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Data are presented from the psychiatric evaluations of a series of children
diagnosed as psychotic and divided into five groups according to social class.
These data are analyzed and compared with special reference to the clinical
and social questions which are raised as a result of differences among the

groups.

SYCHOSIS IN ADULTs has been de-
p scribed as class-related by Hollings-
head and Redlich ® who found an in-
verse relationship between psychosis and
class status, that is, significantly greater
incidence of all forms of psychosis in
lower socioeconomic groups. The na-
ture of this association between social
class and psychosis has been examined
by other investigators. Dunham * dis-
covered that although the occupation of
the adult schizophrenic in the general
population was typically “lower-class,”
the occupation of the father of the schiz-
ophrenic patient was equally distributed

all along the socioeconomic continuum.
He suggests, on the basis of this finding,
that the development of the schizophre-
nic condition in an individual prevents
him from realizing his occupational
goals; the psychiatric debility serves to
determine social class, rather than social
class determining the disorder. Dun-
ham’s observations and conclusions
were in substantial agreement with those
described in an earlier study by Morri-
son.' Here too the distribution of occu-
pations of the fathers of schizophrenic
patients were seen to be similar to the
distribution of occupations of the fathers

* Presented at the 1966 annual meeting of the American Orthopsychiatric Association, San

Francisco, California.

This is one of a series of reports emerging from a long-range investigation of social-class
factors and mental illness in children. The study was conducted in the department of psychiatry,

University of Michigan, Ann Arbor, Michigan.
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of normal individuals, and it was con-
cluded that schizophrenia is more likely
to cause individuals to descend the
socioeconomic ladder that it is to be
fostered by lower socioeconomic status.

The relationship between social class
and psychosis in children has received
less attention than this same relationship
in the adult population. The inability
of a psychotic child to function ade-
quately would be expected to have little
effect on his social-class standing. Al-
though the relative socioeconomic sta-
bility of the psychotic child, in compari-
son to the psychotic adult, serves to
simplify research aimed at investigating
the relationship between social class
and psychosis in children, many other
problems complicate the investigation
of this relationship. Differential diag-
nosis is often difficult; the clinical pic-
ture is so different from that of adults;
so many subdivisions have been de-
scribed. The term childhood psychosis
has come to mean for some an um-
brella that covers many diagnostic la-
bels such as autism, symbiotic psycho-
sis, childhood schizophrenia, borderline
states, developmental arrest, atypical
children, etc. Other authors advocate
considering each of these as separate
and distinct entities, e.g., infantile
autism should be distinguished from
childhood schizophrenia.l®

The specific issue of social class and
psychosis in children has been explored
intensively for this special form, desig-
nated as ‘“‘early infantile autism.” 8
Kanner suggests that this category of
childhood psychosis is characteristi-
cally an “upper-class” phenomenon, its
relationship to social class being pre-
cisely opposite to that commonly noted
in adult psychosis. He described the
parents of his cases as intelligent, well
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educated, often professionals, scientists
and writers. In their “Followup Studies
of Austistic Children,” Kanner and
Eisenberg ? reiterate:

Our attention was directed to the indis-
putable fact that the parents came from in-
telligent, sophisticated stock.

In a review of subsequent cases of
autism in the literature, Rimland 18
found evidence which overwhelmingly
supported Kanner’s original report that
the parents of autistic children formed
a unique and highly homogeneous group
in terms of intellect and personality.

Lowe 0 has reported similar patterns
for parents of children diagnosed as
chronic undifferentiated schizophrenia:
that they are better educated and have
attained higher occupational levels than
parents of disturbed, nonschizophrenic
children. However, Kallman? and
Bender 2 have described schizophrenic
children as coming from dramatically
different kinds of families and inade-
quate homes.

