 1.000 

Thus, using this type of rotation, only a small degree of 

covariance is evident. 

As further verification of the stability of the 

five factors obtained, the sample was randomly divided into 

two parts and a varimax rotation of principal components 

was used to factor analyze the responses in each subsample. 

The results are indicated in Table 14. Items and factor 

loadings for four factors were very similar to those obtain

ed previously, although factor five was considerably more 
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Table 13. Factor Analysis of Responses to Psychosocial 
Problem Situations Using Direct Quartimin 
Rotation of Principal Components 

Factor 
Factor Loading 

Factor 1 ((Nuclear Pattern) 

Patients would turn to nuclear family: 

If afraid .738 
If needed to talk to someone about something 
important .721 

If felt upset .684 
If sick and needed to be taken care of .648 
If needed way to a doctor .640 
If lonely .639 
If felt no one cared .590 
If.needed to be checked in on .585 
If bored and wanted to be with someone liked .569 
If had free time and wanted fun .567 
If felt like ending life .557 
If needed assistance with medical treatment 
at home .551 

If needed place to sleep .512 
If needed money for rent .508 
If hungry and no money for food .46 3 

Factor 2 (Friend/Significant Other Pattern) 

Patients would turn to a friend: 

If needed assistance with medical treatment 
at home .651 

If needed to be checked in on .648 
If felt upset .631 
If needed way to a doctor .564 
If lonely .541 
If needed place to sleep .533 
If bored and wanted to be with someone liked .4 37 
If afraid .487 
If felt no one cared .471 
If hungry and no money for food .485 
If needed to talk to someone about something 
important .424 
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Table 13, Continued 

Factor 
Factor Loading 

Factor 2 (Continued) 

If sick and needed to be taken care of .430 
If needed money for rent .417 

Factor 3 (Kin Pattern) 

Patients would turn to kin: 

If felt upset .626 
If needed to talk to someone about something 
important .622 

If needed to be checked in on .595 
If needed way to a doctor .580 
If afraid .549 
If needed assistance with medical treatment 
at home .512 

If lonely .510 
If needed place to sleep .483 
If bored and wanted to be with someone liked .478 
If felt no one cared .457 
If hungry and no money for food .478 
If sick and needed to be taken care of .473 
If felt like ending life .481 

Factor 4 (Anomie Pattern) 

Patients would turn to no one: 

If afraid .604 
If had free time and wanted some fun .575 
If sick and needed to be taken care of .526 
If needed place to sleep .484 
If felt upset .456 
If felt like ending life .427 
If needed assistance with medical treatment 
at home .409 

If felt no one cared .353 
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Table 13, Continued 

Factor 
Factor Loading 

Factor 5 (Self vs. Institution Pattern) 

Patients would turn to self: 

If afraid .544 
If felt like ending life .512 
If lonely .502 
If needed place to sleep .479 
If hungry and needed money to buy food .436 

Patients would turn to an institution: 

If felt upset -.473 
If felt no one cared -.461 
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-Table 14. Verification of Factor Reliability by Randomly 
Dividing the Sample Into Two Parts* and Using 
Varimax Rotation of Principal Components 

Factor Loading 
Factor Subsample 1 Subsample 2 

(N=116) (N=108) 

Factor 1 (Nuclear Pattern) 

Patients would turn to nuclear family: 

If needed to talk to someone 
about something important .754 .641 

If afraid .714 .747 
If sick and needed to be 
taken care of .690 .523 

If lonely .658 .697 
If felt upset .654 .813 
If needed way to a doctor .640 .618 
If felt like ending life .636 
If felt no one cared .615 .652 
If needed to be checked in on .614 .'741 
If needed assistance with 
medical treatment at home .613 .640 

If bored and wanted to be 
with someone liked .525 .773 

If needed money for rent .524 
If had free time and wanted 
fun .509 .689 

If needed place to sleep .453 
If hungry and no money for 
food .426 

Factor 2 (Kinship Pattern) 

Patients would turn to kin: 

If hungry and no money for 
food .569 .454 

If lonely .565 .529 
If needed way to a doctor .564 .571 
If felt like ending life .559 .348 
If needed to be checked in on .559 .629 
If felt upset .549 .636 



Table 14. Verification of Factor Reliability by Randomly 
Dividing the Sample Into Two Parts* and Using 
Varimax Rotation of Principal Components 

Factor Loading 
Factor Subsample 1 Subsample 2 

(N=116) N=108) 

Factor 2 (Continued) 

If needed to talk to someone 
about something important 

If afraid 
If sick and needed to be 
taken care of 

If felt no one cared 
If needed place to sleep 
If bored and wanted to be 
with someone liked 

If needed assistance with 
medical treatment at home 

Patients would turn to self: 

If needed place to sleep 
If lonely 
If afraid 

Patients would turn to no one: 

If needed assistance with 
medical treatment at home -.375 

If felt no one cared -.320 

Factor 3 (Friend/Significant Other Pattern) 

Patients would turn to a friend: 

If needed to be checked in on .696 .519 
If felt upset .655 .568 
If afraid .637 .445 
If sick and needed to be 
taken care of .608 .287 

If needed way to a doctor .594 .536 
If lonely .562 .563 

.541 

.525 

.489 

.436 

.468 

.427 

.374 

-.406 
-.381 
-.328 

.701 

.484 

.358 

.520 

.639 

.342 

. 6 6 6  

-.351 
-.307 
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Table 14. Verification of Factor Reliability by Randomly 
Dividing the Sample Into Two Parts* and Using 
Varimax Rotation of Principal Components 

Factor Loading 
Factor Subsample 1 Subsample 2 

(N=116) N=108) 

Factor 3 (Continued) 

If needed assistance with 
medical treatment at home .504 .645 

If bored and wanted to be 
with someone liked .457 .531 

If felt no one cared .445 .487 
If needed to talk to someone 
about something important .409 .475 

