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ABSTRACT 

The present study examined the impact of the Veterans Admin

istration disability compensation system on the personality and behavior 

of psychiatrically disabled veterans who receive compensation payments, 

Weinstein proposed a "disability process" model in which physical ill

ness or injury was unwittingly utilized as a solution to a network of 

problems centering on frustrated dependency needs, decreased produc

tivity, and faltering self-esteem. An attempt was made to determine 

whether Weinstein's model applies to the psychiatric disabilities of 

veterans. 

Seventy-one male psychiatric outpatients seen at the Tucson 

Veterans Administration Medical Center participated in the study. Of 

this total, 26 had been receiving 100 percent service-connected com

pensation payments ($809 per month) for at least the past five years 

(100 percent group), 21 had been receiving between 10 percent and 90 

percent payments ($44 to $450 per month) during the same period (10-

90 percent group), and 24 had received no Veterans Administration com

pensation for their psychiatric impairments in the past five years (UNC 

group). Personality questionnaires, a self-report demographics ques

tionnaire, and a records search were utilized to compare these three 

groups. The main hypotheses contended that 10-90 percent group members 

would be more self-critical and would view themselves as more psycho

logically disturbed and externally controlled than members of the other 

two groups, as they were assumed to be unconsciously fighting to 
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establish the validity and extent of their disabilities. Subjects in 

the UNC group were hypothesized to be the healthiest psychologically 

because it was assumed that they had not become enmeshed in the "dis

ability process". 

On 20 of the 21 subscales measuring some form of psychological 

distress, no significant differences among groups were uncovered. There 

were also no differences among groups on the internal-external locus of 

control dimension. These findings failed to support the hypothesis that 

the 10-90 percent group would see themselves as most psychologically 

disturbed and externally controlled. The expectation that 10-90 percent 

group members would be most self-critical was directly contradicted, as 

on three of ten subscales subjects in the 10-90 percent group reported 

significantly more positive self concepts than members of the other two 

groups-

Despite the fact that they were rated for compensation purposes 

as "totally disabled," 100 percent group members reported no more 

psychological distress than subjects in the other two groups (with the 

exception that they reported significantly more hostility than UNC group 

members). However, both the attainment of initial 100 percent compensa

tion status and of a permanent 100 percent rating led to significant 

reductions in the number of days 100 percent group members spent in the 

hospital (when the year after the rating change was compared with the 

year before). In addition, when they worked, subjects in the 100 per

cent group were employed in lower status occupations than members of the 

other two groups. 
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UNC group members were shown to be similar to 100 percent group 

members on most assessment measures. However, during the past five 

years UNC group members were hospitalized significantly more times and 

for significantly more days than subjects in either of the other two 

groups. 

A direct discriminant function analysis generated two functions 

which together correctly classified 74.6 percent of the subjects. An 

unrotated factor analysis yielded factors descriptive of psychiatrically 

disabled veterans as a group. 

An alternative disability process model was proposed that may be 

more applicable to a psychiatrically impaired population. Also, future 

research projects were suggested including some possible experimental 

modifications in the Veterans Administration compensation system that 

might make it more beneficial to the mental health and self-esteem of 

psychiatrically impaired veterans, while maintaining cost efficiency. 



INTRODUCTION 

An important political issue to which an increasing amount of 

attention is being paid is this nation's burgeoning network of compensa

tion systems. One important component of this vast system is the 

Veterans Administration. In 1978 the V.A. paid a total of $5,077,339,556 

in disability compensation to 2,258,790 physically and psychiatrically 

impaired veterans whose disabilities were incurred or aggravated while 

they were in the service. The purpose of the present study is to examine 

the impact of this compensation system on the personality and behavior 

of psychiatrically disabled veterans who receive such payments. 

There have been no systematic research studies investigating the 

effects of V.A. compensation system on the personality and behavior of 

compensated veterans. However, much related research has been conducted 

with veteran and non-veteran populations, dealing with physical and, to 

a lesser extent, psychiatric disabilities. The ensuing literature 

review will provide a composite description of the personality and back

ground of those disabled persons who are most resistance to rehabilita

tive efforts and therefore are least likely to become productive members 

of society. Next, a conceptual framework will be presented to account 

for the difficulties that plague such persons. Finally, the work of 

several researchers who have focused specifically on the disability 

process itself will be reviewed. An attempt will be made by the present 

author to extend these ideas to a psychiatrically disabled veteran popu

lation, 

1 
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Several experimenters have utilized demographic and personality 

measures to construct profiles of successful and unsuccessful rehabili

tation candidates. By utilizing these profiles, it was hoped that 

rehabilitation efforts could be concentrated on persons who were likely 

to benefit from them. In a review article, Games (1973) summarized 

several studies that strongly suggested that persons with "hypochondria-

cally organized personalities" were nearly always rehabilitation 

failures. Such people were identified by their large number of anatomy 

responses on the Rorschach and by their high passive dependency scores 

on various personality questionnaires. In a well-controlled study with 

56 chronic psychotic patients, Griffiths C1974) showed that low self-

confidence, lack of drive, and an attitude that their disability was 

serious were predictive of lack of rehabilitation success. These find

ings were based on structured interviews and a self-report self-

confidence questionnaire. Ayer, Thoreson, and Butler (1966) investi

gated 79 vocational rehabilitation clients and found that unsuccessful 

rehabilitants were less educated, younger at the age of onset of the 

disability, emotionally rather than physically disabled, and had ele

vated Pd and K scores on the MMPI. Barry, Dunteman, and Webb (1968), 

working with 125 physically disabled veterans, found that rehabilita

tion failure was associated with negative attitude toward self, a large 

discrepancy between ratings of real and ideal self, low intelligence, 

and little interest in social interaction. In a study of 61 physically 

and psychologically disabled male veterans, Campbell, Clarkson, and 

Sinsabaugh (1977) demonstrated that unsuccessful rehabilitants were 
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younger at the time of onset of the disability, had higher Pd and Ma 

scores on the MMPI and had fewer dependents than successful rehabili-

tants. The authors suggested that rehabilitation failures may have 

possessed an "acting out" character disorder that included impulsivity 

and hostility toward authority figures. From this conglomeration of 

results one might conclude that non-rehabilitants are passive-dependent, 

poorly educated, unmotivated people who lack self-confidence and who 

develop a chronic disability at a relatively young age. Once disabled, 

they tend to utilize hypochondriasis and hostile, "acting out" behavior 

as defenses against rehabilitative efforts. 

In related research endeavors the personalities of disabled per

sons were contrasted with those of non-disabled persons. Rosenbaum and 

Raz (1977) showed that physically disabled men (N = 26) were signifi

cantly more depressed than non-disabled men (N = 44). Keller, Wigdor, 

and Lundell (1973) carefully selected 114 male veterans who were neither 

physically nor psychologically disabled but who had applied for, were 

receiving, or had been refused welfare. They compared these three 

groups with a control group of hospital orderlies and found that sub

jects in the three experimental groups had lower self-esteem, higher 

dependency needs and were more depressed than control group members. On 

the MMPI, members of the experimental groups had elevated F, Hs, D, Hy, 

Ft, and Sc scores as compared to control group members. The authors 

speculated that the elevated Pt and Sc scales were evidence of social 

isolation and a punitive, self-denigrating life style. Finally, 40 per

cent of the members of the declined and waiting groups admitted that 
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drinking was a problem, while 63 percent of the welfare recipients said 

it was a problem and only 4 percent of the control subjects admitted the 

same. These findings reinforce those gleaned from the studies pre

dictive of rehabilitation failures and point to alcohol as a further 

crutch used by people who become involved with the welfare system. 

Another direction that some researchers have taken is to try to 

predict post-hospital adjustment for veterans with a diagnosis of 

schizophrenia. A series of studies by Lorei and Gurel focused on 

employment and readmission rates for recently discharged psychiatrically 

disabled veterans. Lorei (1967), using a sample of 215 males, found 

that factors he referred to as drinking/antisocial behavior and 

distress/alienation correlated with rapid readmission to the hospital. 

Patient perception of severity/chroniclty of their disorder and simple-

mindedness correlated with an inability to find employment. Gurel and 

Lorei (1972) investigated 957 males and fouYid that low motivation was 

the best predictor of unemployment and that none of the items on their 

symptom rating scale was predictive of readmission. Lorei and Gurel 

(1972) used a self-report historical inventory, but again none of the 

items was predictive of readmission. However, several factors signifi

cantly predicted unemployment following discharge. Single marital 

status, limited education, perception of one's disability as severe, 

feelings of alienation and long prior hospital stays were factors pre

dictive of unemployment. These findings were based on data from 720 

males. Lorei and Gurel (1973) searched the records of 957 males for 

demographic variables and, not surprisingly, found that recent 
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employment history was the best predictor of post-discharge employment 

and number of previous hospitalizations was the best prognosticator of 

readmission. Patients who worked least following discharge were older, 

nonwhite, single, and less educated. They also had undergone longer and 

more frequent hospitalizations, received more compensation, had more 

trouble with the police, more frequently had a drinking problem and had 

a poorer employment record than those who worked most. Surprisingly, 

pre-release work experience in the hospital was negatively correlated 

with both ability to remain out of the hospital and to obtain employment 

after discharge. In a study with 211 schizophrenic male veterans, 

Walker and McCourt (1965) found no association between work in the 

hospital and subsequent employment outside the hospital. They also 

found that service connected status was unrelated to post-discharge 

employment. Cole et al. (1966) compared 181 psychiatric patients with 

a like number of control subjects on work performance ratings. They 

found, with some relatively minor exceptions, that on global ratings 

"whether or not an employee had been a mental patient did not signifi-

, cantly aid in predicting his work performance" (p, 178). Twenty-five 

percent of the former psychiatric patients were schizophrenic. Within 

this group there were several failures but for the most part they func

tioned on a level comparable to controls. Thus, a majority of former 

psychiatric patients, even those diagnosed schizophrenic, seemed to be 

capable of holding jobs. The two studies that investigated the effect 

of compensation status on post-discharge employment produced contra

dictory results. However, the studies cited did provide a multi-faceted 
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description of the type of veteran patient who was unlikely to find 

gainful employment upon discharge from the hospital. Such individuals 

were likely to be single, to have experienced feelings of alienation, 

and to have had a poor work record. Apparently pre-release work pro

grams served more as a diversion than as a generalizable training 

experience. 

The studies cited thus far provide a comprehensive description 

of the chronically disabled. Riiesch and his associates have formulated 

a theoretical framework to help explain chronic disability and resis

tance to rehabilitation efforts. Ruesch and Brodsky (1968) referred to 

the concept of social disability. They pointed out that a person might 

have a physical, psychological or social impairment, but the extent to 

which the impairment became a disability depended on social norms. If 

the impairment rendered the individual incapable of meeting his or her 

social demands, it might become a disability. They pointed out that "if 

impairment is a function of the person, disability is a function of the 

social situation." Ruesch et al. (1972) developed a complex assessment 

device to measure social functioning. This rating instrument yields 

behavioral and physical impairment scores, which, when added to a social 

modifier score, provide a disability rating. The instrument is to be 

used following stabilization of the Impairment. Ruesch (1966) insisted 

that the primary goal of psychiatric hospitalization is social rehabili

tation. He relegated the "undoing of pathology" to a secondary goal. 

For this reason he advocated brief hospitalizations. In support of this 

position Ruesch demonstrated that short hospitalizations were as 
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effective as longer hospitalizations in that they did not lead to higher 

readmission rates. Lipowski (1969) expanded on Ruesch's formulations as 

he carefully scrutinized and dissected the psycho-social aspects of 

disease. He broke down the critical influences on the course of a 

disease into four broad categories: the patient's personality and life 

history, interpersonal relationships, nonhuman environment, and per

ception of the nature and characteristics of the pathological process. 

The author claimed that one must determine what the disease means to the 

patient before understanding how it would influence the patient's coping 

behavior and Interpersonal interactions. The author pointed out that 

patients have a powerful need to explain their disease and tend to blame 

themselves or others for it. In s-um, these researchers advocated a com

prehensive, social-psychological approach to studying and treating long-

term physical and psychiatric illness. 

The concept of social disability provides a broad perspective 

from which to view compensable injuries and illnesses. Hirschfeld and 

Behan, in a series of four articles, focused on a specific example of 

social disability (Hirschfeld and Behan, 1963; Behan and Hirschfeld, 

1963; Hirschfeld and Behan, 1966; Behan and Hirschfeld, 1966). They 

conducted detailed interviews that lasted a total of 2 to 80 hours with 

more than 500 workers who had been involved in work related accidents 

for which they were either seeking or had already obtained workman's 

compensation. On the basis of their findings they develped a composite 

picture of such an individual and the process he or she was going 

through—the "accident process." Basically, the authors viewed the 
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accident as a solution to a debilitating network of psychological prob

lems the worker was facing. Typically, in the months preceding the 

accident, the worker was depressed, anxious, tense, conflicted, and 

often guilty. The authors cited examples indicating that these workers 

were extremely careless and occasionally verbalized predictions of 

impending doom. Often, these patients had asked for help prior to the 

accident in a subtle or bizarre manner. The injury resulting from the 

accident allowed patients to attribute their difficulties to an external 

force rather than to internal problems. The authors offered a formula 

to describe what happens: personal difficulties + troubled life situa

tion = unacceptable disability--unacceptable disability + accident, 

illness, etc. = acceptable disability. In the aftermath of the acci

dent, disability is encouraged by union stewards and lawyers who push 

the worker to apply for compensation. Physicians are seen as threats to 

the security of the disability and treated in a hostile manner. This 

evokes hostile treatment in return and the patient searches for a doctor 

who will consider him or her permanently disabled. 

Weinstein (1958) extended the concept of the accident process to 

the analogous illness process and compared disability evaluations to 

compensation hearings. Weinstein provided a comprehensive portrait of a 

person caught in this process. Such persons have personality defects, 

usually passive dependency, which makes them vulnerable to anxiety and 

depression. In order to avoid such negative emotions, these persons 

spend their lives trying to maintain a source of dependency gratifica

tion, They become expert at manipulating others, inducing guilt if 
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support is withdrawn, and finding people who are blind to their depen

dency needs and who will propose alternative reasons for their behavior. 

If this system breaks down, depression and anxiety ensue and these per

sons develop nagging physical symptoms which are resistant to treatment. 

Such individuals eventually find physicians who believe they have a 

permanent disability; they begin collecting compensation and in this way 

regain the support they desperately need. 

In a recent article, Weinstein (1978) introduced a diagrammatic 

schema which detailed stages of the "disability process." In the crisis 

buildup stage, job productivity and self-esteem drop as a result of the 

process he described in his 1968 article. Then explanatory events 

(injury, illness) occur that are used as a rationale for the decline in 

competence (explanatory events stage). Treatment fails and the dis

ability stabilizes leading to increased dependency and decreased ten

sion. Self-esteem returns to a high level (though not as high as before 

the process began) and job productivity drops off entirely (stabiliza

tion of disability stage). Next, in the crystallization of disability 

stage, there is increased dependency on family and agencies and 

increased defensiveness and anger when "pushed." Job productivity is 

nil and self-esteem levels off at a fairly high level. Finally, chronic 

incompetence is achieved and with it comes "honorable disability." Job 

productivity and self-esteem remain constant indefinitely. 