The present study is part of a series
exploring the association between social
class and mental illness in children based
on data obtained from our own patient
population. In previous investigations
of social class and mental illness in chil-
dren we have found that more serious
symptoms and signs of mental illness
were noted more often in the lower
socioeconomic groups, and that milder
forms were observed more frequently in
the upper groups. We now examine the
most serious form of mental illness in
children, psychosis, and address our-
selves to the following problems: (1) Is
the diagnosis of childhood psychosis in
children related to social class? (2) Is
the diagnosis of “borderline” psychosis
in children related to social class? (3)
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Is the form or expression of childhood
psychosis related to social class?

METHOD

The intake records of 676 children
up to the age of 14, who were evaluated
at the University of Michigan’s Chil-
dren’s Psychiatric Hospital from July
of 1961 to July of 1963, were examined.
These code sheets contained a variety
of clinical data which had been filled
out by the psychiatrist at the time of
the child’s initial evaluation. (This ma-
terial had been accumulated prior to
the inception of the current study.) The
data were then transposed to IBM cards
and processed by computer. The chil-
dren were then divided into five socio-
economic class groups based on their
father’s occupations.* This has been
found in other studies to correlate well
with various other determinants of
social-class standing.1®

(1) Social class and psychosis. Child-
hood psychosis was operationally de-
fined to include any of the following
diagnostic entities: autistic type, symbi-
otic type, mixed autistic symbiotic type,
and various forms of schizophrenia. The
occurrence of diagnosed psychosis was
tabulated within each of the five social
class categories described above. The
Chi-square test was employed to deter-
mine whether or not a statistically signi-
ficant relationship existed between social
class and the diagnosis of psychosis.
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(2) Social class and borderline psy-
chosis. The occurrence of “borderline
psychosis of childhood” was tabulated
within each of the social-class categories.
The Chi-square test was employed to
determine whether or not a statistically
significant relationship existed between
social class and the diagnosis of border-
line psychosis.

(3) Social class and expression of
psychosis. Children diagnosed as psy-
chotic were combined with the border-
line psychotic group. Both the presence
and the severity of nine selected clinical
signs and symptoms were examined.
The primary group were: affective dis-
turbance, disturbance of thought pro-
cess, withdrawal and autism, hallucina-
tions and delusions, and paranoid
symptoms. The secondary group were:
free-floating anxiety, depressive, phobic,
and obsessive-compulsive symptoms.
The presence and the severity of the
nine selected symptoms were then ex-
amined in terms of their social-class
distribution. The Chi-square test was
employed to determine the interaction
between social class and presence, as
well as between social class and sever-
ity, of various clinical signs and symp-
toms.

RESULTS

Of the 676 patients evaluated, 76, or
11.2 per cent were diagnosed as psy-

* (1) Unskilled or semi-skilled laborer: employed for tasks involving either no training

or very small amount of training, e.g., janitor, assembly line worker (n=227); (2) skilled
laborer: employed in manual activity which requires training and experience, e.g., machinist,
self-employed small farmer (n—=184); (3) lower white-collar: involved in a small business
or in clerical or similar work which is not primarily manual and/or which depends on some
educational or special background, e.g., policeman, sales clerk, typist (n=78); (4) upper
white-collar: employed in more responsible administrative white-collar position, e.g. super-
visor, large-scale farmer, school teacher, nurse (n=80); (5) professional or executive: em-
ployment depends on professional training beyond the college level or important executive
responsibilities, high financial status, e.g. university teacher, attorney, engineer (n—=107).
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Table 1
THE DiagNosis PsycHosiS IN CHILDREN TOTAL N=676 (PsYCHOTIC=76)
VARIABLES OF AGE AND SEX
Lower White Upper White Professional-
Unskilled Skilled Collar Collar Executive
N=227 N=184 N=78 N=80 N=107
Psychotic=25 Psychotic=22 Psychotic=9 Psychotic=10 Psychotic=10
Sex M:F 16:9 17:5 9:0 8:2 5:5
Age
3-6 years 4 6 3 0 5
7-10 years 11 6 4 4 3
11-14 years 10 10 2 6 2
chotic. Twenty-three of the 76 were laborer, one unskilled laborer. Two

seen as frankly psychotic, and 53 as
borderline psychotic. (A diagnosis of
typical autistic psychosis was rare.