If hungry and no money for food .492 .524 
If needed place to sleep .466 .592 
If needed money for rent .393 .577 

Patients would turn to self: 

If lonely -.364 -.348 
If needed place to sleep -.346 

Factor 4 (Anomie Pattern) 

Patients would turn to no one: 

If felt upset .708 .524 
If had free time and wanted 
fun .679 .546 

If afraid .608 .494 
If sick and needed to be 
taken care of .516 .536 

If needed place to sleep .415 
If felt no one cared .428 .423 
If felt like ending life .307 .572 

Patients would turn to institution: 

If felt no one cared -.347 
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Table 14. Verification of Factor Reliability by Randomly 
Dividing the Sample Into Two Parts* and Using 
Varimax Rotation of Principal Components 

Factor Loading 
Factor Subsample 1 Subsample 2 

(N=116) (N=108) 

Factor 4 (Continued) 

Patients would turn to self: 

If hungry and no money for food -.420 
If afraid -.493 
If lonely -.334 
If felt like ending life -.338 

Factor 5 (Mixed Pattern) 

Patients would turn to self: 

If afraid .407 
If felt like ending life .459 
If needed place to sleep .317 

Patients would turn to kin: 

If bored and wanted to be 
with someone liked .428 

If afraid .326 

Patients would turn to a friend: 

If needed assistance with 
medical treatment at home .377 

If bored and wanted to be 
with someone liked -.317 

If needed to be checked in on .424 

Patients would turn to institution: 

If felt upset -.472 

Patients would turn to no one: 

If felt like ending life 
If felt no one cared 

-.438 
.330 
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Table 14. Verification of Factor Reliability by Randomly 
Dividing the Sample Into Two Parts* and Using 
Varimax Rotation of Principal Components 

Factor Loading 
Factor Subsample 1 Subsample 2 

(N=116) (N=108) 

Factor 5 (Continued) 

Patients would turn to nuclear family: 

If needed place to sleep .718 
If needed money for rent .704 
If hungry and no money for food .684 
If needed to talk to someone 
about something important .33 9 

If sick and needed to be 
taken care of .334 

If felt like ending life -.348 
If felt no one cared -.314 

*Each case was assigned to one subsample or the other 
with a probability of .50. 
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mixed. Such a finding can be expected with the sample cut 

in half. However, the strong consistency of the first four 

factors is very evident within the small subsamples. The 

amount of variance explained by the five factors in each 

subsample was also similar to the previous factor analysis 

as follows: 

Factor Variance Explained 

Subsample 
1 

1 6.65 

2 4.77 

3 3.96 

4 2.76 

5 2.63 

Subsample 
2 

6.54 

5. 03 

4.18 

2.76 

2.15 

Cumulative Proportion 
of Total Variance 

Subsample Subsample 
1 

.119 

.204 

.275 

.324 

. 371 

2 

.117 

.207 

.281 

.331 

.369 

In summary, five patterns were identified indicating 

which sources of support patients would turn to for various 

kinds of psychosocial problems. Three were "multiplex" or 

"multiple stranded" patterns in which one kind of support 

source was likely to be used across psychosocial problem 

contexts. That is, a Nuclear Pattern was one in which pa

tients who had nuclear families would turn to them regard

less of the problem. A Kin Pattern was one in which 

patients would turn solely to kin for help regardless of the 

problem. The third pattern was one in which patients would 

turn to friends rather than relatives: a Friend/Significant 

Other Pattern. 
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Since multiplex relationships are considered to be 

more emotionally supportive by Granovetter (1973) as well 

as providing a matrix for greater social control, this find

ing alone is an important one to verify and to determine its 

theoretical and clinical ramifications. Durkheim (1951) 

emphasized that one can lack integration into a community or 

traditional group and not have enough social control, or 

there is the opposite possibility of too much integration 

and contro.'; with a similar result of individual destruction. 

The nature of multiplex relationships and their influence 

upon behavior is an area which needs more study. In the 

treatment of psychiatric patients, multiplex relationships 

must be evaluated not only for supportive potential, but 

for destructive potential as well. 

The fourth and fifth patterns cannot actually be 

considered "support patterns" because they are characterized 

by patients not turning to others for help. The Anomie 

Pattern was one in which patients indicated that they would 

not turn to anyone for assistance. This pattern may be 

similar to the "reluctant non-seeker" of low self-esteem 

and unsupportive, unreliable informal networks described by 

Brown (1978). Reasons for not wanting to turn to institu

tions for help may be related to having had experience with 

them and not being satisfied with the assistance received. 

The stigma associated with mental illness could also be a 

reason for ambivalence and avoidance. 
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The fifth pattern: Self Versus Institution, in 

which patients indicated that they would use their own 

resources without turning to others, may be similar to the 

"self-reliant non-seekers" described by Brown (1978). If 

so, patients choosing this pattern are more likely to have 

personal resources and informal networks to call upon if 

needed. An attitude of asking for help only as a last 

resort could be of influence in determining the pattern. 

Another explanation for not turning to either informal or 

formal sources of support might be the belief that help is 

not deserved which evidently is a common norm about help-

seeking (Schreiber and Glidewell, 1978). More empirical 

evidence concerning the characteristics of the Self Versus 

Institution Pattern is needed for an understanding of its 

theoretical and treatment implications. This pattern was 

not a strong one, and whether or not it is a definite pat

tern that can be replicated or simply patients' attempts to 

respond to questions in a socially "appropriate" way is yet 

to be determined. 