Other researchers embellished the vivid picture that Weinstein 

portrayed. Mechanic (1962) noted that the physician himself/herself is 

a source of nurturance and can fulfill dependency needs. He 
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demonstrated that students with the largest number of self-reported 

interpersonal difficulties reported a stronger inclination to use 

medical facilities than those with fewer interpersonal problems. Martin 

(1970) wrote about secondary gain focusing on the meaning of compensa

tion dollars which may signify love or security or revenge or induce 

guilt (which in turn leads to spending sprees). Enelow (1968) suggested 

that workers predisposed to accidents may possess hysterical personali

ties and be prone to conversion reactions rather than being overtly 

depressed and anxious. Brodsky (1971) interviewed 200 patients who had 

been disabled for at least a year with no diagnosable physical illness 

which would explain their symptoms. He discovered that the majority of 

these patients came from unstable, poverty-stricken families that moved 

frequently. They tended to be school dropouts who had had a series of 

job failures, prior emotional disorders, unstable heterosexual rela

tionships, sexual dysfunction problems, and a potent need for external 

support. Their primary defenses were externalization, projection, and 

denial. They tended to relieve their problems with drugs and alcohol 

and in many cases had developed a paranoid system. R. Martin (1974) 

cautioned that there are not exclusively secondary gains accruing from 

the disability process, but "secondary losses" as well. These include 

social stigma, guilt, and loss of respect. He pointed out that the 

patient's disability not only permits the patient to avoid dealing with 

his or her feelings of inadequacy, but also allows the family to 

abdicate its responsibility for dealing with the patient's internal 

problems and affords the physician a ready alibi for his or her failure 
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to cure the patient. A detailed description of the disability process 

has been offered in which the disability is seen as a solution for a 

complex set of psychological problems. 

At this point, a brief review of the information gathered thus 

far is necessary. Persons who become involved in a compensation system 

and resist attempts at rehabilitation (either consciously or, more 

often, unconsciously) are typically passive-dependent, unmotivated, 

guilty, anxious individuals who are prone to depression. They are 

poorly educated, unmarried people who have backgrounds replete with 

unstable families, poverty, alcohol abuse, job failures, and multiple 

social problems. They tend to defend against coming to grips with their 

problems by utilizing defenses such as projection, denial, and external-

ization of blame and by developing hypochondriasis, hysterical person

alities, or paranoid systems. If such people believe that their 

dependency needs are not being met, become convinced they are incompe

tent, or experience some other threat to their well-being, they become 

depressed and anxious. To avoid dealing with their internal problems, 

they somehow become ill or Injured, As they focus the blame for their 

problems on external forces, they experience relief from inner con

flicts. They resist cure tenaciously, treating helping professionals 

with hostility and seeking out people who believe they are disabled. 

Their productivity plummets but their self-esteem is restored to a com

fortable level. They have replaced an unacceptable disability with an 

acceptable, "honorable" disability. 
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The purpose of the present study is to test the applicability of 

Weinstein's concept of the disability process to psychiatrically 

impaired veterans. The studies describing the accident, illness, and 

disability processes did not mention psychosis as an avenue of escape 

from the internal conflicts and social disability they depicted. While 

not as "honorable" as physical injury or non-psychiatric illness, 

psychiatric illness remains a relatively mysterious entity, difficult 

to treat and prone to reoccur throughout life. In addition, if the 

patient feels threatened for any reason, he or she can retreat into the 

relative safety of bizarre behavior and avoid rational interpersonal 

interactions. Chronically psychotic persons typically are treated 

gingerly and taken care of by family members who fear another psychotic 

break. For all these reasons, psychiatric disability is a relatively 

"safe," effective way of coping with internal conflicts, social pres

sures , and potent dependency needs. 

Psychiatrically impaired veterans who attempt to obtain dis

ability benefits are sometimes forced to work hard to obtain such bene

fits, proving the severity of their impairment with frequent hospitali

zations, visits to outpatient therapists, long-term unemployment, and 

yearly rating exams. Once declared disabled, they continue the struggle 

to become "permanently and totally disabled" and collect 100 percent 

service connected disability compensation payments (as of January, 1979, 

$809 per month, tax free—with increases based on the inflation rate). 

This process can last for many years with sporadic reductions and 

increases in the disability benefits dependent on yearly psychiatric 
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evaluations. Other sources of income, most notably social security, are 

also available to supplement the V. A. compensation. 

Some of the studies previously cited have dealt with service 

connected status as a variable. Walker and McGourt (1965) found no 

association between service connected status and post-discharge employ

ment. Lorei and Gurel (1973), however, found that veterans receiving 

the largest compensation checks were least likely to obtain jobs after 

discharge from the hospital. Martin (1970) discussed the symbolic value 

of the money. However, there has never been a study which has system

atically compared groups receiving different amounts of compensation. 

A pilot study was conducted by the present author. Fifteen 

members of a long-term outpatient therapy group at the Tucson Veterans 

Administration Hospital participated in the study. Most members of the 

all-male group were 100 percent service-connected for a psychiatric 

disability. These veterans responded to personality questionnaires and 

a demographics questionnaire. Correlations and descriptive statistics 

were computed in an attempt to gain preliminary information. The sample 

as a whole was depressed but their locus of control was neither internal 

nor external. They endorsed more feminine than masculine character

istics as self-descriptive. This may be a function of the passive-

dependent personalities thought to be typical of such a group. Three 

of the fourteen correlations computed were significant. They showed 

that the more externally controlled the subject was, the more important 

religion was in his life and the more sex-typed he was—in the feminine 

direction. There was a near significant trend for external subjects to 



14 

be more depressed than internal subjects. Perhaps as a veteran comes 

to accept his disability he becomes less depressed and more internal, no 

longer needing to externalize blame. 

The present study utilized personality questionnaires, a self-

report demographics questionnaire, and a records search to compare three 

groups of psychiatrically impaired veterans. The groups consisted of 

veterans who had been declared totally disabled and therefore are 100 

percent service connected, those who had been declared disabled and 

receive 10 to 90 percent service connected disability compensation (from 

$44 to $450 monthly), and a control group whose members were not com

pensated for their psychiatric impairment. 

Decisions on the amount of compensation each disabled veteran 

receives are made by Rating Boards comprised of a physician, an attorney, 

and an occupational therapist. The decisions are based to some extent 

on reports of rating examinations conducted by psychiatrists. Members 

of the Rating Boards attempt to reserve the 100 percent disability 

ratings for the most disabled, pathological veterans, the 90 percent 

rating for the next most pathological, and so on. However, if the 

assumptions implicit in Weinstein's "disability process" model apply to 

the psychiatrically impaired veteran, the rating may act to signifi

cantly alter the severity of his pathology. It is possible to generate 

a set of predictions with regard to these effects based on the patient's 

stage in the disability process. Veterans in the 100 percent group are 

assumed to have settled comfortably into the chronic incompetent stage. 

They are likely to be extremely dependent but, at the same time, to have 
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fairly high self-esteem, feel they have some control over their lives, 

and see themselves as relatively symptom free. Members of this group 

should experience relatively little need to enter the hospital or see an 

outpatient therapist. 

Veterans in the 10-90 percent group, on the other hand, are 

still fighting to establish the extent of their disability and therefore 

should prove to be hostile, defensive individuals who continually feel 

threatened. They should have low self-esteem, feel they have little 

control over their lives, and complain of numerous symptoms. Members of 

the 10-90 percent group should have a record of many hospitalizations 

and outpatient therapy visits. 

Predictions are more difficult to make for the control group. 

Some uncompensated veterans may be so disturbed and pathological that 

they never bother to seek involvement with the compensation system. 

Others may find alternative ways to fulfill their dependency needs and 

obtain financial security. However, the large majority of veterans in 

this group has probably made the decision that they are not socially 

disabled and can function effectively in society. They probably have 

personalities similar to the rehabilitation successes described in the 

studies cited earlier. These veterans are likely to have high self-

esteem, be internally controlled and utilize the hospital for brief 

respites from social pressures. 

If supported by the data, these predictions have important 

implications for the disability rating system. Perhaps psychiatrically 

impaired veterans who are judged to be unemployable might obtain 
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permanent 100 percent disability ratings In just a few years, thereby 

avoiding the long, arduous struggle to achieve that status. Those who 

are judged competent would be forced to deal directly with their social 

disability. 

Specific hypotheses emerge from the theoretical framework pre

sented above: 

1. Members of the 10-90 percent group will describe themselves as 

most pathological and complain of the most symptoms on the Symptom 

Checklist-90-Revised. The 100 percent group will have intermediate 

scores on this dimension and the control group will have the lowest 

scores. Each group will be significantly different from each other 

group. 

2, Members of the 10-90 percent group will report the lowest self-

esteem on the Tennessee Self Concept Scale. The 100 percent group will 

have intermediate scores and the control group will report the highest 

self-esteem. Each group will be significantly different from each other 

group. 

3, Responses on the Rotter Locus of Control Scale will show that 

members of the 10-90 percent group are most externally controlled. The 

100 percent group will have intermediate scores and the control group 

will report the most internal control. Each group will be significantly 

different from each other group. 

4. Members of the 10-90 percent group will have the highest scores 

on the D, Pd, Ma, Hs, and Pa scales of the MMPI, indicating their 

depression, tendency to act out when threatened and to be hostile, 
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defensive, and suspicious. The 100 percent group will have intermediate 

scores on these scales and the control group will have the lowest 

scores. Each group will be significantly different from each other 

group on all of these scales. 

5. The records search will reveal that: a) In the year following 

attainment of 100 percent service connected status, hospitalizations and 

outpatient visits will drop off and there will be a further reduction in 

hospital usage if the 100 percent rating is made permanentj b) In the 

year following a reduction of service connected status the mean number 

of days in the hospital and outpatient therapy visits will increase as 

compared to the previous year; c) Subjects in all three groups will 

spend significantly more days in the hospital and come in for more out

patient therapy visits around the time of compensation rating exams 

(during the 30 days before and the 60 days after the exam) than during 

other 90 day periods in the past five years. 



METHOD 

Subjects 

Subjects were recruited from among psychiatric outpatients seen 

at the Mental Hygiene Clinic in the Tucson Veterans Administration 

Medical Center. All subjects were male veterans aged 26 to 72 who had a 

psychiatric diagnosis (either a neurosis or psychosis) documented in 

their hospital records. Out of a total of 154 veterans who were 

approached, 71 agreed to participate in the study. 

Groups 

100 Percent Group 

There were 26 psychiatrically disabled subjects in this group. 

Each of them had been receiving 100 percent service connected compensa

tion payments for at least the past five years. 

10-90 Percent Group 

There were 21 psychiatrically disabled subjects in this group. 

Each of them had been receiving between 10 percent and 90 percent 

service connected compensation payments for at least the past five 

years. Fluctuations in the disability rating were permissible as long 

as subjects in this group were rated between 10 percent and 90 percent 

for compensation purposes throughout the past five years. 

18 
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UNC Group 

Thia uncompensated control group included 24 psychiatrically 

impaired subjects. In the past five years, members of this group had 

received no V, A. monetary compensation for their psychiatric impair

ments . 

Assessment Measures 

Rotter Locus of Control Scale (Rotter, 1966) 

This scale includes 23 items, each consisting of a pair of 

statements. Subjects are asked to "select the one statement of each 

pair which you more strongly believe to be the case as far as you are 

concerned." A sample item is "l.a. Many of the unhappy things in 

people's lives are partly due to bad luck. b. People's misfortunes 

result from the mistakes they make." The test measures the extent to 

which a person internalizes or externalizes his or her locus of control. 

It is scored in the direction of externality, l.a. above is an example 

of an external response, while l.b. is an internal response. The scale 

has been shovm to be reliable and valid (Rotter, 1966). 

Tennessee Self Concept Scale (Fitts, 1965) 

This 100 item questionnaire asks the respondent to respond to 

each item "as if you were describing yourself to yourself." Each item 

is a self-descriptive statement such as "I am an honest person." 

Responses are recorded on a 1 to 5 scale, 1 being completely false and 5 

completely true. For purposes of the present study, scores from the 

following ten scales were utilized; Total Self Concept (Total P), 



Identity, Self-Satisfaction, Behavior, Physical Self, Moral-Ethical 

Self, Personal Self, Family Self, Social Self, and Self Criticism. The 

scale has been shovm to be reliable and valid (Fitts, 1965). 

Symptom Checkli3t-90-Revised (SCL-90-R) 
(Derogatis, 1977) 

This 90 item checklist covers common complaints of psychiatric 

patients. Each complaint is accompanied by a five point scale on which 

subjects rated "how much discomfort that problem has caused you during 

the past week including today." Possible responses include: not at 

all, a little bit, moderately, quite a bit, extremely. Nine symptom 

scales were utilized for the present study: Somatization, Obsessive-

Compulsive, Interpersonal Sensitivity, Depression, Anxiety, Hostility, 

Phobic Anxiety, Paranoid Ideation, and Psychoticism. Also, a Global 

Severity Index with information on the total number of complaints and 

the intensity of perceived distress was included. The checklist has 

been shown to be reliable and valid (Derogatis, Rickels, and Rock, 1976; 

Derogatis, 1977). 

Minnesota Multiphasic Personality Inventory 
(MMPI) (Hathaway and McKinley, 1940) 

The MMPI is a 556 item true-false test which yields a comprehen

sive personality description. The description is in terms of scores on 

three validity scales and ten clinical scales (Hypochondriasis, Depres

sion, Hysteria, Psychopathic Deviate, Masculinity-Femininity, Paranoia, 

Psychasthenia, Schizophrenia, Hypomania, and Social Introversion). 
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Extensive studies showed the test to be reliable and valid (Dahlstrom, 

Welsh, and Dahlstrom, 1960). 

Demographics Questionnaire 

A 22 item questionnaire was developed for the present study to 

obtain demographic information (see Appendix A). It includes questions 

about marital and employment status, educational background, faith in 

V, A. physicians, and a variety of other topics. The reliability and 

validity of this questionnaire is untested. 

Records Search 

In addition to the assessment of the subjects, the present 

author conducted a records search utilizing the patients' administrative 

and hospital records (see Appendix B), The purpose of this search was 

to determine the impact of the compensation system on patient help-

seeking behavior (hospitalizations, outpatient therapy visits, etc.). 

Procedure 

Each veteran who fit the criteria for inclusion in one of the 

groups was given a brief description of the project. Those who 

expressed an interest in participating were asked to sign an informed 

consent fom (Appendix C). The assessment battery was administered in 

the following order; Rotter Locus of Control Scale, Tennessee Self Con

cept Scale, SCL-90-R, MMPI, Demographics Questionnaire. The records 

search was conducted after all the questionnaires had been completed. 
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Analyals of the Data 

One-way analyses of variance were employed to make comparisons 

among the three groups. This statistical test was conducted on all 

scores generated by the personality questionnaires. When such an 

analysis was statistically justified, it was also used with data from 

the Demographics Questionnaire and the records search. The data from 

three of the records search variables included several extreme scores 

which caused the standard deviations to be much larger than the means. 

For this reason, the Kruskal-Wallis one-way analysis of variance 

(Kruskal and Wallis, 1952), a non-parametric test, was used to analyze 

these variables. Data which was other than ratio level was entered into 

chi square tests to determine if differences among groups existed. 