There were only five of these children,

symbiotic psychotics and two mixed
autistic-symbiotic were diagnosed, split
evenly at each end of the social-class
scale. These numbers were not con-

sidered sufficient to draw any conclu-
sions.) Breakdown according to age and

one of professional executive parents,
two

one upper white-collar, skilled

15

PERCENT OF DIAGNOSES

SKILLED LOWER UPPER PROFESSIONAL

UNSKILLED
and WHITE WHITE and
UNEMPLOYED COLLAR COLLAR EXECUTIVE

FIGURE 1. Diagnosis of psychosis in each occupational class.
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sex (TABLE 1) demonstrates some dif-
ferences according to social class. The
usual predominance of boys was noted
except in the professional executive
class where there were equal numbers
of boys and girls. The children of pro-
fessional executive parents tended to be
seen for evaluation at earlier ages.
Contrary to hypotheses derived from
our previous studies, no significant dif-
ference was found in the occurrence of
diagnosed psychosis among the five
social-class groups. This was true when
frank psychosis was viewed separately
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(df=2, x2=3.173, p=n..) or when
psychosis and borderline psychosis
were combined (df=4, x2=0.621,
p=n.s.) (FIGURE 1).

Neither was the presence or absence
of symptoms such as withdrawal and
autism, hallucinations and delusions,
disturbance of thought process, affective
disturbance, and paranoid thinking or
behavior, or other symptoms such as
depression, phobias, obsessions and
compulsions, free-floating anxiety re-
lated to social class *; that is, there were
no statistically significant differences in

PROFESSIONAL
and
EXECUTIVE

UNSKILLED SKILLED LOWER UPPER
and WHITE WHITE

UNEMPLOYED COLLAR COLLAR

FIGURE 2. Severe withdrawal and autism in the psychotic children by class.

* It may be of interest to note how frequently these symptoms and signs were considered
to be present in the psychotic children of each social class: 77 per cent of the total psychotic
group demonstrated withdrawal and autism, 20 per cent severe; 32 per cent hallucinations
and/or delusions, 5 per cent severe; 80 per cent disturbed thought process, 28 per cent
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the occurrence of each of these symp-
toms from class to class. However, the
degree of two of these factors (where
the symptom or sign was rated as mild,
moderate, severe, or predominant in
the clinical picture) was significantly
related to social class (FIGURES 2 and
3). “Severe or Predominant” with-
drawal and autism was seen signifi-
cantly more often (p=.015 one-tail
test) in the professional executive
group when compared to the other
groups. “Severe or predominant” dis-
turbance in thought process was seen
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significantly more often in the children
of the skilled working-class group and
the professional executive group (df=3,
x2=9.498, p<.05). As illustrated
graphically in FIGUREs 2 and 3, both
professional executive and skilled groups
followed a similar trend.

DISCUSSION

The fact that we found no statistically
significant difference in the occurrence
of childhood psychosis among the vari-
ous occupational classes presented a
picture clearly contrary to our expecta-
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UNSKILLED SKILLED LOWER UPPER PROFESSIONAL
and WHITE WHITE and
UNEMPLOYED COLLAR COLLAR EXECUTIVE

FIGURE 3. Severe disturbance of thought process seen in the psychotic children by class.