Quality of Support. The quality of contact in the 

personal networks of psychiatric patients, using the dis

crepancy index, indicated that two-thirds of those who 

turned to the nuclear family for support were satisfied with 

the amount of contact in their networks. However, one-third 

were not satisfied, most of them preferring more contact 

with the nuclear family. (See Table 15.) Although some of 



Table 15. Degree of Satisfaction With Network Contacts 

Preference Satisfied Preference 
for More With Amount for Less Total 

Network Source Contact of Contact Contact N 
N % N % N % 

Nuclear (22) 30 (48) 66 (3) 4 (73) 

Kin (83) 52 (64) 40 . (12) 8 (159) 

Friend (57) 36 (81) 52 (19) 12 (157) 

Named Professional (40) 43 (41) 45 (11) 12 (92) 

Institution (77) 36 (53) 25 (84) 39 (214) 
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patients indicated a desire for more contact, the previous 

data in Table 7 indicated that many had more nuclear family 

members available than they chose to use. The situation 

with kin is even more dramatic. Only 4 0 percent of those 

who named kin as sources of support were satisfied with the 

amount of contact they had with kin. Fifty-two percent 

preferred more contact, and 8 percent less contact. As 

illustrated previously, 95 percent of the patients had 

three or more kin available, but only 44 percent would seek 

assistance from them; 2 6 percent would turn to one or two 

relatives, and 30 percent would not turn to relatives at 

all. (See Table 8.) It seems as though many of the pa

tients are ambivalent about their relationships with rela

tives. When nuclear-kin are available, patients do not want 

to turn to them; on the other hand, when relatives are not 

available to them, patients want contact with them. Seeking 

help evidently has a high price. The patient's self-image 

is at stake. He may not be able to reciprocate for any 

support that he receives. Also, many of the resources a 

patient needs are likely to be in short supply as far as the 

nuclear family and kin are concerned, so the patient may 

prefer not to ask rather than be refused. 

Dissatisfaction with network contacts was also 

evident in regard to significant others, but to a lesser 

degree than with kin. Although 50 percent of the patients 

who named friends as sources of support were satisfied with 
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their contacts, the other half were not: 36 percent prefer

red more contact and 12 percent less. This finding may 

indicate that patients generally do not expect as much con

tact and support from their friends as they do from rela

tives. The strong norms regarding mutual aid among family 

members is not as extensive among friends or significant 

others in modern society (Litwak and Szelenyi, 1969; Adams, 

1967; Wolf, 1966). Friendship relationships are ordinarily 

less permanent and exist on a voluntary basis. However, 

many patients did have a preference for more contact with 

the small number of significant others that were named as 

sources of support. 

Patients were least satisfied with the amount of 

contact with institutions. Only 25 percent felt the amount 

of contact was as they preferred; the other 75 percent 

either preferred more contact (36 percent) or less contact 

(39 percent). (See Table 15.) A number of issues are 

related to this finding. Patients have ambivalence about 

seeking or accepting psychiatric treatment because of the 

stigma involved and what it means in terms of their future 

roles in the family and community. If patients are willing 

to take the risk of accepting psychiatric treatment, they 

may then find that the treatment setting is an impersonal, 

bureaucratic structure with middle class professionals who 

are of a different cultural background. Patients and 

therapists seldom approach therapy with similar orientations. 
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coupled with the fact that there is no evidence that psycho

therapy or other kinds of current treatment methods are 

effective for all patients. Those of lower socioeconomic 

status who lack verbal skills, and the "chronically" dis

abled are the least likely to have successful outcomes 

(Paul, 1973). Therefore, it is understandable that "less 

contact" with institutions would be preferable. On the 

other hand, those who wanted more contact were asking for 

more help from institutions to solve their problems. Want

ing more contact could indicate either that not enough was 

accomplished during previous periods of treatment, or that 

positive experiences in the hospital setting were conducive 

to patients returning for more help as they needed it. 

Others may have found the hospital setting to be a place of 

refuge from a seemingly hostile environment. 

The quality of network support was also measured in 

terms of how helpful patients felt each support source would 

be if assistance were needed. (See Table 16.) Institution

al sources, the immediate family, and named professionals 

were considered very to extremely important in providing 

help if needed in over 50 percent of the cases. Other rela

tives were judged to be the least important sources of help 

with 57 percent of the patients indicating they were either 

not at all important or slightly important in providing help 

if needed. Only 22 percent considered other relatives as 

very or extremely important in providing assistance. 



Table 16. Helpfulness of Support Sources 

Not At All/Slightly Somewhat Very/Extremely 
Support Source N % N % N % 

Immediate Family (68) 30 (28) 13 (128) 57 

Other Relatives (128) 57 (47) 21 (49) 22 

Friend/Neighbor (79) 35 (67) 30 (78) 35 

Named Professional (63) 28 (40) 18 (121) 54 

Institution/Agency (42) 19 (40) 18 (142) 63 

(N=224) 
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Friends and neighbors were as likely to be judged as an 

unimportant help source (35 percent), a somewhat important 

source (30 percent), or a very important source of help 

(35 percent). 

Patients' perceptions of the differences in helpful

ness of the support groups are also summarized in Table 17, 

using the New Multiple Range Test (Duncan, 1955, 1957). 

The highest degree of helpfulness is evident for the imme

diate family and institutions. These two groups are not 

significantly different from each other at the .01 level. 

Named professionals and the immediate family, likewise are 

not significantly different from each other but are differ

ent from the friend and kin groups. The kin group was 

judged the least helpful group and is significantly differ

ent from each of the others. 

In summary, the quality of network support among 

informal network sources in this study varied. Patients 

generally were more satisfied with nuclear family contacts 

than friends, and least satisfied with kin contacts. They 

considered the immediate family as very important sources 

of help with friends and other relatives less important. 

Formal network sources (institutions, community 

agencies, professionals) were generally considered to be 

important means of support among veteran psychiatric pa

tients, particularly for economic problems. The quality 

of contact was not considered satisfactory for community 



Table 17. Results of Duncan's New Multiple Range Test, Comparing Differences in 
Helpfulness of Support Groups 

Kin Friend Named Professional Nuclear Institution 

1.34 1.93 2.29 2.43 2.70 

Note: 
different 

different. 