Several variables from the records search were applicable only 

for one or both of the groups receiving service-connected compensation 

payments. Such variables were designed to study differences in the pat

tern of hospital usage before and after changes in service-connected 

status and around the time of rating exams. Regardless of group, all 

subjects for which such variables were applicable were pooled and 

matched-sample t-tests were used to make the appropriate comparisons. 

An attempt was also made to find the weighted combination of 

selected variables that would best discriminate among the groups. To 

this end, a direct discriminant function analysis was conducted. In 

addition, all of the personality questionnaire scores served as vari

ables in an unrotated factor analysis. It was hoped that the factors 
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which emerged would provide a clear picture of what the personality 

questionnaires were measuring. 

Since the study was exploratory in nature and since there was a 

relatively small number of subjects, results with probabilities between 

.05 and .1 will be discussed as non-significant trends. 

Unless otherwise stated, data from all 71 subjects were included 

in each analysis. 



RESULTS 

Participation 

Throughout the data collection phase of the study, the number of 

potential subjects agreeing to participate, the number refusing, and the 

number failing to keep appointments was recorded. The latter two cate

gories were collapsed and considered to be refusals. The agree to 

participate/refuse to participate ratio for each relevant compensation 

status follows: 100 percent—26/39; 10-90 percent—21/27; uncompen-

sated~24/17. Thus, 40 percent of the 100 percent service connected 

veterans who were approached agreed to participate, while 43.8 percent 

of the 10-90 percent service connected veterans and 58,5 percent of the 

uncompensated veterans did the same. An agree/refuse to participate by 

compensation status chi square test was not statistically significant 

(X^C4) a 3.65, p < .25). However, when the 100 percent and 10-90 per

cent groups were combined, the chi square test approached significance 

2 (X C D  = 2.84, p < .1). Thus, there was a non-significant tendency for 

service-connected veterans to refuse to participate proportionately more 

than uncompensated veterans. 

Variables Controlled For 

An attempt was made to control for age and severity of diagno

sis, Mean ages for members of each group follow: 100 percent group— 

51.19 (S.D, = 11,98); 10-90 percent group—53,86 CS.D, = 13.58); and 

UNC group—45.96 (S.D. = 11.17). The mean age for the entLre sample was 

24 



25 

50.21 (S.D, = 12.47). A one-way analysis of variance revealed that the 

ages of the subjects in the three groups were not significantly differ

ent CF 2/68 - 2.47, p <.l). 

Diagnosis was divided into neurosis and psychosis because, for 

disability rating purposes, any finer distinctions are unimportant (and 

personality disorders are not compensable). The most serious diagnosis 

recorded in each subject's recent hospital records (the last two years) 

was utilized for this analysis. Twenty of the 26 (76,9 percent) 100 

percent group members were diagnosed as psychotic, as were 10 of the 21 

(47.6 percent) 10-90 percent group members and 16 of the 24 (66.7 per

cent) UNC group members. A diagnosis by group chi square test showed 

that this difference was not statistically significant (X (2) -  4.43, 

p < .2) . 

"While neither analysis produced a statistically significant dif

ference, there was a non-significant tendency for the ages to differ. 

Also, consideration of the proportion of subjects diagnosed psychotic 

indicates that in a practical sense this variable was not perfectly con

trolled. 

PemoRraphics Questionnaire 

Descriptive Data 

All subjects in the study were males and 66 were Caucasians. 

There were two Mexican-Americans in each of the compensated groups and 

one Black in the UNC group. A breakdown of the religious affiliation of 

members of each group is presented in Table 1. A chi square analysis of 
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Table 1. Frequency of Reported Religious Affiliation of Subjects in 
All Groups 

Religion 

Group Protestant Catholic Jewish Other None 

1 0 0  1 1  7  1 4  3  
(42.3%) (26.9%) (3.8%) (15.47.) (11.5%) 

10-90 9 7 1 2 2 
(42.9%) (33.3%) (4.8%) ( 9.57.) ( 9.5%) 

UKC 13 ' 5 1 2 3 
(54.2%) (20.8%) (4.2%) ( 8.37..) (12 
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religion by group failed to reveal any significant differences. Thir

teen of the 24 (54.2 percent) subjects in the UNC group reported that 

they had applied for V, A. compensation at some time in the past. 

One way analyses of variance were employed to make comparisons 

between groups on the number of marriages group members had had and the 

length of the longest of those marriages. Neither analysis promulgated 

significant differences. Means and standard deviations are presented in 

Table 2. 

Employment History 

For the rest of the variables on the Demographics Questionnaire, 

group comparisons were based on a series of chi square tests. Results 

of these tests are reported in Table 3. Of the 13 analyses that were 

carried out, four were statistically significant. The variables which 

did produce significant differences between groups are all related. 

Each of them is associated with work, either paid or volunteer posi

tions . 

The chi square analysis of number of years in the last five that 

subjects were employed by group revealed that 69.2 percent of the 25 

subjects in the 100 percent group were not employed at all, while only 

33.3 percent of the 21 subjects in the 10-90 percent group and 29.2 per

cent of the subjects in the UNC group were unemployed for the entire 

2 
period CX (4) = 13.95, p < .01). Of the subjects in the 10-90 percent 

group, 42.9 percent worked all five years as compared with 25 percent 

of UNC group members and 7.7 percent of 100 percent group members. Of 

the UNC group members, 45.8 percent worked from one to four of the 



Table 2. Means and Standard Deviations for all Groups for Selected 
Demographic Questionnaire Variables 

Variable Group Mean S.D. 

Current Age 100 51.19 11.98 

10-90 53.86 13.58 

UNC 45.96 11.17 

Length of longest marriage (includes 
only subjects married at least 
once) 

100 

10-90 

UNC 

16.71 

21.67 

22.56 

12.99 

11.78 

13.18 

Number of Marriages 100 1.58 1.81 

10-90 1.52 1.36 

UNC 1.00 .83 



Table 3. Chi Square Analyses for Selected Demographic Variables by 
Group 

Variables df 

Marital Status 6 5.51 

Number of Dependents 4 3.04 

Highest Grade Completed 4 4.79 

Religion 8 1.86 

Importance of Religion 12 14.93 

Number of Years Employed in Past Five Years 4 13.95^ 

All Sources of Income 2 9.73^ 

Status of Main Occupation (Holllngshead 
Occupation Scale) 2 

a 
7.95 

Volunteer Work at V. A. Medical Center 
(Yes/No) 2 5.53 

Volunteer Work Outside V. A, Medical Center 
(Yes/No) 2 10.91^ 

Drinking Problem (Yes/No) 2 1.58 

Drug Problem (Yes/No) 2 2.45 

Helpfulness of V. A, Doctors in Treating 
Psychiatric Disorder 2 1.24 

^p < .05 

^p < .01 
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years, compared to about 23 percent of the subjects in each of the other 

two groups. These results clearly demonstrate that members of the ICQ 

percent group were most likely to have been unemployed throughout the 

past five years. Conversely, subjects in the 10-90 percent group were 

most likely to have held a job throughout the past five years. 

Each subject was asked to report his main occupation held during 

periods of employment. These occupations were rated on Hollingshead's 

"Two Factor Index of Social Position" (Hollingshead, 1957). A status of 

main occupation by group chi square analysis showed that 80.8 percent of 

the members of the 100 percent group held jobs in the three lowest 

status categories, while only 47.6 percent of the members of the 10-90 

percent group and 45.8 percent of UWC group members had jobs in these 

categories QC (2) = 7.95, p < .05). Thus, members of the 100 percent 

group, while employed, were moat likely to have held low prestige jobs. 

A chi square test of all reported current sources of income by 

group demonstrated that a significantly higher proportion of 100 percent 

group members acquire their entire income by passive means (V. A. com

pensation payments, social security, etc.) than members of the other two 

2 
groups (X (2) =9.73, p<r ,01). Of the Subjects in the 100 percent 

group 76.9 percent obtained their entire incomes passively, while only 

33.3 percent of the 10-90 percent group members and 45.8 percent of the 

UNC group members acquired their income entirely by passive means. 

Volunteer Work 

Another chi square test showed that subjects in the 100 percent 

group held significantly more volunteer positions outside the V, A. than 
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members of the other two groups. Of the members of the 100 percent 

group, 46.2 percent have worked in volunteer positions outside the V. A. 

compared with 4.8 percent of the 10-90 percent group members and 20,8 

2 percent of the UNG group members (3C (2) = 10,91, p < ,01). There was 

also a non-significant trend for subjects in the 100 percent group to 

engage in the most volunteer work within the V, A, Medical Center. Of 

the 100 percent group members 38.5 percent reported that they had held 

volunteer positions in the V. A., as did 9.5 percent of the 10-90 per

cent group members and 20.8 percent of the subjects in the UNG group 

(X C2) = 5.53, p < .1). As can be seen from these percentages, 10-90 

percent group members were least likely to involve themselves in 

volunteer work. 

Summary 

Statistical analyses of descriptive variables from the Demo

graphics Questionnaire, such as religion, number of dependents and high

est grade completed, failed to reveal significant differences among 

groups. The significant differences which did emerge all involved paid 

or volunteer jobs. In the past five years, members of the 100 percent 

group tended to rely solely on passive sources of income, while a 

majority of subjects in the other two groups have been employed for at 

least a portion of those years. When they worked, subjects in the 100 

percent group were employed in low status occupations. A significant 

proportion of the members of the 100 percent group have engaged in some 

form of volunteer work within or outside of the V. A. 
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Records Search 

Analyses of Variance 

One-way analyses of variance were conducted for two of the 

records search variables: age of discharge from the service and the 

nximber of outpatient therapy visits subjects made in the past five 

years. The age of discharge variable produced a statistically signifi

cant difference between groups (F 2/68 - 3.71, p < .05). A breakdown 

of the analysis of variance is presented in Table 4. A Scheffe post-hoc 

contrast test revealed that the members of the 10-90 percent group were 

older when discharged from the service than were the UNC group members. 

Means and standard deviations for both variables are reported in 

Table 5. 

Non-parametric Analyses 

Because of extreme scores and the resultant large standard devi

ations (larger than the means), the Kruskal-Wallis one-way analysis of 

variance, a non-parametric test, was used to analyze three related 

variables: number of hospitalizations in the past five years, number of 

21 day hospitalizations in the past five years (veterans who are 10-90 

percent service connected are entitled to temporary 100 percent compen

sation payments for the time they are hospitalized if their stay in the 

hospital exceeds 21 days), and the total number of days spent in the 

hospital during the past five years. The latter analysis, corrected for 

ties, produced a statistically significant difference (X = 8.34, 

p < .05). The mean ranks were 44.9 for the UNC group (mean = 56.79, 
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Table 4. Significant Analysis of Variance for Record Search Variables 

Variable Source df SS MS F 

Age of Most Between Groups 2 221.00 110,50 3.70^ 
Recent Discharge 
from Service Within Groups 68 2026.46 29.80 

Total 70 2247.46 

^p < .05 

Table 5. Means and Standard Deviations for all Groups for Selected 
Record Search Variables 

Variable Group Mean S.D. 

Age of Most Recent 100 25.35 5.93 
Discharge from Service 10-90 28.05 6.38 

UNO 23.63 3.82 

Number of Outpatient Therapy 100 25.88 18.55 
Visits in Past Five Years 10-90 24.38 13.28 

UNO 24.08 19.80 
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S,D. = 92.51), 31.5 for the 100 percent group (mean = 18.04, 

S.D. = 39.37), and 31.5 for the 10-90 percent group (mean 23.57, 

S.D. = 55.88). Thus, subjects in the UNC group spent significantly more 

days in the hospital than subjects in either of the other two groups. 

The 10-90 percent group and the 100 percent group did not differ from 

each other on this dimension. The same pattern of results held true for 

2 
the ntimber of hospitalizations in the last five years (X = 7.02, 

p < .05). In this case the mean ranks were; 44.1 for the UNC group 

(mean = 2.33, S.D. = 2.85), 32.0 for the 100 percent group (mean = 1.19, 

S.D. = 2.45), and 31,7 for the 10-90 percent group (mean = .95, 

S.D. = 1.69). There was no significant difference between groups in the 

number of hospitalizations in excess of 21 days (X = 3.49, p < .2). In 

sxmi, it was demonstrated that, in the past five years, subjects in the 

UNC group used the hospital a greater number of times and for more total 

days than members of either of the other two groups. 

Matched Sample T-tests 

The remaining questions on the records search were not designed 

to make comparisons between groups. Instead, they were employed to 

study within subject changes in hospital usage before and after various 

disability rating alterations. Matched sample t-tests were conducted to 

detect such differences. The results of these analyses are reported in 

Appendix D. 

There was no difference in the niimber of outpatient therapy 

visits made in the year before and the year after veterans in the 100 

percent group obtained their 100 percent disability rating. Nor were 
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there any differences in the number of outpatient therapy visits made in 

the year before and the year after the 100 percent disability rating was 

made permanent. Unfortunately, the old records which contained this 

information frequently made no mention of outpatient therapy visits. In 

addition, not everyone in the sample had obtained a permanent 100 per

cent disability rating. Therefore, these t-tests were based on a small 

number of subjects: 10 and 6 respectively. The results failed to sup

port the hypothesis that the number of outpatient therapy visits would 

decrease after the veteran obtained his 100 percent disability rating 

and decrease further when the 100 percent rating was made permanent. 

The matched sample t-test contrasting the number of days spent 

in the hospital in the year before members of the 100 percent group 

obtained a 100 percent disability rating with the number of days spent 

in the hospital in the year after this change did uncover a significant 

difference Ct =s 2.75, df = 21, 2-tailed p < .01). Members of the 100 

percent group spent more days in the hospital in the year prior to 

obtaining their 100 percent disability rating (mean = 108.82, 

S.D. = 101.71) than in the year after they were rated 100 percent 

(mean = 37.73, S.D. = 59.63). Data from 22 subjects were included in 

this analysis. Data from only nine subjects could be included in the 

matched sample t-test contrasting days spent in the hospital in the 

years before and after the 100 percent rating was declared permanent. 

Even with this small number of subjects, a significant difference 

emerged (t = 2.45, df = 8, p < .05). More days were spent in the 

hospital In the year before the 100 percent rating was made permanent 
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(mean = 109.89, S.D, = 135.94) than in the year after a permanent 100 

percent rating was obtained (mean = 9.22, S.D. =s 21.22). These findings 

are in support of the hypothesis that receipt of a 100 percent rating 

would lead to a decrease in days spent in the hospital and that news of 

the 100 percent rating being made permanent would lead to further 

decreases in days spent in the hospital. 

The matched sample t-test contrasting outpatient therapy visits 

in the years before and after the first increase in compensation status 

in the past five years (N = 12) was not significant. Nor was a signifi

cant difference revealed by the t-test contrasting days in the hospital 

before and after the first compensation increase in the past five years 

CN = 12). No subject had a compensation reduction in the last five 

years. However, data were collected from one subject who did not meet 

the criteria for inclusion in any group but who did have his compensa

tion reduced from 100 percent to 50 percent. His data will be examined 

in the discussion section. 

The number of days spent in the hospital in the 30 days before 

and 60 days after a rating exam was contrasted with the mean number of 

days the subjects were in the hospital for the past five years (divided 

by 20 to equate the number to a 90 day period) by means of a matched 

sample t-test (N = 16). No significant difference emerged. Nor was 

there a significant difference when the same comparison was made using 

the number of outpatient therapy visits in the same period. These find

ings run counter to the hypothesis that subjects in all groups would 
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have an increased number of hospitalizations and outpatient therapy 

visits around the time of a rating exam. 

Summary 

The records search revealed that, at the time of discharge from 

the service, subjects in the 10-90 percent group were older than UNC 

group members. During the past five years, UNC group members were hos

pitalized more times and for more days than subjects in either of the 

other two groups. Neither the number of days of hospitalization nor the 

number of outpatient therapy visits was altered by a compensation 

Increase (to other than 100 percent status). During the year after sub

jects in the 100 percent group obtained their 100 percent ratings, the 

number of days they spent in the hospital was significantly lower than 

during the year before attainment of a 100 percent rating. The same 

marked reduction in days of hospitalization occurred following receipt 

of a permanent 100 percent rating. However, in neither case was the 

reduction in days in the hospital accompanied by a significant drop in 

the number of outpatient therapy visits. Finally, no significant change 

in hospital use was evident around the time of rating examinations. 

Personality Questionnaires 

It was hypothesized that subjects in the 10-90 percent group 

would see themselves as more psychologically disturbed and more exter

nally controlled than members of the other two groups. In addition, it 

was proposed that they would report the lowest self-esteem. None of 

these hypotheses was supported by the data and the self-esteem 
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hypothesis was directly contradicted. Because the hypotheses received 

no support and the study was an exploratory one, the data will be 

reviewed as if there were no hypotheses. 

Rotter Locus of Control Scale 

The subject sample as a whole generated a mean score (9.61) that 

was somewhat external when compared with normative data (Rotter, 1966), 

A one-way analysis of variance demonstrated that there was not a sig

nificant difference among the groups on this measure. Group means and 

standard deviations follow (the higher the score, the more external the 

locus of control): 100 percent group—10.92 (S.D. = 5.23); 10-90 per

cent group—8.19 (S.D. = 4.60); UNC group~9.42 (S.D. = 3.72). 

Tennessee Self Concept Scale 

A graphic presentation of group means for all subscales appears 

in Fig. 1. As can be seen from Fig. 1, the subject sample as a whole 

has a very poor self concept as compared with normative data (Fitts, 

1965). This is true for all subscales. 

One-way analyses of variance were conducted on 10 subscales. 

Three of these analyses were significant at the .05 level; Total Self 

Concept (total of all other subscales), Moral-ethical Self Concept 

(feeling of being a "good" person), and Family Self Concept (value as a 

family member). Table 6 contains a breakdown of the analyses. Scheffe 

post-hoc contrast tests (.05 level) were conducted to find the sources 

of the significant differences. On all three subscales, subjects in the 

10-90 percent group had the highest self concept. The Scheffe tests 
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Table 6. Significant Analyses of Variance for Personality Questionnaire 
Scales 

Variable Source df SS MS F 

Hostility 
CSCL-90-R) 

Between Groups 
Within Groups 

Total 

2 
68 

70 

781.54 
6,235.64 

7,017.18 

390.77 
91.77 

4.26^ 

Total Self Concept 
(Tennessee Self 
Concept) 

Between Groups 
Within Groups 

Total 

2 
68 

70 

8,484.55 
92,874.04 

101,358.59 

4,242.27 
1,365.79 

3.11^ 

Moral-ethical Self 
Concept 
(Tennessee Self 
Concept) 

Between Groups 
Within Groups 

Total 

2 
68 

70 

869.47 
5,392.73 

6,262.20 

434.73 
79.30 

5.48^ 

Family Self Concept 
(Tennessee Self 
Concept) 

Between Groups 
Within Groups 

Total 

2 
68 

70 

1,136.42 
5,990.23 

7.126.65 

568.20 
88.09 

6.45^ • 

< .05 

c .01 
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indicated that the 10-90 percent group possessed significantly higher 

self-esteem than the 100 percent group on all three subscales and that 

the 10-90 percent group was also significantly different from the UNC 

group in the moral-ethical dimension. There was a non-significant 

tendency for subjects in the 10-90 percent group to score highest on the 

Self Satisfaction scale and the Behavior scale (perception of one's own 

behavior). Group means and standard deviations for each subscale are 

presented in Appendix D, 

Minnesota Multiphasic Personality Inventory 

Fig. 2 includes a graphic presentation of group means for all 

subscales on the MMPI. Scores for the subject sample as a whole were 

indicative of severe pathology. On a majority of the clinical sub-

scales, the mean score for the sample was in excess of one standard 

deviation above the mean. 

No significant differences among groups were uncovered on any of 

the 13 subscales by one-way analyses of variance. On the F scale there 

was a non-significant trend for the 100 percent group to respond most 

pathologically. Group means and standard deviations for all subscales 

are presented in Appendix D. 

Symptom Checklist-90-Revised 

A graphic presentation of group means for all subscales on the 

SCL-90-R appears in Fig. 3. In this figure group means are plotted on a 

profile that was based on a normative sample of psychiatric outpatients. 

Means for the subject sample in the present study were very similar 
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Fig. 3. Mean Scores for All Groups on the Symptom Ghecklist-90-
Revised 
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(though slightly more pathological) to those obtained from the normative 

sample. 

One-way analyses of variance were conducted on the 10 subscales 

on this checklist. There were significant differences among groups only 

on the Hostility scale. A Scheffe post-hoc contrast test (.05 level) 

revealed that members of the 100 percent group reported that they were 

more hostile than UKC group members. Group means and standard devia

tions are presented in Appendix D. 

Suinmary 

The subject sample as a whole can be characterized as low in 

self-esteem. Subjects in the present study reported a degree of symptom 

distress similar to a normative sample of psychiatric outpatients. How

ever, when compared to norms for "normals" on the MMPI, the subject 

sample reported severe pathology. 

Out of a total of 23 subscales on the MMPI and the SCL-90-R 

(all but two of them measuring some form of psychological distress), 

analyses of variance uncovered a significant difference among groups 

only on the Hostility scale on the SCL-90-R, Subjects in the 100 per

cent group reported that they were more hostile than subjects in the UNC 

group. Analyses of variance and Scheffe post-hoc tests based on the 10 

subscales of the Tennessee Self Concept Scale revealed that on three of 

these scales (Total Self Concept, Moral-ethical Self Concept, and Family 

Self Concept) the 10-90 percent group reported higher self concepts than 

the 100 percent group. On one of the three subtests (Moral-ethical), 

the 10-90 percent group reported a higher self concept than the UNC 
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group as well. There was not a significant difference among groups on 

the Rotter Locus of Control Scale. 

Discriminant Function Analysis 

Seventeen variables were selected for inclusion in a direct 

discriminant function analysis. In a direct anlysis each variable is 

entered into the analysis concurrently. This is a large number of 

variables considering the relatively small number of subjects in each 

group. However, since this was an exploratory study, liberty was taken 

with this analysis. The reader should realize that the results are 

suggestive, rather than definitive. Variables were taken from each of 

the assessment measures. They were chosen because they yielded a sta

tistically significant or near-significant analysis of variance, chi 

square," or t-test value. Two variables, the Rotter Locus of Control 

score and the General Severity Index on the SCL-90-R were added due to 

their importance as summary measures. The purpose of this analysis was 

to determine if a weighted combination of these variables might success

fully differentiate between groups. Results from this analysis are pre

sented in Appendix D. 

Since there were three groups, the analysis produced two func

tions. In descending order, the variables contributing the largest 

weighting coefficients to the first function were the General Severity 

Index of the SCL-90-R (a summary measure encompassing the total rated 

severity of all sumptom clusters included in the SCL-90-R), the 

Psychotocism scale on the SCL-90-R, the Family Self Concept score on the 

Tennessee Self Concept Scale and the Hostility score on the SCL-90-R. 
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This function ia the moat important statistically. The eigenvaluea 

indicate that the first function accounts for 76,1 percent of the total 

variance existing in the discriminating variables, while the second 

function accounts for 23.9 percent of the variance. Variables con

tributing beta weights in excess of .6 to the first function are pre

sented in Table 7. 

In descending order, the variables contributing the largest 

weighting coefficients to the second function were the Total Self Con

cept score on the Tennessee Self Concept Scale, the Self Acceptance 

score on the Tennessee Self Concept Scale and the General Severity Index 

on the SCL-90-R. Variables contributing beta weights in excess of .6 to 

the second function are presented in Table 8. 

A plot detailing where each subject in the study falls on the 

two discriminant functions is presented in Fig. 4. The two functions 

together correctly classify 74.6 percent of the subjects. These func

tions do an excellent job of discriminating the 100 percent group from 

the 10-90 percent group. One subject in the 10-90 percent group was 

mistakenly classified as a 100 percent group member and none of the 

members of the 100 percent group were mistakenly classified as members 

of the 10-90 percent group. The two functions correctly classified 

88,5 percent of the 100 percent group, 81 percent of the 10-90 percent 

group, but only 54.2 percent of the UNO group. As the functions are 

based on subjects in the present sample, it is highly unlikely that they 

would classify subjects in a different sample as accurately. 
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Table 7. Function I: Variables with Beta Weights of . 6 or Higher 

Variable Questionnaire Beta Weight 

Gieneral Severity Index SCL-90-R 1.62 

Psychoticism SCL-90-R -1.01 

Family Self Concept Tenn. Self Concept .85 

Hostility SCL-90-R - .77 

Total Self Concept Tenn. Self Concept - .66 

Table 8. Function II: Variables with Beta Weights of .6 or Higher 

Variable Questionnaire Beta Weight 

Total Self Concept Tenn, Self Concept -1.82 

Behavior Tenn. Self Concept 1.25 

Self Satisfaction Tenn. Self Concept 1.00 

General Severity Index SCL-90-R .69 
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The group centroids (means for each group on the two functions) 

for the three groups are included in the diagram in Fig. 4. On the 

variables that contribute most to the first function, 100 percent group 

members scored highest on the Psychoticism and Hostility Scales (both on 

the SCL-90-R) while the 10-90 percent group members scored highest on 

the General Severity Index of the SCL-90-R and the Family Self Concept 

scale of the Tennessee Self Concept Scale. On the SCL-90-R scales, high 

scores are in the direction of pathology, while on the Tennessee Self 

Concept Scale, high scores indicate positive self concept. The UNO 

group falls roughly in the middle in terms of scores on the first func

tion. 

The second function separates the UNO group from the two other 

groups. UNC group members scored highest on the Total Self Concept 

Scale of the Tennessee Self Concept Scale. 

Summary 

A direct discriminant function analysis was conducted to deter

mine if a weighted combination of variables might differentiate between 

groups. The analysis generated two functions which together correctly 

classified 74,6 percent of the subjects. The functions discriminated 

the 100 percent group from the 10-90 percent group almost perfectly. 

However, they correctly classified only slightly more than half of the 

UNC group members. The first function accounted for 76,1 percent of the 

total variance existing in the discriminating variables and the second 

for 23,9 percent of the variance. The variables contributing the 

largest weighting coefficients to each of the functions were the General 
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Severity Index of the SCL-90-R (to the first function) and the Total 

Self Concept score of the Tennessee Self Concept Scale (to the second 

function). 

Factor Analysis 

All 34 personality questionnaire variables were entered into an 

unrotated factor analysis. For purposes of this analysis, subjects from 

all groups were pooled. Thus, the factors which were produced are 

descriptive of psychiatrically disabled veterans as a group. The six 

factors which emerged from this analysis (only factors with eigenvalues 

greater than 1 were considered) accounted for 76.8 percent of the total 

variance. The percent of variance each successive factor accounted for 

was: 46.0, 10.9, 7.1, 5.3, 4.3, 3.2. The factors are presented in 

Appendix D along with the loadings of each of the 34 variables on each 

factor. The names given to each factor are intended to be descriptive 

of what is measured by the variables loading highest on each factor. 

These names are designed to help the reader interpret the factors, but 

are not definitive in any sense. 

Factor I appears to measure a tendency to admit to a wide 

variety of symptoms, particularly those which are commonly associated 

with psychotic thought processes. This factor also seems to tap a 

tendency to be self conscious and self critical. Variables loading 

highest on Factor I are presented in Table 9. 

Scales loading highest on Factor II are those associated with 

somatic complaints and specifically with people who often convert 

anxiety into physical symptoms. In addition, positive self concept and 



51 

Table 9. Variables Loading .8 or Higher on Factor I Cpsychopathologi-
cal, low self-esteem) 

Variable Questionnaire Factor Loadings 

General Severity Index (GSI) 

Interpersonal Sensitivity 

Psychoticism 

Schizophrenia (Sc) 

Total Self Concept 

Depression 

Anxiety 

SCL-90-R 

SCL-90-R 

SCL-90-R 

MMPI 

Tenn. Self Concept 

SCL-90-R 

SCL-90-R 

.894 

.879 

.862 

.856 

-.851 

.811 

.805 



a sense of moral righteousness appear to be subsumed by this factor. 

Variables loading highest on Factor II are presented in Table 10. 

Factor III appears to measure a proclivity to avoid dealing 

directly with difficulties and sadness by keeping active and external

izing problems; perhaps even denying their existence. Variables loading 

highest on Factor III are presented in Table 11. 

Factor IV seems to include a propensity to feel moralistic and 

defensive and to try to externalize negative feelings such as confusion, 

anger, and suspicion. Variables loading highest on Factor IV are pre

sented in Table 12. 

Factor V appears to tap a tendency toward social isolation and 

valuing oneself as a family member. Variables loading highest on Factor 

V are presented in Table 13. 

The only scale which has a high loading on Factor VI is the 

Masculinity-Femininity scale from the Minnesota Multiphasic Personality 

Inventory. This factor reflects a tendency to endorse traditionally 

feminine values and interests as self-descriptive. The variable loading 

highest on Factor VI is presented in Table 14. 

Summary 

The six factors generated by the unrotated factor analysis are 

descriptive of psychiatrically disabled veterans as a group, regardless 

of compensation status. They accounted for 76.8 percent of the total 

variance. Scales loading highest on Factor I, which accounts for 46.0 

percent of the total variance, were those associated with psychotic 
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thought processes and a self-critical attitude. The other factors that 

emerged each accounted for less than 12 percent of the total variance. 