Any two means not underscored by 
at the .01 level. 
Any two means underscored by the 

the same line are 

same line are not 

significantly 

significantly 

M 
H 



115 

agencies and institutions. Yet, patients recognized them 

as very important sources of help. 

Relationship of Background Variables 
to Type of Support Pattern 

To gain an understanding of the relationship 

between patients' social backgrounds and their choices of 
g 

support patterns, a regression analysis was done. Step

wise multiple regression was used to identify from among 

the background variables of age, marital status, ethnicity, 

education, income, living situation, religious affiliation, 

religious practice, work status, history of previous treat

ment, and diagnosis, a subset of potential predictor 

variables. (See Cohen and Cohen, 1976; Hill, 1979.) 

In the stepwise selection procedure, a search is 

made for the variable with the largest F. No significance 

test can be applied using the procedure. The F—TO-ENTER 

level of 4.0 is commonly used as a minimum value for a 

variable to enter the regression equation. An F-TO-ENTER 

value is used as a measure of the importance of one varia

ble relative to another (Hill, 1979). 

A summary of the findings are in Table 18. The 

most important variable in choice of a Nuclear Pattern is 

marital status. The characteristic of being married 

8. The multiple linear regression program BMDP2R 
(Stepwise Regression), Health Sciences Computing Facility, 
University of California, Los Angeles, Ca., was used. 



Table 18. Stepwise Regression of Support Patterns on Social Background Variables 

Independent Standard Error Increase F to 
Variables Coefficient of Coefficient R R2 in R2 Enter 

Nuclear Pattern 

(Y-intercept) (.006) 
Married 2.550 . 196 . 636 .405 .405 151.04 
Divorced .470 .208 .648 .420 .015 5.74 

Friend/Significant Other Pattern 

(Y-intercept) (1.247) 
Living with 
Relatives -.516 .172 .266 .071 .071 16.97 

Schizophrenia -.456 .159 .332 .110 .039 9.76 
Living with 
Peers .872 .334 .363 .132 .022 5.25 

Divorced .438 .176 .395 .156 .024 6.19 

Kin Pattern 

(Y-intercept) (2.062) 
White (Anglo) -.516 .184 .307 .094 .094 23.17 
Age -.022 .007 .362 .131 .037 9.37 
No Previous 
Treatment .507 .208 .393 .155 .023 6.06 

Living Alone -.635 .201 .415 .172 .017 4.60 
Married -.582 .222 .444 .197 .025 6.89 



Table 18, Continued 

Independent Standard Error 9 Increase F to 
Variables Coefficient of Coefficient R R2 in r2 Enter 

Anomie Pattern 

(Y-intercept) (.447) 
Religious 
Practice -.134 .028 .279 .078 .078 18.69 

Never Married .146 .076 .323 .104 .027 6.61 
Protestant .175 .072 .354 .125 .021 5.19 
Schizophrenia .156 .074 .377 .142 .017 4.39 

Self Pattern 

(Y-intercept) (.382) 
Anxiety . 473 .123 .160 .025 .025 5.81 
Married -.251 .191 .209 .044 .018 4.17 
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accounts for 40 percent of the variance. Being divorced, 

although also important, is much less so, explaining another 

1.5 percent of variance. 

Patients who use the Nuclear Pattern are those who 

have legal, as well as social and psychological ties to a 

marital relationship. Some divorced persons turn primarily 

to their children for support, but they do not use the nu

clear family to the extent that patients with intact nuclear 

families do. The picture seems to be one of an isolated 

nuclear family, with the exception of turning to institu

tions for various kinds of resources that are not available 

in the nuclear family. Patients depend upon a small number 

of persons in the nuclear family for support, and in most 

instances, the focus is upon their wives. The importance of 

having a confidant or companion has been emphasized in the 

studies of Lowenthal and Haven (1968) and Miller (1978). On 

the other hand, the strain of mental illness on the nuclear 

family, and particularly on a spouse, has yet to be consider

ed in a network context. At issue is a wife's support sys

tem, as well as that of her husband's. If the wife's 

network has a broad, supportive base, she may be able to 

tolerate the strain more easily and also give more support 

to her husband and children. The more isolated the nuclear 

family, the fewer the resources available. 

Variables found to be important in determining the 

choice of a Friend/Significant Other Pattern are marital 
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status, living situation, and diagnosis. Patients who are 

divorced, living with peers rather than with relatives, and 

do not have a diagnosis of schizophrenia are likely to choose 

friends or significant others as sources of support. Al

though no single independent variable accounts for a lot of 

the variance in the dependent variable, all of these vari

ables together explain 16 percent of the variance. This 

pattern may be similar to one commonly found among divorced 

males in the population-at-large. Independence from rela

tives is preferable, and they are sociable enough to share 

living situations with peers. Likewise, without a label of 

schizophrenia, they may be able to excuse their hospitaliza

tions (due to depression) to friends in an acceptable way, 

i.e., overwork, worrying too much, being upset over divorce. 

The important background variables related to selec

tion of a Kin Pattern are those of ethnicity, marital status, 

age, living situation, and history of previous treatment. 

Twenty percent of the variance is explained by these vari

ables. Thus, patients who are White (Anglo), married, living 

alone, and older, with a history of previous treatment, are 

not likely to choose the Kin Pattern. Those who have had 

no previous treatment, who are younger, unmarried, and non-

Anglo are more inclined to turn to kin for assistance. 