Table 10. Variables Loading .5 or Higher on Factor II (somatic com
plaints, high self-esteem) 

Variable Questionnaire Factor Loadings 

Somatization SCL-90-R .604 

Hypochondriasis (Hy) MMPI ,526 

Hysteria (Hs) MMPI .522 

Behavior Tenn. Self Concept .514 

Moral-Ethical Self Concept Tenn. Self Concept .513 
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Table 11. Variables Loading .4 or Higher on Factor III (denies prob
lems, keeps active, externally controlled) 

Variable Questionnaire Factor Loadings 

Hyponiania (Ma) 

Depression (D) 

Hypochondriasis (Hy) 

lEC 

MMPI 

MMPI 

MMPI 

Rotter Locus of Control 

.597 

-.579 

-.567 

.420 

Table 12. Variables Loading .3 or Higher on Factor IV (moralistic, 
defensive, externally controlled, confused, anxious) 

Variable Questionnaire Factor Loadings 

Lie 

Self Criticism 

lEC 

F 

Paranoia (Pa) 

Psychopathic Deviate (Pd) 

MMPI 

Tenn. Self Concept 

Rotter Locus of Control 

MMPI 

MMPI 

MMPI 

.486 

-.479 

.406 

.394 

.387 

.363 
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Table 13. Variables Loading .3 or Higher on Factor V (socially 
isolated, values self as a family member) 

Variable Questionnaire Factor Loadings 

Hypomania (Ma) MMPI -.483 

Social Introversion (Si) MMPI .471 

Psychopathic Deviate (Pd) MMPI -.422 

Family Self Concept Tenn. Self Concept .373 

Table 14. Variables Loading 
feminine interests 

.3 or Higher on Factor VI 
and values) 

(traditionally 

Variable Questionnaire Factor Loading 

Masculinity-Femininity (Mf) MMPI .643 



DISCUSSION 

One purpose of the present study was to test the applicability 

of Weinstein's "disability process" model to a psychiatrically disabled 

veteran population. Based on his model, the present author hypothesized 

that UNC group members had not entered the process and would appear 

psychologically healthier, more internally controlled, and higher in 

self-esteem than subjects in either of the other two groups. It was 

predicted that they would also have spent the least time in the hos

pital. Subjects in the 10-90 percent group, due to an ongoing struggle 

to establish the severity of their disabilities, were expected to report 

the most pathology, the lowest self-esteem, the least internal control 

over their lives and the largest number of hospitalizations. Because 

they had settled into the "chronic incompetent" stage, members of the 

100 percent group were expected to be intermediate on each of these 

dimensions. None of the hypotheses which were based on Weinstein's 

formulations were supported by the data. Reasons for this will be con

sidered. A review of each- group's results will serve as the basis for 

the proposal of an alternative disability process model which is more 

applicable to a psychiatrically impaired population. 

Subjects in the 100 percent group have been rated for compensa

tion purposes as least capable of "industrial and economic adjustment," 

least "socially integrated," and most psychologically impaired. How

ever, the personality questionnaire data fail to lend credence to these 

ratings. On only one of 21 pathology scales did subjects in the 100 
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percent group report a significantly greater degree of psychological 

distress than members of the other two groups. Members of the 100 per

cent group spent significantly less time in the hospital during the past 

five years than members of the UNG group. These results are particu

larly surprising in light of the relatively large proportion of subjects 

in the 100 percent group who were diagnosed psychotic. 

The only pathology scale on which a significant difference did 

emerge was the Hostility scale on the SCL-90-R. The tendency of 

veterans receiving 100 percent compensation payments to be more hostile 

than members of the other two groups was strongly supported by another 

near-significant finding. Service-connected veterans as a group tended 

to refuse to participate in the study proportionately more than uncom

pensated veterans. Veterans with a 100 percent disability rating 

declined to participate proportionately more than any other veterans. 

This trend assumes greater importance when two conclusions from the 

Demographics Questionnaire are considered. Subjects in the 100 percent 

group were significantly less likely to have a job and significantly 

more likely to obtain their entire income passively than members of the 

other two groups. Therefore, 100 percent service-connected veterans 

should have had the most free time. Despite this fact, they refused to 

participate proportionately more than members of the other two groups. 

The apparent hostility of the members of the 100 percent group 

has theoretical importance. Weinstein's description of people enmeshed 

in the disability process focuses on their defensiveness during the 

period when they are trying to establish the severity and permanence of 
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their disability. At this stage in the process, any perceived threat to 

their disabled status evokes an overtly or covertly hostile response 

from the "disabled" individual. Why then, would subjects in the 100 

percent group, who have been formally declared "totally disabled" and in 

some cases "totally and permanently disabled," be hostile. There 

appears to be little "threat" to their disabled status. 

Potential explanations abound. Perhaps people who eventually 

obtain a 100 percent disability rating have been hostile throughout 

their lives. They may complain the most and be most persistent in their 

demands for 100 percent compensation status and the system may respond 

by providing the "squeaky wheel" with the most money. Alternatively, 

receipt of a 100 percent rating may prompt veterans to feel that the 

world owes them due to their totally disabled status and the fact that 

it stems from service to their country. Another possibility is that 

reliance on government funds for their income induces hostility due to 

the dependency it entails. This may be especially true in a nation 

which stresses the work ethic. Finally, the hostility reported by 

members of the 100 percent group may be related to the fact that the 

disability is psychiatric in nature and therefore less "honorable" than 

a physical impairment. The answer probably lies in some combination of 

these as well as other factors. Further results may shed light on this 

issue. 

As was mentioned earlier, subjects in the 100 percent group were 

most likely to acquire their income entirely by passive means and to 

have been unemployed throughout the past five years. These findings are 
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not surprising since this group of veterans collects a substantial 

income in the form of an $809 monthly, tax-free V. A. disability com

pensation check (as of this writing) which is often supplemented by 

social security payments. Moreover, for veterans who are rated as 

"totally," rather than "totally and permanently" disabled, employment 

may jeopardize their 100 percent status. Veterans who are rated totally 

disabled receive a large monthly check because it has been concluded 

that they are unable to be gainfully employed. If these men and women 

were to secure employment, an uncomfortable sense of cognitive disso

nance might result. 

Members of the 100 percent group indicated that when they were 

employed, their main occupations were of significantly lower status than 

the main occupations of members of the other two groups. These low 

status jobs may have led to dissatisfaction and a resultant push for 

more compensation dollars. Members of the 100 percent group were not 

content to sit back and collect their checks. Instead, many of them 

have held volunteer positions. The fact that they secured such posi

tions outside as well as inside the V. A. Medical Center demonstrates 

that they are able to function without the security of the V. A. Thus, 

before attaining a total disability rating, members of the 100 percent 

group tended to hold relatively low prestige jobs. After achieving 100 

percent status, many obtained volunteer positions, but depended exclu

sively on passive means to secure an income. 

Members of the 100 percent group reported that they possessed 

lower self-esteem than subjects in the 10-90 percent group. This 



60 

conclusion directly contradicts a hypothesis vital to Weinstein's model 

and provides information essential to any reconstruction of his schema. 

Despite having achieved a government sanctioned total disability rating 

based on service to their country, veterans in the 100 percent group did 

not appear to possess positive self-concepts. They questioned their 

value as family members and, perhaps more importantly, their sense of 

being moral human beings. 

Even if achievement of 100 percent compensation status did not 

engender an increase in self-esteem, t-test results demonstrated that 

it did lead to a dramatic reduction in days spent in the hospital. 

Receipt of a permanent and total disability rating led to further 

decreases in days of hospitalization. The remarkable curative power 

that attainment of a 100 percent disability rating appeared to engender 

merits some explanation. Did the economic benefits that 100 percent 

compensation payments provide actually dissipate psychological diffi

culties to the extent that many fewer days in the hospital were neces

sary? Were the many days veterans spent in the hospital prior to 

receiving their 100 percent disability rating really due to psychologi

cal distress? Is it possible that the hospitalizations were caused by 

financial woes or were specifically designed to enhance the likelihood 

of an increase in compensation status? It is not possible to answer 

these queries on the basis of the data generated by the present study, 

but rating board members need to be aware of all of these possibilities. 

The picture of 100 percent group members which emerges from the 

findings discussed bears little resemblance to Weinstein's portrayal of 
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the "chronic incompetence" stage. According to Weinstein, in this stage 

self-esteem returns to a relatively high level and the disabled person 

accepts his or her role as "honorably disabled." Subjects in the 100 

percent group reported relatively low self-esteem and displayed evidence 

of hostility and defensiveness. These traits fit much better into the 

"crystallization of disability" stage, during which there is increased 

dependency, "increased preoccupation with making the 'system' work," and 

"increased defensiveness and anger when 'pushed'." 

Despite appearing pathological when compared with normative 

samples, 100 percent group members did not complain of any more symptoms 

than members of the other groups. Once their 100 percent status had 

been achieved, they tended to spend relatively little time in the hos

pital. In addition, while they did not typically obtain paid jobs, they 

did secure volunteer positions. These findings indicate that subjects 

in this group did not feel compelled to continually prove the extent of 

their impairment. Then why the hostility and low self-esteem? The 

answer may lie in the difference between being totally disabled for 

psychiatric rather than physical reasons. The burden of living with a 

label of total psychiatric disability in a society which does not fully 

accept or understand psychological distress may lead to a decrease in 

self-esteem. Persons so designated may develop hostile, defensive per

sonality styles which effectively ward off people who do not understand 

the nature of their disabilities. 

According to the proposed application of Weinstein's "disability 

process" model to the present sample, subjects in the 10-90 percent 
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group were engaged in a struggle to prove the extent of their dis

ability. Therefore, 10-90 percent group members were expected to com

plain of the largest number of symptoms, possess the lowest self-

esteem, experience the greatest sense of external control, and display 

the most hostility and defensiveness. These hypotheses received no 

support. In fact, the self-esteem hypothesis was directly contradicted. 

In general, subjects in the 10-90 percent group appeared to be 

the most psychologically healthy in the study. As a group, they spent 

relatively few days in the hospital in the past five years (as compared 

with UNC group members). Despite receiving V. A. compensation payments, 

they were least likely to earn their entire income passively. Beyond 

this, nearly half of them had jobs throughout the past five years. 

Members of this group were significantly older than subjects in the UNC 

group when discharged from the service. These last two findings attest 

to the stability and perseverance of members of the 10-90 percent group. 

These positive qualities are surprising in light of the fact that sub

jects in this group reported as much symptomatic and psychological dis

tress as members of the other two groups. 

Findings from the Tennessee Self Concept Scale are most reveal

ing. Subjects in the 10-90 percent group reported possessing the most 

positive overall self-concepts. They also viewed themselves as valuable 

family members and morally "good" people. Weinstein's concept of the 

disability process helps to explain these results. It must be assumed 

(as Weinstein assumes) that these people, encountering problems which 

threaten their dependency needs, become increasingly depressed and 
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anxious. This leads them to seek an explanation for their psychological 

distress. A V. A. sanctioned psychiatric disability seems the perfect 

solution to this dilemma. They were not declared totally disabled and 

unemployable, but instead have simply been given confirmation that some

thing was wrong. If they were able to work despite their disabilities, 

significant others would be impressed with their courage. An occasional 

stay in the hospital and regular outpatient therapy visits provide con

tinued confirmation that they were worthy of sympathy and attention. 

Thus, their families viewed them as courageous and highly motivated 

because they worked to help themselves despite their disabilities. 

These veterans were left feeling good about themselves and their role as 

family members. 

The assumption that subjects in the UNC group had not entered 

into the "disability process" appears to be unfounded. Members of this 

group were hospitalized a significantly greater number of times and for 

significantly more days in the past five years than members of the other 

two groups. They also reported as great a degree of psychological dis

tress as subjects in the other two groups. UNC group members obtained 

discharges from the service at a significantly younger age than did 

-10-90 percent group members. This might belie greater instability on 

the part of UNC group members. Only 25 percent of UNC group members 

reported that they were employed throughout the past five years, as 

compared with 43 percent of veterans in the 10-90 percent group. Nearly 

half of the members of this group currently earn their entire Income by 

passive means. In the self-esteem dimension, the UNC group more closely 
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resembled the 100 percent group than the 10-90 percent group. Subjects 

in both the 100 percent and UNC groups were significantly lower than the 

10-90 percent group on the Moral-ethical scale on the Tennessee Self 

Concept Scale. Scores on all of the scales for members of the 100 per

cent and the UNO groups were similar and very low compared with norma

tive data. Generally, UNC group members reported as much psychological 

distress and as little self-esteem as 100 percent group members. They 

spent more days in the hospital than subjects in either of the other 

groups and, despite their uncompensated status, were unemployed more 

often than subjects in the 10-90 percent group. 

There Is a critical dimension on which subjects in the UNC 

group and 100 percent group differed: hostility. Subjects in the UNC 

group scored significantly lower than members of the 100 percent group 

on the Hostility scale on the SCL-90-R. They also tended to agree to 

participate in the study a greater proportion of the time than subjects 

in the 100 percent group, despite the fact that they were more often 

employed than 100 percent group members and in many instances had to 

make appointments to participate. The UNC group members, then, can be 

characterized as passive, at least in comparison to subjects in the 100 

percent group. 

More than half of the subjects in the UNC group reported that 

they had applied for some form of V, A. compensation, either service-

connected compensation or nonservice-connected pensions, (Pensions are 

reserved for veterans with "limited income" and those who are "perma

nently and totally disabled from reasons not traceable to service." 
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Their amount depends directly on yearly income and number of dependents. 

The pensions pay a maximum of $296 per month for a veteran with no 

dependents.) Despite the relatively large number of days UNC group 

members spent in the hospital in the past five years, they came in for 

no more outpatient therapy visits than members of the other two groups. 

This surprising finding indicates that economic concerns may have been 

motivating factors in at least some of the hospitalizations. Hospital 

stays are free and offer the veteran a respite from the financial pres

sures of the outside world, while outpatient therapy visits offer no 

financial remuneration and therefore might be more accurate indicators 

of a need for psychological intervention. In order for uncompensated 

veterans to use V. A. Medical Center services, they must sign a form 

stating they are "unable to defray the necessary expenses of the medical 

care" for which they are applying. There is, then, evidence which sug

gests that UNC group members might use hospitalizations as an escape 

from financial problems. 

In sum, subjects in the UNC group reported that they experienced 

as much psychological distress and as poor self concepts as 100 percent 

group members. They secured discharges from the service at relatively 

early ages and their recent work record has not been impressive. Many 

of the veterans in this group depend to a large extent on passive means 

of securing an income and a substantial number have attempted to obtain 

some form of V. A. compensation payments. Finally, as a group, they 

have spent significantly more days in the hospital during the past five 

years than members of the other two groups. According to Weinstein's 
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schema, UNO group members could be seen as passive-dependent persons who 

seek validation for depressive, anxious feelings. V. A, compensation 

status would provide one source of validation, as well as supplementary 

income. However, these veterans are relatively passive individuals 

whose attempts at obtaining compensation might have been ineffectual. 

Thus, despite their ostensible financial independence from the V. A. 

compensation system, they still come in for frequent hospitalizations 

and possess low self-esteem. 

The conclusions drawn from the review of each group's results 

suggest possible modifications in Weinstein's "disability process" which 

might render it more helpful in understanding the psychological makeup 

of a psychiatrically disabled population. An attempt will be made to 

use Weinstein's schema for this purpose. 

Members of the UNC group have, in Weinstein's terminology, 

developed an "unacceptable disability." Unmet dependency needs and 

external pressures had combined to create feelings of inadequacy and 

depression. The increased tension which resulted led to difficulty 

holding a job and meeting social obligations. Eventually financial and 

psychological pressure resulted in hospitalizations. Self-esteem 

dropped as UNC group members searched for some external explanation for 

their difficulties. Some attempts were made to establish a connection 

between their internal problems and service to their country. However, 

the attempts failed, perhaps in part due to passivity and inability to 

deal successfully with the system. Such veterans go through life feel

ing inadequate and seeking sources of need gratification. 
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According to Weinstein's concept of the "disability process," 

subjects in the 10-90 percent group initially faced the same dilemma as 

UNC group members. However, soon after leaving the service (the vast 

majority of service-connected veterans obtain their initial service-

connected rating within a year after their discharge), these veterans 

found an "explanation" for the problems they experienced: the service. 

They convinced a ratings examiner (and probably themselves) that their 

psychological distress stemmed from the time they spent in the service 

(a prerequisite for service-connected compensation). Their self-esteem 

rose and many were able to pursue careers. The veterans earned both 

sympathy and respect from significant others as they overcame their dis

abilities and maintained gainful employment. 

Perhaps partially due to the low prestige nature of the jobs 

they held, some of these disabled veterans were dissatisfied with 

partial benefits. For either financial gain or to prove to themselves 

and others the extent of their disability, some veterans continued push

ing for increased ratings. The psychological sacrifices these veterans 

must make once they have achieved a 100 percent rating may not be worth 

the financial benefits. A male in our work oriented society who is 

labeled psychiatrically unfit for employment must suffer a drop in self-

esteem. Thus, despite his tendency to spend less time in the hospital, 

such a person finds it difficult to feel good about himself. In making 

the large psychological and financial jump (currently 90 percent dis

ability pays $450 per month and 100 percent pays $809 per month) to 

total disability, a veteran sacrifices a great deal in terms of pride. 
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The secondary loss of social status, respect and a clear conscience 

which Martin warned about becomes as important as the secondary gains of 

sympathy and attention which disability engenders. 

The results discussed have important implications for the V. A. 

compensation system. However, before they are discussed, it is neces

sary to consider the analyses related to alterations in hospital use 

before and after changes in compensation status. 

No change in the number of days spent in the hospital or out

patient therapy visits was noted when veterans received increases in 

their ratings to other than 100 percent status. If the increase was to 

a 100 percent rating, a dramatic reduction in days spent in the hos

pital was noted, though it was not accompanied by any change in the 

ntimber of outpatient therapy visits. (There actually may have been a 

decrease in the number of outpatient therapy visits following attainment 

of a 100 percent rating because 100 percent group members spent so many 

days in the hospital in the year before they obtained their 100 percent 

ratings. It is not administratively possible to make an outpatient 

visit while in the hospital.) This same pattern emerged when the years 

before and after attainment of a permanent 100 percent rating were con

sidered. The increase to 100 percent status is accompanied by signifi

cant monetary and psychological changes. The monetary benefits might be 

enough to keep veterans out of the hospital, but, as has been discussed, 

the psychological ramifications of the change might include subtle 

deleterious consequences. 
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The number of outpatient therapy visits seems impervious to 

change. It is possible that psychiatrically impaired veterans, using 

the visits primarily as check-ups, find a comfortable spacing between 

trips to the outpatient clinic. When they experience acute distress, 

they might check into the hospital. The rating boards which make deci

sions on compensation status rarely have access to data on the nxmiber of 

outpatient therapy visits, but nearly always consider data on the number 

of days spent in the hospital. In fact, by law they must consider such 

data, since if a veteran is hospitalized for 21 or more days he or she 

receives 100 percent compensation payments for the entire hospitaliza

tion. If veterans are aware of this, they may use hospitalizations as a 

means of demonstrating the severity of their impairments to the rating 

boards. 

As was mentioned earlier, there were no subjects in any of the 

groups who had had their disability rating decreased in the past five 

years. However, data were collected from one subject who failed to meet 

the criteria of any of the three groups but whose compensation status 

was reduced from 100 to 50 percent. With an N of one, only very tenta

tive conclusions can be drawn. However, the results are so striking 

that it is important to review them. The data were collected approxi

mately six months after the compensation reduction. The veteran will be 

called R for the purposes of this discussion, R answered all 23 items 

on the Rotter Locus of Control Scale in the direction of an external 

locus of control. On the MMPI he endorsed almost all of the pathologi

cal statements as self-descriptive with t-scores of over 100 (mean is 50) 



70 

on the F, D, Pa, Pt, and Sc scales CF and Sc were in excess of 120) and 

t-scores at least one standard deviation above the mean on all eleven 

pathology scales. The same pattern was evident on the SCL-90-R.. R 

reported that in the past week he felt extremely distressed by over half 

of the 90 symptoms listed on the questionnaire. His t-scores were all 

at least one standard deviation above the mean for a normative sample of 

psychiatric outpatients. R's self concept scores on all scales of the 

Tennessee Self Concept Scale were very low. In the year before his 

rating reduction he was hospitalized for only seven days but in the nine 

months after the reduction he was hospitalized for 25 days. R made 

three outpatient therapy visits in the year prior to his rating reduc

tion and 30 in the nine months after. In sum, R complained of numerous 

syroptoms and great psychological discomfort. He also experienced a 

total absence of internal control and possessed an extremely poor self 

concept. All of his personality questionnaire scores were among the 

most extreme recorded in the study. Finally, there was a pronounced 

shift in his pattern of hospital usage following his rating reduction. 

He spent more days in the hospital and came in much more frequently for 

outpatient therapy visits. Unfortunately, there is no personality ques

tionnaire data available from the period before his compensation reduc

tion. However, these results are sufficiently extreme to raise concern 

about the possible deleterious psychological impact of reducing a 

veteran's disability rating. 

The alternative disability process model which has been proposed 

has important implications for the V. A. compensation system. As the 
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system functions currently, a veteran often must come to the V. A. for 

sporadic rating examinations throughout much of his or her life. Veter

ans receive increases and decreases in their disability ratings which 

depend primarily on the results of these examinations, their employment 

status, and hospitalization summaries. While reductions in compensation 

status are rare, the threat of financial loss may keep compensated 

veterans from seeking employment and cause them to become hospitalized 

for the sole purpose of proving the extent of their disability. As has 

been demonstrated, such actions can have a deleterious effect on the 

veteran's self-esteem. 

Is there a way to modify the compensation system to make it 

maximally beneficial to the mental health and self-esteem of psychiatri-

cally impaired veterans and, at the same time, cost efficient for the 

Veterans Administration? The present study is a first step in the 

direction of finding an answer to this question. Results of the study 

were based on a relatively small number of subjects and more than half 

of the veterans asked to participate refused to do so. Therefore, the 

conclusions drawn from this sample must be viewed cautiously. A repli

cation of the study on a nationwide basis would yield invaluable 

information. However, a replication will only begin to answer the ques

tion which has been posed. The most important feature of the present 

study is that it points the way toward a wealth of future research. 

In light of the provocative data obtained from the veteran whose 

disability rating was reduced, further study of the effects of compensa

tion reduction is vital. At the very least, a records search could be 
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conducted to check for changes in hospital usage before and after com

pensation reductions. It would be useful to determine whether the V. A, 

actually saves money when a veteran's disability rating is reduced. The 

results reported in the discussion section suggest that the cost of 

increased hospitalizations and outpatient therapy visits might offset 

the money saved by the reduction. If hospital usage does increase fol

lowing a rating reduction, does the increased usage eventually cause the 

rating to be restored to its original level? 

Results of the present study showed that UNC group members 

reported as much psychological distress and as little self-esteem as 

subjects in the 100 percent group. In addition, they spent more days in 

the hospital than members of either the ICQ percent or 10-90 percent 

groups. Moreover, subjects in the 10-90 percent group proved to be the 

"healthiest" in the study. These conclusions lead inexorably to the 

proposal of an experiment designed to study the psychological and 

behavioral effects of granting 10 percent to 90 percent service-

connected compensation to a small number of uncompensated veterans. 

Only veterans who had applied for compensation in the past would be 

included in the study. (It is unlikely that any future compensation 

system would offer compensation to those who have never applied for it.) 

The period immediately before and after changes in compensation 

status is a fertile one for future research. What events lead up to the 

change? What is the immediate psychological impact of the change? Pos

sibly most interesting is the role significant others play in the 

process. What are their reactions to the increase or decrease in 
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compensation? Is their relationship with the veteran altered by a new 

rating? Do they encourage veterans to apply for Increases? 

An investigation of the effects of granting permanent disability 

ratings within the first few years after discharge from the service 

would provide vital data. Veterans who receive permanent ratings should 

feel free to obtain employment and work toward improved mental health 

without the threat of losing compensation dollars. On the other hand, 

even if they spent the majority of their time on a psychiatric ward, no 

increased funds would be forthcoming. How would psychiatrically 

impaired veterans react to this situation? How would their behavior and 

self concepts compare with those of veterans facing the contingencies 

inherent in the present compensation system? 

A study comparing veterans compensated for physical impairments 

with those compensated for psychiatric impairments is another logical 

"next step," Such research might provide insight into the problems 

encountered in adapting Weinstein's disability process model (which was 

based on physical disability) to a psychiatrically disabled veteran 

population. 

The dearth of significant between-group differences which were 

uncovered on the self-report pathology scales was surprising, as the 

100 percent rating is supposed to be reserved for the most pathological 

veterans. This finding alone is sufficient cause to investigate the 

disability rating procedure, itself. For instance, are the individuals 

who are responsible for determining ratings decisions unduly influenced 

by characterological hostility and stubborn persistence? An exploration 
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of the decision making process involved would be difficult, but invalu

able. 

Several of the potential research projects which have been pro

posed would have a financial impact on the Veterans Administration and 

the Federal Treasury. Modifications such as granting permanent ratings 

soon after discharge and providing compensation to previously uncom

pensated veterans have important monetary implications. For example, if 

permanent ratings were adopted, would veterans who choose to obtain jobs 

contribute income tax payments to the government? If so, how much? 

Would the compensated veterans be less likely to apply for funds from 

other governmental agencies? How much money would be saved by the 

dramatic reduction in the number of rating examinations which permanent 

ratings would engender? These and other questions require answers in an 

era in which fiscal responsibility is a preeminent issue. 

Data are available to provide a preliminary answer to one 

intriguing financial question: What is the cost involved in increasing 

a veteran's disability status to 100 percent? Consider a hypothetical 

veteran whose compensation has been increased from a 70 percent rating 

($346 per month) to a permanent 100 percent rating ($809 per month). 

This would cost the government an extra $5,556 a year. However-, results 

from the present study indicate that during the year immediately follow-
I 

ing the change, there will be a great reduction in the number of days 

I 
the hypothetical veteran spends in the hospital (a mean of 100.67 fewer 

days). The cost of a day of hospitalization on the psychiatric ward of 

the Tucson Veterans Administration Medical Center was $124.55 as of 
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hospital costs in the first year after the increase. According to this 

example, the V. A. would save about $7,000 in the first year after the 

compensation adjustment. This hypothetical situation has, of course, 

been grossly oversimplified. For example, many costs have been 

neglected* Its purpose is to demonstrate that careful consideration 

must be devoted to all costs and benefits of any change in the compen

sation system. Before any wholesale changes are adopted, much experi

mentation involving cost efficiency as well as the psychological adjust

ment of the affected veterans is essential. 

Future directions for research are also suggested by the dis

criminant function analysis conducted by the present author. It was 

possible to successfully discriminate members of the 100 percent group 

from subjects in the 10-90 percent group on the basis of a linear 

combination of variables. Continued work on developing discriminant 

functions, especially if the functions were based on large samples and 

then cross validated on new populations, might lead to the development 

of a screening questionnaire which could be used along with a rating 

exam. Such a questionnaire might be useful in helping rating boards 

'make decisions regarding compensation status, particularly in difficult 

cases. 

Lorr and his associates conducted a series of factor analytic 

studies based on an assessment of 184 male veterans who were being seen 

for outpatient therapy at four V, A. Mental Hygiene Clinics. Thus, the 

subject sample was nearly identical to the present one, though Lorr's 
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studies were published over 25 years ago. In each of Lorr's studies, 

assessment consisted solely of rating scales which were completed by 

V, A. staff members. The scales were descriptive of behavioral traits, 

somatic and psychic symptoms, attitudes and inferred needs. Despite the 

differences in assessment measures and procedure, there were striking 

similarities between the factors which emerged from Lorr's studies and 

the present study. Factor I in the present study (psychopathological, 

low self-esteem) parallels Factor RD (reality distortion) (Lorr, Rubin

stein, and Jenkins, 1953), The same authors uncovered a Factor H 

(hostility) which bears a marked resemblance to Factor IV in the present 

study (moralistic, defensive, externally controlled, confused, anxious). 

The authors pointed out that Factor H was associated with perceiving the 

world as threatening, feeling unwanted and rejected by others, and tend

ing to be resentful of authority. Lorr and Rubinstein (1955) described 

Factor GI (gastrointestinal reaction). This factor is dominated by con

version symptoms and the "apparent absence of need for approval from 

others" which is later described as denial of dependency needs (p. 518), 

Factor GI is analogous to Factor IX (somatic complaints, high self-

esteem, moralistic). The denied dependency needs of Factor GI and 

hostility of Factor H fit in well with Weinstein's characterization of 

people enmeshed in the disability process. 

Hopefully, more factor analytic studies involving psychiatri-

cally disabled veterans will be conducted in the future. Only by means 

of an outpouring of such studies will it be possible to reduce the 
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morass of psychological terms descriptive of pathology to universally 

agreed upon variables and concepts. 

Results of the present study strongly suggest that the com

pensation system does have a major psychological and behavioral impact 

on psychiatrically disabled veterans. There was a surprising lack of 

between-group differences on the self-report pathology scales. There

fore, the significant differences which emerged on other measures were 

more likely to have been caused by the compensation system than any 

pathology inherent in the veterans. The Impressive reduction in days 

spent hospitalized which was precipitated by receipt of a 100 percent 

rating was the most striking example of the power of the compensation 

system. Other results, such as the relatively high self-esteem of 

10-90 percent group members, the self-reported hostility of subjects in 

the 100 percent group, and the relatively large number of hospitaliza

tions accumulated by members of the UNC group in the past five years, 

are more difficult to explain but should provide excellent starting 

points for future studies. Based on the results of the present study, 

an alternative to Weinstein's disability process model was proposed 

which might be more applicable to a psychiatrically disabled population. 

Only a few of the multitude of possible research topics in this 

area have been discussed. As compensation systems continue to flourish 

in this country and throughout the world, it will become increasingly 

important to study the effects of such programs on the people they 

serve. 



APPENDIX A 

DEMOGRAPHICS QUESTIONNAIRE 

Identification number 

1. Age 

2. Sex: Male , Female 

3. Ethnicity; White , Black , Mexican-American 
Indian , Oriental , Other (please specify) _____ 

4. Marital status: Married , Single , Divorced , 
Widowed , Separated 

5. Highest grade level of school completed 

6. How many dependents do you have? 

7. Religion; Protestant , Catholic , Jewish , 
Other (please specify) , None 

8. What is the importance of religion in your life? 

1 2 3 4 5 6 7 
not 
at all extremely 

9. How many times have you been married? 

10. What was the length of your longest marriage? 

11. For how many of the past 5 years have you been employed? _____ 

12. When you have been employed, what was (is) your main occupation? 

13. Do you have a drinking problem? 

14. Do you have a problem with drugs other than alcohol? 

15. Have you been a volunteer at the V. A.? 

16. If yes to #15, for how long all together 
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17. Have you done volunteer work outside the V. A.? 

18. If yes to #17, for how long all together? 

19. Overall, how helpful are the V. A, doctors in treating your 
psychiatric disorder? 

1 2 3 4 5 6 7 
not helpful extremely 
at all helpful 

20. Have you ever applied for service-connected compensation or a 
nonservice-connected pension for any psychiatric condition? 