These findings seem to indicate that non-Anglo rela

tives are more likely to be tolerant of the younger, unmar

ried person living at home who has his first episode of 
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mental illness, rather than older men who have more exten

sive histories of psychiatric treatment. The Kin Pattern 

reflects norms regarding adulthood and the establishment of 

one's place in society—as an independent male, a person 

with an occupation and work history, a person who conducts 

himself properly, and who is able to form a. family of his 

own. The young, yet dependent males who do not have a re

curring pattern of unacceptable behavior are tolerated until 

given enough time as perceived by their relatives to become 

established. When males are older and are not assuming 

their proper roles in society, but are exhibiting frequent 

episodes of "deviant" behavior, relatives are likely to be 

less tolerant. Acts of conflict within a family often af

fect the bonds of cohesion. As Nisbet (1970) has pointed 

out, the effects of both conflict and deviance generally 

remind persons in a community that they have values and 

ties that must be adhered to, and this reminder leads to a 

strengthening of each. Groups or communities need from 

time to time to reaffirm their values in the interest of 

preserving consensus (Nisbet, 1970:291). Thus, relatives 

eventually are inclined to expect even their own family mem

bers to abide by the norms of their communities. 

Important predictor variables for the Anomie Pattern 

are those of marital status, religious affiliation, reli

gious practice, and diagnosis. The variables together 

account for 15 percent of variance, with the most important 



121 

variable being religious practice (8 percent variance ex

plained) . Thus, those who have never been married, of 

Protestant affiliation but not practicing their religion, 

and having a diagnosis of schizophrenia, are likely to be 

identified with the Anomie Pattern. The variables linked to 

the Anomie Pattern are in keeping with Durkheim's conclu

sions regarding the importance of integration when he tested 

the hypothesis that integration and suicide vary inversely. 

In his attempt to demonstrate that the hypothesis applied 

equally to the religious, political, and domestic aspects 

of society, he found that Protestants had higher suicide 

rates than Catholics, and noted that Protestant churches 

were less strongly integrated than the Catholic church. The 

strict discipline to which the Catholic religion subjects 

individuals' thoughts and actions was considered a source of 

immunity against suicide (Durkheim, 1951:376). 

The Anomie Pattern presents a picture of veteran 

psychiatric patients who lack integration not only into the 

family group (nuclear and extended) but within the religious 

realm as well. Although patients are likely to be affilia

ted with Protestantism, which generally provides less social 

control than the Catholic church, they are not even involved 

enough to carry through with any of the religious practices. 

Their isolation is further indicated by the psychiatric 

label placed upon them. Schizophrenia represents a 
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withdrawal from the interpersonal world into a personal 

intrapsychic world. 

The Self Versus Institution Pattern has only two 

predictor variables of importance: diagnosis and marital 

status. A diagnosis of anxiety and being unmarried are 

likely determinants of the choice of a Self Versus Institu

tion Pattern. However, neither variable explains much of 

the variance in choice of the Self Versus Institution Pat

tern. The only conclusion that can be made is that patients 

who are likely to handle problems without assistance are 

also likely to be considered the "least ill" and, therefore, 

may have less stigma associated with their identities and 

more resources available to them if they choose to use them. 

This finding is consistent with the description of "self-

reliant non-seekers" by Brown (1978). 



CHAPTER 5 

CONCLUSIONS 

The epidemiologist John C. Cassel (1973) has identi

fied factors in urban society which increase susceptibility 

to physical and mental disorders: increased population den

sity, rapid social change, absence of generally accepted 

cultural norms due to heterogeneity of populations, cultural 

and racial conflict, and the growth of large, complex, 

impersonal institutions that intimately affect the lives of 

people who do not understand how they operate. 

He has also investigated protective factors that 

determine which members of a population remain healthy. One 

is a biological capacity to adjust physiologically and 

psychologically. Another is the strength of group supports. 

He and other investigators have concluded that persons who 

are effectively integrated into social networks that provide 

consistent communication of what is expected of them, assist

ance with tasks, appropriate rewards, and evaluations of 

performance, are more likely to be physically and psycho

logically healthy (Cassel, 1973; Caplan, 1976). It is for 

these reasons, the study of the social networks of veteran 

psychiatric patients assumes particular importance. 

After reviewing the research literature, many gaps 

were evident as far as an understanding of the supportive 

123 
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and non-supportive aspects of the social networks of psy

chiatric patients. 

Network analysis was used to explore some of the 

characteristics of veteran psychiatric patients' personal 

networks within the social context of needing assistance or 

support for psychosocial problems. Some aspects of network 

structure, such as size and availability of family—kin mem

bers, were addressed as well as the nature and quality of 

network links. Five network patterns were identified and a 

number of social background variables were found to be 

related to choice of pattern. 

The veteran psychiatric patients were found to be a 

disadvantaged group who, for the most part, were unemployed 

and highly dependent upon the Veterans Administration and 

other agencies for economic support. Over 75 percent had 

been hospitalized previously and most patients were well 

acquainted with institutional sources of assistance. 

Although patients had an ample number of family-kin 

sources to turn to for assistance, when confronted with 

problematic situations and asked who they would turn to for 

help, they named only a small number (usually three or less) 

informal sources: nuclear family, kin, friends. A similar 

finding was evident in the study of veteran psychiatric pa

tients by Toldsdorf (1976) and in the work of Pattison et al. 

(1975). In their clinical work using the Pattison Psycho

social Kinship Inventory, Pattison et al. (1975) reported 
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that the personal networks of neurotic patients contained 

10 to 12 people, and psychotic patients only 4 or 5, usually 

family members. The average size of a "normal" person's 

personal social network, according to Boissevain (1974) and 

Pattison et al. (1975), is 30 people. Relationships within 

a network ordinarily involve 4 to 5 subgroups, each con

sisting of 5 or 6 people in groups as the family, relatives, 

friends, neighbors, and work or social contacts. 

The social network patterns identified in this 

study of veteran psychiatric patients did not contain 5-6 

people in various subgroups. Instead, three multiplex 

patterns emerged. That is, patients were likely to turn 

solely to the nuclear family, to kin, or to significant 

others for support. Another unique finding was that two 

other patterns emerged in which neither informal nor formal 

sources were considered by patients to be sources of support. 