21. Place a checkmark beside all of your sources of income. 

salary from employment 
investment 
business venture 
savings 
service-connected compensation payments 
nonservice-connected pension 
workman's compensation 
social security 
welfare 
State Vocational Rehabilitation 
loan or scholarship or GI bill 
military retirement fund 
other retirement fund 
inherited money 
support from family member or friend (relatives, 
children, parents, etc.) 

22. Go back to #21 and place a second checkmark next to your main 
source of income. 

Thank you very much for your cooperation, 

Joseph Perl, M,A. 



APPENDIX B 

RECORDS SEARCH 

1. At what age did the veteran obtain his most recent discharge from 
the service? 

2. How old was the veteran when he was first awarded service-connected 
compensation? 

3. How old was the veteran when he was first found to be totally (100 
percent) disabled? 

4. How old was the veteran when he was first found to be totally and 
permanently disabled? 

5. How old was the veteran when he was first awarded a nonservice-
connected pension? 

6. What is the most serious psychiatric diagnosis that the veteran has 
in his records? 

7. For how many total days has the veteran been hospitalized for 
psychiatric reasons in the last 5 years (record exact dates of each 
hospitalization)7 

TOTAL 

1973 (Sept. through Dec. only): 

1974: 

1975: 

1976: 

1977: 

1978: ___i 

TOTAL DAYS 

8. How many: times has the veteran been hospitalized for psychiatric 
reasons in the last 5 years? 

9. How many: of the veteran's psychiatric hospitalizations in the last 
5 years were for 21 days or more? 
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10. How many disability rating exams has the veteran had in the last 
5 years? 

11. How many outpatient therapy visits has the veteran made in the last 
5 years (record the exact date of each visit)? 

TOTAL 

1973 (Sept. through Dec. only): 

1974: 

1975: 

1976; 

1977: 

1978: 

TOTAL NUMBER OF VISITS 

12. What has the veteran's service-connected status been over the past 
5 years (include % received on September 1, 1973 and report any 
changes and the exact dates of the changes ^ot the rating exam 
dates7 since that date?) 

Sept. 1, 1973: 

1974: 

1975: 

1976: 

1977: 

1978: 

•kifh In the questions that follow, discount compensation changes that 
were due solely to length of hospitalization or to nonpsychiatric 
disabilities. 

irirk 13 a-d and 14 a-d refer to compensation changes occurring in the 
last 5 years only. 

13. How many outpatient therapy visits did the veteran make in the 
year: 

a. prior to each compensation reduction? 



82 

b. following each compensation reduction? 

c. prior to each compensation increase? 

d. following each compensation increase? 

e. before he obtained his 1007o disability rating? 

f. after he obtained his 1007» disability rating? 

g. before his l(X)7o disability rating was made permanent? 

h. after his 100% disability rating was made permanent? 

14. How many days has the veteran spent in the hospital in the year; 

a. prior to each compensation reduction? 

b. following each compensation reduction? 

c. prior to each compensation increase? 

d. following each compensation increase? 

e. before he obtained his 1007o disability rating? 

f. after he obtained his 100% disability rating? 

g. before his 1007# disability rating was made permanent? 

h. after his 1007o disability rating was made permanent? 

15. What are the dates of all ratings exams (not rating decisions) the 
veteran has had in the last 5 years? 

1973 (Sept. through Dec. only): 

1974; 

1975: 

1976: 

1977; 

1978 
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16. How many days did the veteran spend in the hospital in the 30 days 
before and the 60 days after each RATINGS exam conducted in the 
last 5 years? (include date of exam and number of days) 

17. How many outpatient therapy visits did the veteran make in the 30 
days before and the 60 days after each ratings exam conducted in 
the last 5 years? (include date of exam and niimber of visits) 



APPENDIX G 

INFORMED CONSENT FORM 

You are being asked to participate in a research study here at 

the Tucson Veterans Administration Hospital. The study is entitled 

"Psychiatric Disability and the Veterans Administration Treatment Pro

cess." The purpose of this project is to find out about the personality 

and background of psychiatrically disabled veteran. The results of 

the study will hopefully be used to offer better treatment for the 

psychiatrically disabled veteran. 

Your participation in this study will include filling out 5 

questionnaires concerning your personality and background. They will 

take about 2 hours to fill out. I am also interested in some details of 

your disability and in your utilization of the hospital. To obtain this 

information I will look through your V. A. records. 

All of the information you supply on the questionnaires and the 

information obtained from your records will be held in the strictest 

confidence. Only experimental personnel will have access to this infor

mation and you will be identified by a code number only. The informa

tion will be coded into a computer and only group information will be 

analyzed. There will be no way of telling anything about a single 

individual. As soon as the analysis has been completed all information 

will immediately be destroyed. 
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None of the information I collect will have any effect, whatso

ever, on your disability rating or on your use of the V. A. Hospital. 

You are under no obligation to participate in the study and you 

may refuse to answer any question or to withdraw from the study at any 

time. Refusal to participate in the study will not affect the medical 

care you receive. 

Consent of the Subject 

I have read the above statement. The nature, demands, and bene

fits of the study have been explained to me. I understand that I may 

ask questions and that I am free to withdraw from the project at any 

time without ill will. I also understand that this consent form will be 

filed in an area designated by the Hvmian Subjects Committee with access 

restricted to the principal investigator or authorized representatives 

of the particular department. 

Subject's signature 

Experimenter' signature 

Witness' signature 

Date 

Date 

Date 
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Table D-1. Matched Sample t-teats for Record Search 
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Variables Group N Mean S,D, t-value 

Outpatient therapy visits in the 
year prior to obtaining 1007<. 
rating ' 4.60 3.75 

vs. 100 10 - .10 
Outpatient therapy visits in the 
year after obtaining 1007. rating 4.80 5.43 

Days in hospital in the year prior 
to obtaining 1007o rating 108.82 101,71 

vs. 100 22 2.75= 
Days in hospital in the year after 
obtaining 1007i. rating 37,73 59.63 

Outpatient therapy visits in the 
year prior to obtaining 
permanent 100% rating 4.67 3.93 

vs. 100 6 .23 
Outpatient therapy visits in the 
year after obtaining permanent 
100% rating 4.17 4.07 

Days in hospital in the year prior 
to obtaining permanent 1007o 
rating 109,89 135,94 

vs. 100 9 2,45° 
Days in hospital in the year after 
obtaining permanent 100% rating 9.22 21.22 

Outpatient therapy visits in the 
year prior to first compensation 
increase^ 100 9.50 2.30 

vs. and 12 - .16 
Outpatient therapy visits in the 10-90 
year after first compensation 
increase^ 10.00 2.56 
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Table D-1—Continued 

Variables Group N Mean S.D. t-value 

Days in hospital in the year 
prior to first compensation 
increase^ 

vs. 
Days in hospital in the year 
after first compensation 
increase^ 

100 
and 
10-90 

12 
17.50 32.92 

1.55 

12.75 28,41 

Outpatient therapy visits in the 
30 days before and 60 days after 
first rating exam^ 100 1.75 1.81 

vs. 10-90 16 .69 
Mean number of outpatient therapy UNC 
visits for other 90 day 
periods^ 1.42 .74 

Days in hospital in the 30 days 
before and 60 days after first 
rating exam^ 100 1.13 3.16 

vs. 10-90 16 -1.19 
Mean number of days in hospital UNC 
for other 90 day periods^ 2.08 2.71 

^Pertains to 1974-1979 only 

^p < .05 

«^p < .01 



89 

Table D-2. Means and Standard Deviations for all Groups for the 
Tennessee Self Concept Scale^ 

Variable Group Mean^ S.D, 

100 293.92 37.50 
10-90 319.52 36.34 

Total Self Concept UNC 297.96 36.90 

100 57.42 9.15 
Physical Self Concept (health, appearance, 10-90 56.95 8,88 
skills, sexuality) UNC 56.33 9.71 

100 64.38 7.77 
Moral-ethical Self Concept (relationship 10-90 72.05 9.96 
to God, feeling of being a "good" person) UNC 64.38 9.09 

100 56.08 9.97 
Personal Self Concept (personal worth, 10-90 61.29 9.29 
adequacy as a person) UNC 57.00 8.67 

100 57.54 7.98 
Family Self Concept (value as a family 10-90 67.43 9.47 
member) UNC 61.88 10.64 

100 58.88 10.42 
Social Self Concept (self in relationship 10-90 62.52 10.38 
to others) UNC 58.38 8.43 

100 104.15 15.38 
10-90 113.14 13.44 

Identity (basic identity, "what I am") UNC 108.25 14.59 

100 92.50 13.52 
Self Satisfaction (how he feels about the 10-90 102.00 15.31 
self he perceives) UNC 93.42 14.49 

100 97.65 13.32 
10-90 104.48 12.04 

Behavior (perception of own behavior) UNC 96.29 12.38 
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Table D-2"Contlnued 

Variable Group Mean^ S.D. 

100 35.50 6.56 
Self Criticism Chigh score—open, 10-90 34.24 6.24 
low score—defensive) UNC 36.92 4.89 

®Based on raw scores. 

^The higher the score, the more positive the self concept for 
all subscales except self criticism. 
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Table D-3. Means and Standard Deviations for all Groups for the 
Minnesota Multiphasic Personality Inventory 

Variable Group Mean S.D. 

Lie (the higher the score, the more 
moralistic) 

F (the higher the score, the more 
confused or pathological) 

K (the higher the score, the more 
defensive) 

Hypochondriasis (Hs)' 

Depression (D)^ 

Hysteria (Hy)^ 

Psychopathic Deviate (Pd)^ 

Masculinity-Femininity (Mf) (the 
higher the score, the more feminine) 

Paranoia (Pa)^ 

Psychasthenia (Pt)^ 

100 50.69 7.76 
10-90 52.43 9.29 
UNC 50.54 7.35 

100 76.15 20.58 
10-90 65.10 10.39 
UNC 70.50 14.44 

100 49.04 10.30 
10-90 49.57 11.01 
UNC 49.46 7.63 

100 79.88 19.92 
10-90 83.86 20.22 
UNC 75.92 19.14 

100 87.08 18.38 
10-90 87.71 21.34 
UNC 85.46 19.67 

100 73.92 10.02 
10-90 77.62 14.59 
UNC 70.33 13.01 

100 76.69 14.79 
10-90 69.62 9.12 
UNC 71.17 13.28 

100 65.38 9.39 
10-90 61.81 7.95 
UNC 66.67 11.82 

100 70.73 17.47 
10-90 66.95 11.09 
UNC 62.75 10.90 

100 85.08 13.90 
10-90 77.00 19.72 
UNC 78.33 16.82 
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Table D-3—Continued 

Variable Group Mean S.D, 

100 92, .58 21. .69 
10-90 80. .29 17, .65 

Schizophrenia (Sc) UNC 83. .63 22, .54 

100 64. .31 12. .01 
10-90 59. .19 11. .59 

Hypontania (Ma) UNC 60. .13 14, .41 

100 61. .69 14, .05 
Social Introversion (the higher the 10-90 66. .81 12, .18 
score, the more introverted) UNC 66. .38 12, .72 

^Based on t-scores. 

'^The higher the score, the more pathological. 

I 
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Table D-4. Means and Standard Deviations for all Groups for the 
Symptom Checklist-90-Revised CSGL-90-R)^ 

Variable Group Mean^ S.D. 

100 58.19 10.77 
10-90 59.52 9.49 

Somatization UNC 54.79 10.88 

100 56.00 9.72 
10-90 53.71 11.01 

Obsessive-Compulsive UNC 51.46 10.80 

100 52.88 11.42 
10-90 48.67 9.45 

Interpersonal Sensitivity UNC 48.88 9.03 

100 52.08 8.59 
10-90 49.48 9.20 

Depression UNC 49.75 8.77 

100 54.54 10.58 
10-90 54.29 11.01 

Anxiety UNC 51.42 10.62 

100 56.00 9.83 
10-90 49.90 10.45 

Hostility UNC 48.58 8.44 

100 56.31 10.43 
10-90 52.81 10.68 

Phobic Anxiety UNC 54.08 8.56 

100 54.58 11.24 
10-90 49.14 10.04 

Paranoid Ideation UNC 49.79 8.38 

100 56.35 12.71 
10-90 49.19 11.03 

Psychoticism UNC 51.38 9.44 
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Table D-4—Continued 

Variable Group Mean^ S.D. 

100 56.50 12.21 
10-90 53.05 11.22 

General Severity Index UNO 51.00 9.51 

^•Based on t-scores. 

^For all subscales, the higher the score, the more pathological. 



Table D-5. Discriminant Function Analysis, Function I and II 
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Variable Questionnaire Beta Weight 

Function I 

General Severity Index SGL-90-•R^ 1.62 

Psychoticism SCL-90-•R -1,01 

Family Self Concept TSC^ .85 

Hostility SGL-90-•R - .77 

Total Self Concept TSC - .66 

Self Satisfaction TSC .52 

Volunteer Work Outside V. A. Medical Center DQ= .47 

Number of Years Employed in Past 5 Years DQ .41 

F MMPl'^ .35 

Moral-ethical Self Concept TSC .34 

All Sources of Income DQ - .32 

Volunteer Work at V, S. Medical Center DQ .23 

Rotter Locus of Control lEC® - .20 

Behavior TSC - .13 

Age of Discharge from Service RS^ .12 

Number of Times in Hospital in Past 5 Years RS .08 

Status of Main Occupation DQ .05 

^Symptom Checklist-90-Revised 

b, Tennessee Self Concept Scale 

'^Demographics Questionnaire 

Minnesota Multiphasic Personality Inventory 

a 
Rotter Locus of Control Scale 

f Record Search 
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Table D-5—Continued 

Variable Questionnaire Beta Weight 

Function II 

Total Self Concept TSC^ -1.82 

Behavior TSC 1.25 

Self Satisfaction TSC 1.00 

General Severity Index SCL-90- .69 

Status of Main Occupation DQ*^ .47 

Age of Discharge from Service RS*^ .46 

All Sources of Income DQ .45 

Number of Days in Hospital in Past 5 Years RS - .32 

Family Self Concept TSC .29 

Psychoticism SCL-90-•R - .20 

F MMPI® - .16 

Rotter Locus of Control lEC^ - .13 

Volunteer Work at V. A. Medical Center DQ - .12 

Moral-ethical Self Concept TSC .11 

Hostility SCL-90-•R .10 

Volunteer Work Outside V, A, Medical Center DQ .06 

Number of Years Employed in Past 5 Years DQ .05 

^Tennessee Self Concept Scale 

^Sjrmptora Checlcli3t-90-Revised 

^Demographics Questionnaire 

^Record Search 

Minnesota Multiphasic Personality Inventory 

f Rotter Locus of Control Scale 
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' Table D-6. Unrotated Factor Loadings for Factor Analysis Including all 
Personality Questionnaire Scales 