The implications of having a small, multiplex per

sonal network is an area requiring further research. Like

wise, the effects of patients feeling that they do not have 

either informal or formal sources of help to turn to, as 

the Anomie Pattern implies, is an especially important area 

for further research, both theoretically and in terms of 

knowledge for treatment purposes. Each network pattern de

scribed in this study is a hypothesis for further testing: 

and the background variables found to be related to the 

patterns—marital status, living situation, diagnosis, 
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religious preference, religious practice, age, and history 

of previous psychiatric treatment—are potentially important 

predictors of the patterns. 

As far as the quality of network support was con

cerned, considerable ambivalence was reflected in the re

sponses of the psychiatric patients. Although family-kin 

were potentially available to them, they did not feel free 

to call upon many of them. Yet, they generally preferred 

itlore contact with them as well as with friends and signifi

cant others. A number of possibilities have been suggested 

for these findings, such as the stigma associated with men

tal illness and the loss of roles in the family and commu

nity. The variables that are of influence need to be more 

clearly identified. 

Formal sources of support were found to play a more 

predominate part in the networks of veteran psychiatric 

patients than seems to be true of non-institutionalized 

males of lower socioeconomic status in society today. As 

stated previously, turning to institutions may not be the 

preferable course of action but one of necessity due to a 

lack of resources within the informal network or an unwill

ingness to ask for help from family and kin. Both the 

immediate family and institutions were considered to be very 

important sources of help in times of need. However, 

considerable ambivalence was also displayed in regard to the 

quality of contact with institutions. Many preferred more 
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contact, but just as many preferred less contact with insti

tutions. The majority of patients were not satisfied with 

the amount of institutional contact they had. Patients sel

dom identified professionals by name as sources of support, 

but recognized their importance in providing help. If they 

could have counted upon professionals that they knew by 

name to provide assistance when needed, they would have 

considered them to be sources of support, but this was not 

the case. 

These findings have important implications for the 

treatment of veteran psychiatric patients. This group of 

patients represents the disadvantaged, stigmatized, less 

integrated members of society. Although only one Anomie 

Pattern emerged in the network analysis, evidence of varying 

degrees of anomie and alienation appear throughout the 

study. 

Anomie behavior is formed out of the disproportion 

between what one has and what one is led, through normative 

expectations, to believe he should have (Nisbet, 1970). It 

is often a conflict between ends and available means. But 

more fundamentally, it is a conflict between two sets of 

norms, those within which one lives and those at a higher or 

lower level. In American society, middle-class standards 

and democratic norms are predominate. Although the veteran 

psychiatric patients in this study were of lower socioeco

nomic status, in a democracy, they are likely to believe 
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that with an education and/or hard work, one's position in 

society can be changed. As a result of being in the service 

of their country, these men have to some extent experienced 

the standards of the middle class. Also, the media in our 

country constantly holds before all to see and hear, the 

values of middle-class society. Norms of success have been 

taught in schools, churches, in the military, and in other 

institutions. Yet, patients are now unable to assume roles 

that can give them the rewards that they want and probably 

feel they deserve. The stigma of mental illness and the 

disruption of family and work roles contribute to both 

anomie and alienation.^ 

The findings also point to the bureaucratic health 

care system in which psychiatric patients are treated as 

possibly contributing in some respects to the alienation and 

anomie already experienced. 

The work of helping in this society is almost en

tirely a matter of relations between strangers. A number of 

dilemmas are experienced by professionals in the work of 

helping strangers (Lenrow, 1978) . For instance, the profes

sional must weigh how to use his or her technical skills and 

at the same time become involved with people in a caring way. 

9. There is some anomie in almost all forms of 
alienation, and to some degree, alienation in the manifesta
tions of anomie. Alienated behavior is characterized by 
withdrawal, with a lack of commitment to norms and roles. 
(See Nisbet, 1970.) 
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Often sociocultural backgrounds are not similar, which makes 

it difficult for a therapist to take into account the pa

tient's perception of his situation. When professionals 

work with others of varying social and ethnic backgrounds, 

they must grapple with the question of whether they can 

help people who have less economic security while they hold 

positions of economic security, privilege, and power. The 

image of being an expert, often taken on by professionals, 

results in a distant relationship with those who are already 

feeling alienated from people. And those who try to be 

responsive to clients in simple, caring ways may become 

overwhelmed with a seemingly bottomless pit of unmet needs. 

The unending demand upon their energies can be a price too 

high to pay for being accessible and caring. (See Lenrow, 

1978.) 

Private practitioners in a local community may work 

with clients of similar social status, values and ethnic 

background and not experience some of these dilemmas. But 

professional as well as nonprofessional helpers are increas

ingly becoming salaried employees in bureaucratic organiza

tions where they are attempting to help people whose life 

circumstances and priorities are markedly different from 

their own. 

The answer to these dilemmas is not in having psy

chiatric practitioners only assist those who are similar to 

themselves. Such a practice would perpetuate the already 
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unjust distribution of services in favor of the affluent, 

at the expense of the poor and powerless. 

Lenrow (1978) suggests the development of networks 

of professional and nonprofessional helpers as an alterna

tive to bureaucratic technical services, on the one hand, 

and isolated helpers on the other hand. Such a network of 

helpers would form contracts with patients who need assist

ance. As an ongoing social network, practitioners would 

explore whether their modes of understanding and coping with 

distress are useful to the client's personal network. The 

aim of the contract would be for a network of professionals 

to support the client's network in developing a viable way 

of communicating and problem solving during problematic 

situations, so that outside help eventually would not be 

needed. These suggestions are an elaboration of network 

therapy and the use of various kinds of support groups 

already espoused by others (Caplan, 1974, 1976; Erickson, 

1975; Speck, 1967; Speck and Attneave, 1973; Speck and 

Rueveni, 1969). 

Certainly social network therapy has promise for 

reviving the supportive functions of the personal networks 

of psychiatric patients. This study, however, indicates 

that for some patients more than a revival is needed. 

Rather, the establishment of a personal network may be 

necessary. In such instances, it is particularly important 

that the treatment setting itself provide a supportive 
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network to veteran psychiatric patients, with the intention 

of helping the patient expand his network to include infor

mal as well as formal sources of support. 

Further research, using network analysis, is neces

sary to verify the findings of this study. Replication 

would be particularly useful for further development of 

network theory, as well as contributing to an understanding 

of the social and psychological relationships of psychiatric 

patients. 



APPENDIX A 

INTERVIEW SCHEDULE 

Date 

1. Number 

2. Name of health care facility 

3. Patient status: 1. Inpatient 2. Outpatient 

4. Age 

5. Marital Status: 

1. Never Married 4. Widowed 
2. Divorced 5. Married 
3. Separated 6. Other 

Religious Affiliation: 

1. Protestant 3. Other: (Specify) 
2. Catholic 4. None 

7. Are you currently practicing your religion? 

1. No, not at all 4. Often 
2. Seldom 0. Not applicable 
3. Sometimes 

8. What was the last year of school you completed? (Circle) 

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19+ 

9. What is your occupation? 

10. What kind of work were you doing when you last worked? 

11. Have you worked in the past six months? 

1. No 2. Yes 
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12. If not, why? 

1. Temporarily unable 
2. Permanently unable 
3. Student 
4. Retired 

5. Unable to find job 
6. Other: 
7. Not applicable 

13. What kind of income do you receive? (Check all that 
apply.) 

1. Veterans compensation, pension retirement 
2. Social Security 
3. County aid 
4. State unemployment insurance 
5. Salary 
6. Saving 
7. Family support 
8. Other: 
9. None 

14. What is your total income per month? 

15. Who are the members of your household? 

16. Do you have living relatives? 

1. Yes 2. No 3. Don't know 

If yes, list them below and indicate where the 
relatives live. (Choose the statement that is closest 
and put the number in the space next to the relative(s) 
to whom it applies.) 

1. Another country 4. 
2. A different section 5. 

of the country 6. 
3. Same section of the 7. 

country (1,000 mile 8. 
radius) 0. 

A bordering state 
Same state 
Same city/town 
Same neighborhood 
Same household 
Don't know or no relatives 

List Relative(s) Nearness Score 
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17. What city or town did you live in for the longest 
period of time before age 16? 

18. Have you had psychiatric treatment (i.e., for 
nervousness) before? 

1. Yes 2. No 

I am going to mention different kinds of situations where 
people usually need help. As I read, imagine that you are 
in the situation and tell me who or where you would turn to 
for help. 

1. If you felt lonely? 

2. If you needed a job? 

3. If you were having a lot of physical pain? 

4. If you were afraid? 

5. If you did not have a place to sleep? 

6. If you were just home from the hospital and needed 
someone to check in on you once in awhile? 

7. If you wanted to be around people? 

8. If you were so sick you needed someone to take care of 
you? 



9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
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If you had free time and wanted some fun? 

If someone close to you died? 

If you were hungry and had no money to buy food? 

If you felt no one cared about you? 

If you needed help with some medical treatments at 
home? 

If you were bored and wanted to be with someone you 
liked? 

If you felt no one cared about you? 

If you were sick and needed a way to get to a doctor? 

If you thought someone was going to hurt you? 

If you wanted to talk to someone about something really 
important? 

If you were nervous or upset? 

If you needed money to pay rent and did not have it? 



Write down the specific person(s) and/or places previously mentioned by the 
respondent, then ask the followinq questions: 

A. How often do you usually contact each of the people and/or places named? 

B. How much contact do you prefer to have with each one mentioned? 

(Show card listing statements and ask respondent to give the number of the statement 
that applies for A and B above.) 

Person(s) or 
Place(s) Namec 
by Respondent Usua 1 Amoun t of C ontact Prefe rred A] mount Df Con tact 

1.  

Not at 
All Rarely 

Some
times Often 

Very 
Often 

Not at. 
All Rarely 

Some
times Often 

Very 
Often 

1.  
0 1 2 3 4 0 1 2 3 4 

1.  
2. 
3. 
4. 
5. 
6.  
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 



Generally, how important do you think the following would be in providing help if 
you needed it? (X) 

Source of Help How Important in Providing Help? 

1. The members of your 
immediate family 

2. Other relatives 

3. Friends, neighbors, 
co-workers, other 
people (known by 
name) 

4. Named 
professional(s) 

5. Professional 
workers (not 
specifically 
known by name) 
Community Agencies, 
Hospitals, Clinics 

Not at All Slightly Somewhat Very Extremely 

1. The members of your 
immediate family 

2. Other relatives 

3. Friends, neighbors, 
co-workers, other 
people (known by 
name) 

4. Named 
professional(s) 

5. Professional 
workers (not 
specifically 
known by name) 
Community Agencies, 
Hospitals, Clinics 

0 1 2 3 4 

1. The members of your 
immediate family 

2. Other relatives 

3. Friends, neighbors, 
co-workers, other 
people (known by 
name) 

4. Named 
professional(s) 

5. Professional 
workers (not 
specifically 
known by name) 
Community Agencies, 
Hospitals, Clinics 

1. The members of your 
immediate family 

2. Other relatives 

3. Friends, neighbors, 
co-workers, other 
people (known by 
name) 

4. Named 
professional(s) 

5. Professional 
workers (not 
specifically 
known by name) 
Community Agencies, 
Hospitals, Clinics 

1. The members of your 
immediate family 

2. Other relatives 

3. Friends, neighbors, 
co-workers, other 
people (known by 
name) 

4. Named 
professional(s) 

5. Professional 
workers (not 
specifically 
known by name) 
Community Agencies, 
Hospitals, Clinics 

1. The members of your 
immediate family 

2. Other relatives 

3. Friends, neighbors, 
co-workers, other 
people (known by 
name) 

4. Named 
professional(s) 

5. Professional 
workers (not 
specifically 
known by name) 
Community Agencies, 
Hospitals, Clinics 

1. The members of your 
immediate family 

2. Other relatives 

3. Friends, neighbors, 
co-workers, other 
people (known by 
name) 

4. Named 
professional(s) 

5. Professional 
workers (not 
specifically 
known by name) 
Community Agencies, 
Hospitals, Clinics 

Thank you very much for your participation. 