Variable Questionnaire Factor Loadings 

Factor I~Psychopathological, low self-esteem 

1. General Severity Index (GSI SCL-90-R .894 
2. Interpersonal Sensitivity SCL-90-R .879 
3. Psychoticism SCL-90-R .862 
4. Schizophrenia (Sc) MMPI .856 
5. Total Self Concept TSC -.851 
6. Depression SCL-90-R .811 
7. Anxiety SCL-90-R .805 
8. Personal Self Concept TSC -.796 
9. Obsessive-Compulsive SCL-90-R .779 
10. Self Satisfaction TSC -.775 
11. Paranoid Ideation SGL-90-R .762 
12. Perception of Own Behavior (Behavior) TSC -.758 
13. Identity TSC -.751 
14. Social Self Concept TSC -.743 
15. F MMPI .735 
16. Psychasthenia (Pt) MMPI .734 
17. Phobic Anxiety SCL-90-R .719 
18. Hostility SCL-90-R .683 
19. Physical Self Concept TSC -.674 
20. Paranoia (Pa) MMPI .663 
21. Depression (D) MMPI .646 
22. K MMPI -.640 
23. Somatization SCL-90-R .619 
24. Social Introversion (Si) MMPI .619 
25. Family Self Concept TSC -.598 
26. Moral-ethical Self Concept TSC -.576 
27. Hysteria (Hy) MMPI .555 
28. Psychopathic Deviate (Pd) MMPI .545 
29. Hypomania (Ma) MMPI .410 
30, Hypochondriasis (Hs) MMPI .397 
31. Rotter Locus of Control (lEC) lEC .319 
32. Lie MMPI -.279 
33. Self Criticism TSC .238 
34. Masculinity-Femininity MMPI .208 

Factor II—Somatic complaints, high self-esteem 

1. Somatization SCL-90-R .604 
2. Hy MMPI .526 
3. Hs MMPI .522 
4. Behavior TSC .514 



Table D-6"Unrotated Factor Loadings—Continued 

Variable Questionnaire Factor Loadings 

5. Moral-ethical Self Concept TSC .513 
6. Total Self Concept TSC .473 
7. L MMPI .462 
8. Self Criticism TSC -.459 
9. Social Self Concept TSC .432 
10. Anxiety SCL-90-R .376 
11. Family Self Concept TSC .373 
12. Self Satisfaction TSC .364 
13. Mf MMPI -.356 
14. Hostility SCL-90-R .356 
15. Identity . TSC .344 
16. Personal Self Concept TSC .331 
17, GSI SCL-90-R .323 
18. Obs ess ive-Compuls ive SCL-90-R .316 
19. Depression SCL-90-R .250 
20. Paranoid Ideation SCL-90-R .247 
21. Physical Self Concept TSC .209 
22. Ma ' •' MMPI .193 
23. Pa MMPI .193 
24. Psychoticism SCL-90-R .183 
25. lEC lEC .127 
26. D MMPI .118 
27. Si MMPI -.115 
28. Phobic Anxiety SCL-90-R .111 
29. Sc MMPI .088 
30. K MMPI .064 
31. Pd MMPI -.046 
32. F MMPI .029 
33. Pt MMPI .021 
34. Interpersonal Sensitivity SCL-90-R .010 

Factor III—Denies problems, keeps active, externally controlled 

1. Ma MMPI .597 
2. D MMPI -.579 
3. Hy MMPI .567 
4. lEC .420 
5. K MMPI -.398 
6. Hs MMPI -.370 
7. Lie MMPI -.344 
8. F MMPI .324 
9. Paranoid Ideation SCL-90-R .308 
10. Pt MMPI -.289 
11. Hostility SCL-90-R .280 



Table D-6—Unrotated Factor Loadings—Continued 

99 

Variable Questionnaire Factor Loadings 

12. Pd MMPI -.247 
13. Psychoticism SCL-90-R .227 
14. Si MMPI -.211 
15. Mf MMPI .204 
16. Pa MMPI .203 
17. Identity TSC .198 
18. Physical Self Concept TSC .192 
19. Social Self Concept TSC .161 
20. Self Criticism TSC .148 
21. Personal Self Concept TSC .132 
22. Total Self Concept TSC .131 
23. Family Self Concept TSC .118 
24. GSI SGL-90-R .098 
25. Interpersonal Sensitivity SCL-90-R .094 
26. Moral-ethical Self Concept TSC .091 
27. Self Satisfaction TSC .086 
28. Behavior TSC .082 
29. Obsessive-Compulsive SGL-90-R .050 
30. Anxiety SCL-90-R .034 
31. Phobic Anxiety SCL-90-R .024 
32. Depression SGL-90-R .020 
33. Somatization SCL-90-R .012 
34. Sc MMPI -.003 

Factor IV—Moralistic, defensive, externally controlled, confused and 
anxious 

1. Lie MMPI .486 
2. Self Criticism TSC -.479 
3. lEC .406 
4. F MMPI .394 
5. Pa MMPI .387 
6. Pd MMPI ,363 
7. Family Self Concept TSC -.296 
8. Physical Self Concept TSC .291 
9. Sc MMPI .287 
10. Obsessive-Compulsive SCL-90-R -.260 
11. Hs MMPI -.236 
12. Identity TSC -.221 
13. Hy MMPI -.209 
14. K MMPI .202 
15. Anxiety SCL-90-R -.184 
16. Somatization SCL-90-R -.182 
17. Self Satisfaction TSC .160 



Table D-6—Unrotated Factor Loadings—Continued 
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Variable Questionnaire Factor Loadings 

18. GSI SCL-90-R -.135 
19. Hostility SCL-90-R -.130 
20, Si MMPI .126 
21. Moral-ethical Self Concept TSC .125 
22. Mf MMPI .116 
23. Behavior TSC .105 
24. D MMPI .105 
25. Social Self Concept TSC -.104 
26. Pt MMPI .089 
27. Personal Self Concept TSC .053 
28. Interpersonal Sensitivity SCL-90-R .043 
29. Paranoid Ideation SCL-90-R .038 
30. Depression SCL-90-R .034 
31. Psychoticism SCL-90-R -.031 
32. Total Self Concept TSC .009 
33. Ma MMPI -.004 
34. Phobic Anxiety SCL-90-R .004 

Factor V~Socially isolated, values self as a family member 

1. Ma MMPI -.483 
2. Si MMPI .471 
3. Pd MMPI -.422 
4. Family Self Concept TSC .373 
5. Phobic Anxiety SCL-90-R .260 
6. lEC .244 
7. Moral-ethical Self Concept TSC .243 
8. Hy MMPI -.220 
9. Social Self Concept TSC -.208 
10. Sc MMPI -.203 
11. Personal Self Concept TSC -.190 
12. Interpersonal Sensitivity SCL-90-R .189 
13. Hs MMPI -.186 
14. K MMPI -.180 
15. Self Satisfaction TSC .154 
16. F MMPI -.154 
17. L MMPI .152 
18. Self Criticism TSC -.140 
19. Anxiety SCL-90-R .139 
20. Paranoid Ideation SCL-90-R .136 
21. Mf MMPI .130 
22. Somatization SCL-90-R -.122 
23. Pt MMPI -.117 
24. GSI SCL-90-R .092 
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Variable Questionnaire Factor Loadings 

25. D MMPI .090 
26. Hostility SCL-90-R -.080 
27. Depression SGL-90-R .079 
28. Psychoticism SCL-90-R .077 
29. Pa MMPI -.077 
30. Obsessive-Compulsive SCL-90-R .070 
31. Total Self Concept TSC .048 
32. Physical Self Concept TSC -.039 
33. Behavior TSC -.023 
34. Identity TSC -.020 

Factor VI—Traditionally feminine interests and values 

I. Mf MMPI .643 
2. Pd MMPI .282 
3. K MMPI .271 
4. Self Criticism TSC .251 
5. lEC .245 
6. Moral-ethical Self Concept TSC .239 
7. Si MMPI -.225 
8. Depression TSC .182 
9. Hostility SCL-90-R .174 
10. F MMPI -.173 
11. Pt MMPI - ,166 
12. Hy MMPI .147 
13. Personal Self Concept TSC -.144 
14. Interpersonal Sensitivity SCL-90-R .139 
15. Ma MMPI -.127 
16. Identity TSC .124 
17. Self Satisfaction TSC -.113 
18. Obs ess ive-Compuls ive SCL-90-R .094 
19. Behavior TSC .092 
20. Psychoticism: SCL-90-R -.088 
21. Physical Self Concept TSC .077 
22. GSI SCL-90-R .063 
23. Paranoid Ideation SCL-90-R -.055 
24. Pa MMPI -.051 
25. Total Self Concept TSC .049 
26. Sc MMPI -.041 
27. Somatization SCL-90-R -.039 
28. Social Self Concept TSC .031 
29. D MMPI .030 
30. Family Self Concept TSC -.030 
31. Lie MMPI -.026 



Table D-6—Unrotated Factor Loadings—Continued 

102 

Variable Questionnaire Factor Loadings 

32. Hs MMPI -.024 
33. Anxiety SCL-90-R .006 
34. Phobic Anxiety SCL-90-R -.001 



REFERENCES 

Ayer, M. J., R. W. Thoreson, and A. J. Butler. Predicting rehabilita
tion success with the MMPI and demographic data. Personnel and 
Guidance Journal, 1966, 631-637. 

Barry, J. R., G. H. Dunteman, and M. W. Webb. Personality and motivation 
in rehabilitation. Journal of Counseling Fgychologyi 1968, 15, 
237-244. 

Behan, R. G. and A. H. Hirschfeld. The accident process: II Toward more 
rational treatment of industrial injuries. Journal of the 
American Medical Association, 1963, 186, 84-90. 

. Disability without disease or accident. Archives of Environ
mental Health, 1966, 12, 655-659. 

Brodsky, C. M. Social psyc.hiatric consequences of job incompetence. 
Comprehensive Psychiatry, 1971, 526-536. 

Campbell, H. G., Q. D. Clarkson, and L. L. Sinsabaugh. MMPI identifica
tion of nonrehabilitants among disabled veterans. Journal of 
Personality Assessment, 1977, 266-269. 

Carnes, G. D. Identifying clients predisposed to failure. Journal of 
Counseling Psychology, 1973, 20, 79-83. 

Cole, N. J., R. L. Kapsa, D. R. Shupe, and C. H. Branch. Job adjust
ments of former patients. I. A comparative study of the work 
performance ratings of former psychiatric patients and their 
controls. Hospital and Community Psychiatry, 1966, ]J7, 175-179. 

Dahlstrom, W. G., G. S. Welsh, and L. £. Dahlstrom. An MMPI Handbook, 
Volume I; Clinical Interpretation. University of Minnesota 
Press, Minneapolis, Minnesota, 1960. 

Derogatis, L. R. SCL-90-Revtsed Manual I, Johns Hopkins University 
School of Medicine, 1977. 

Derogatis, L. R., K, Rickels, and A. F. Rock. The SCL-90 and the MMPI: 
A step in the validation of a new self-report scale. British 
Journal of Psychiatry, 1976, 128, 280-289. 

Enelow, A. J. Industrial injuries: Prediction and prevention of 
psychological complications. Journal of Occupational Medicine, 
1968, 10, 683-687. 

103 



104 

Federal Benefits for Veterans and Dependents. U. S. Government Printing 
Office, Washington, D. G., 1978. 

Fitts, W. H. Tennessee Self Concept Manual. Counselor Recordings and 
Tests, Nashville, Tennessee, 1965. 

Griffiths, R. D. Rehabilitation of chronic psychotic patients. An 
assessment of their psychological handicap, an evaluation of the 
effectiveness of rehabilitation, and observations of the factors 
which predict outcome. Psychological Medicine, 1974, 
316-325. 

Gurel, L. and T. W. Lorei. Hospital and community ratings of psycho-
pathology as predictors of employment and readmission. Journal 
of Consulting and Clinical Psychology, 1972, 39_f 286-291. 

Hathaway, S. R. and J. C. McKinley. A multiphasic personality schedule: 
I. Construction of the schedule. The Journal of Psychology, 
1940, 249-254. 

Hirschfeld, A. H. and R. C. Behan. The accident process: I. 
Etiological consideration of industrial injuries. Journal of 
the American Medical Association, 1963, 186, 193-199. 

. The accident process: III. Disability: acceptable and 
unacceptable. Journal of the American Medical Association, 
1966, 197, 85-89. 

Hollingshead, A. B. Two factor index of social position. Unpublished 
manuscript, Yale University, 1957. 

Keller, R. A., B. T. Wigdor, and F, W. Lundell. Adjustment of welfare 
recipients and applicants: Investigation of some relevant 
factors. Canadian Psychiatric Association Journal, 1973, 18, 
511-517. 

Kruskal, W. H. and W. A. Wallis. Use of ranks in one-criterion variance 
analysis. Journal of the American Statistical Association, 
1952, 583-621. 

Lipowski, Z. J. Psychosocial aspects of disease. Annals of Internal 
Medicine, 1969, 71, 1, 197-1, 206. 

Lorei, T. W. Prediction of community stay and employment for released 
psychiatric patients. Journal of Consulting Psychology, 1967, 
31, 349-357. 

Lorei, T. W. and L. Gurel. Use of a biographical inventory to predict 
schizophrenics posthospital employment and readmission. Journal 
of Consulting and Clinical Psychology, 1972, _3^, 238-243. 



105 

Lorei, T. W. and L. Gurel. Demographic characteristics as predictors of 
posthospital employment and readmission. Journal of Consulting 
and Clinical Psychology, 1973, 426-430. 

Lorr, M« and E. Rubinstein. Factors descriptive of psychiatric out
patients. Journal of Abnormal and Social Psychology, 1955, 51, 
514-522. 

Lorr, M., E. Rubinstein, and R. Jenkins, A factor analysis of person
ality ratings of outpatients in psychotherapy. Journal of 
Abnormal and Social Psychology, 1953, 48, 511-514. 

Martin, M, J, Psychiatric Aspects of patients with compensation prob
lems. Psychosomatics, 1970, 3^, 81-84. 

Martin, R. D. Secondary gain, everybody's rationalization. Journal of 
Occupational Medicine, 1974, 3^, 800-801. 

Mechanic, D. The concept of illness behavior. Journal of Chronic 
Disease, 1962, 15, 189-194. 

Rosenbaum, M. and D. Raz. Denial, locus of control and depression among 
physically disabled and nondisabled men. Journal of Clinical 
Psychology, 1977, 672-676. 

J, B. Generalized expectancies for internal versus external 
control of reinforcement. Psychological Monographs: General 
and Applied, 1966, 1-28. 

J. Hospitalization and social disability. The Journal of 
Nervous and Mental Disease, 1966, 142, 203-214. 

J. and C, M. Brodsky. The concept of social disability. 
Archives of General Psychiatry, 1968, 394-403. 

J., S. Jospe, H. W. Peterson, and S. Imbeau. Measurement of 
social disability. Comprehensive Psychiatry, 1972, ̂ 3, 507-518. 

Trend Data 1954-1978. Reports and Statistics Service, Office of the 
Controller, Washington, D. C., 1979. 

Walker, R. and J. McCourt. Employment experience among 200 schizo
phrenic patients in hospital and after discharge. American 
Journal of Psychiatry, 1965, 122, 316-319. 

Weinstein, M. R. The illness process. Psychosocial hazards of dis
ability programs. Journal of the American Medical Association, 
1968, 204, 209-213. 

Rotter, 

Ruesch, 

Ruesch, 

Ruesch, 



Weinstein, M. R« The concept of the disability process. Psycho-
somatics, 1978, 19, 94-97. 