Comments regarding the interview 

Diagnosis 

Ethnicity 

Signature of Interviewer 



APPENDIX B 

PATIENT INFORMATION AND CONSENT FORM 

"A Study of Social Support Patterns" 

Information 

The purpose of this study is to identify where 
people think they may turn in times of need. Information 
from the study is being obtained to assist clinical staff 
in having a better working knowledge of the sources of help 
people may or may not have available. The ultimate goal is 
for such knowledge to be used to improve treatment. 

Information is collected by an interview, which 
includes questions about situations where help may be 
needed. Not everyone has experienced each situation, and 
to imagine some of the situations could be upsetting for 
some people. If any part of the interview is upsetting to 
you, professional help will be available. 

The interview will take approximately 30-45 
minutes. There will be no cost to you, and you are free 
to ask questions at anytime during the interview which 
will be answered willingly by the interviewer. 

Consent 

I understand that my participation in this study 
is voluntary and that my name will not be used for any 
purpose. My identity will not be revealed in any 
publications. 

I understand the purpose of the study as stated 
above and if I decide not to continue the interview at any 
point, my regular treatment will not be jeopardized now or 
in the future. 

I consent to participate in this study. I also 
understand that this consent form will be filed in an area 
designated by the Human Subjects Committee with access 
restricted to the principal investigator or authorized 
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representatives of the Sociology Department, University 
of Arizona. 

Witness'Signature Patient's Signature 

Date 



APPENDIX C 

TYPES OF INSTITUTIONAL RESPONSES 
TO PSYCHOSOCIAL PROBLEM SITUATIONS 

BY MEDICAL CENTER 

Tucson, Los Angeles, 
Arizona California Total 

Institutional Responses: 

Hospital 89 84 173 
Police 43 32 75 
Salvation Army 37 9 46 
Employment Office 31 39 70 
Church 30 27 57 
Welfare Office 11 12 23 
Rescue Mission 3 20 23 
Alcoholics Anonymous 8 5 13 
Fire Department 
(Paramedics) 1 6 7 

DES (Food Stamps) 8 8 
Drug Store 1 1 2 
Halfway House 1 1 
Red Cross 7 2 9 
VFW 7 7 
American Legion 3 3 
DAV 3 3 
Community Agency 
(Unspecified) 4 2 6 

YMCA 4 2 6 
Masonic Lodge 1 1 
VNA 4 1 5 
St. Vincent DePaul 
Society 2 2 

St. Elizabeths of 
Hungary 1 1 

Ashram 1 1 
Loan Company 1 1 2 
Pawnshop 1 1 
Senior Citizen 
Organization 1 1 
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Tucson, 
Arizona 

Los Angeles, 
California Total 

Institutional Responses (Continued): 

Social Security Office 2 2 4 
Free Clinic 1 1 2 
Parole Office 1 1 2 
Nursing Home 1 1 2 
Union Hall 1 2 3 
Credit Union 1 1 
Bank 3 3 
After Care Program 1 1 
Helpline 1 1 2 
Cope 2 2 
Community Mental 
Health Clinic 1 1 2 

Veterans Affairs Office 3 3 6 
Civil Service 1 1 
Manpower, Incorporated 1 1 2 
University 1 1 
Board and Care Home 4 4 
Jail 3 3 
CETA 2 2 4 
Library 2 2 4 
Professional Organization 2 2 4 
USO 1 1 2 
Recovery 2 2 4 
Professional Job Agency 1 1 2 

istitutional Worker Responses: 

Doctor 68 64 132 
Nurse 7 23 30 
Social Worker 7 18 25 
Priest 13 10 23 
Minister 10 8 18 
Psychiatrist 6 7 13 
Counselor 6 7 13 
Therapist 3 5 8 
Lawyer 5 3 8 
Psychologist 2 1 3 
Human Services Worker 1 1 
Nursing Assistant 1 1 
Nun 1 1 



APPENDIX D 

FACTOR ANALYSIS OF RESPONSES TO 
SOCIAL, PSYCHOLOGICAL, PHYSICAL AND 
ECONOMIC PROBLEM SITUATIONS USING 

VARIMAX ROTATION OF PRINCIPAL COMPONENTS 

Factor 
Factor Loading 

Factor 1 (Nuclear Pattern) 

Patients would turn to nuclear family for: 

Social problems .896 
Physical problems .871 
Psychological problems .841 
Economic problems .482 

Patients would depend on self for: 

Social problems -.416 

Patients would turn to institution for: 

Physical problems -.329 

Factor 2 (Kinship Pattern) 

Patients would turn to kin for: 

Physical problems .789 
Social problems .771 
Economic problems .733 
Psychological problems .713 

Patients would turn to institution for: 

Physical problems -.417 
Social problems -.344 
Economic problems -.318 
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Factor 
Factor Loading 

Factor 3 (Friend/Significant Other Pattern) 

Patients would turn to friends for: 

Physical problems 
Social problems 
Economic problems 
Psychological problems 

Patients would turn to institution for: 

Physical problems 

Patients would turn to self for: 

Social problems 

Factor 4 (Self versus Institution Pattern) 

Patients would turn to self for: 

Economic problems 
Psychological problems 
Social problems 
Physical problems 

Patients would turn to institution for: 

Economic problems 
Psychological problems 
Social problems 

Factor 5 (Anomie Pattern) 

Patients would turn to no one for: 

Social problems .675 
Psychological problems .674 
Physical problems .658 
Economic problems .540 

789 
741 
711 
672 

-.389 

-.332 

732 
684 
410 
368 

649 
649 
368 
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