severe; 78 per cent affective disturbance, 32 per cent severe; 43 per cent paranoid symptoms

s

32 per cent severe. Of the second group of symptoms 42 per cent depression, 1.5 per cent

severe; 18 per cent phobic symptoms, 3 per

cent severe; 27 per cent obsessive-compulsive

symptoms, 5 per cent severe; 62 per cent free-floating anxiety, 10 per cent severe.
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tions, which were based on comparable
studies of adult populations and our
earlier work with children. We were
stimulated to speculate as to the cause.
First of all, this finding may be “actual”
or “apparent.” 1f it is actually true in
the population of disturbed youngsters
seen at our clinic, (and its validity is
substantiated in the examination of re-
sults of other years, and providing that
we see a representative sample of the
population) it suggests that social class
is not as important a factor in childhood
psychosis as it is in other kinds of
mental illness in children. It may suggest
that psychosis, like the genetically de-
termined forms of severe mental retard-
ation, falls in a random fashion through-
out the population.® !¢ Recognizing that
correlation does not imply causation, we
might, however, speculate that it would
give added weight to the idea that a basic
biological quality, i.e., a constitutionally
determined ego defect, is operating in
this particular form of mental illness,
childhood psychosis, whose etiology is
presently so unclear and one of the
major dilemmas of child psychiatry to-
day.

The difference in symptom expression,
however, suggests that even if such a
basic common factor exists, the form
in which this is expressed may differ
from class to class presumably due to
the child’s experience. The finding of
severe withdrawal and autism in the
professional executive group is interest-
ing to consider further. These symptoms,
when they take the form of the diagno-
sis of infantile autism, as has been
noted, are considered to be associated
with predominantly educated, upper-
class families. Kanner 8 was the first to
describe clearly the autistic psychotic
child’s withdrawal from frustrating re-
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lationships with cold, interpersonally
aloof parents. Extending this finding to
psychosis in general, we may wonder
whether the style of a particular culture
or group tends to be adopted in an exag-
gerated form under the stress of illness
and provide the form for that illness. Do
the upper groups tend to isolate feelings
more than others? It is felt that a char-
acteristic of this group is to value the
introspective and abstract style of think-
ing (versus the motoric style of the
lower group) in their child-rearing
practices.!” Such intellectualization and
isolation need not imply hostility so
much as coldness and other parental
interests outside the family, thus provid-
ing less emotional stimulation for
youngsters to “learn” how to feel. Those
youngsters who were vulnerable, for one
reason or another, to psychosis might
then tend to withdraw into solitude, the
only way they have learned to behave
under stress. As for thought disturbance,
which seems also to be a primary afflic-
tion of upper-class psychotic children in
our group, we may consider that think-
ing is best built on an emotional founda-
tion, and thus may suffer a parallel fate
under stress.

As for the curious finding that chil-
dren of skilled working-class parents
followed the same trend as those of
professional executive parents, we have
noted and explored more fully in a pre-
vious report ! our observation that in
many ways the children of the skilled
families tend to be seen as demonstrat-
ing emotional pathology similar to chil-
dren of the highest group, rather than
those of their immediate social-class
neighbors.

Thus far we have discussed implica-
tions of our results if they were typical
and representative of a wider general




McDERMOTT, HARRISON, SCHRAGER,

population. However, we suspect that
they are not typical but ‘“apparent.”
Psychosis may occur more often in one
group than another, and in our study
for example, the finding may be a true
one for the upper group, but depressed
for the lower one. First of all, we must
consider validity in terms of the size of
our sample. Secondly, as we have noted,
there is a tendency for children of the
upper group who have been diagnosed
as psychotic to have been seen at an
earlier age than those of the lower
group, thus suggesting differential prob-
lem of diagnosis from one age group to
the other, assessment of “thinking”
which is age appropriate varying from
one group to another, etc.

“Selection” factors, which have been
discussed in our previous papers5 1
also must be considered. The upper
socioeconomic groups have better access
to medical care and are said to have a
greater concern about deviation in their
children in such areas as withdrawal and
thinking peculiarities. Our sample may
be skewed by the fact that Children’s
Psychiatric Hospital operates an in-
patient service so that many seriously
ill children are referred to us for evalu-
ation with the hope of obtaining inpa-
tient care for them.

In addition to selection factors such
as the degree and kind of parental and
community concern about certain symp-
toms and behavior patterns in children
which vary from class to class, we must
look to the evaluators themselves. For
example, would the observation of social
withdrawal and thinking disturbance in
the lower-class child be considered to
be not unusual and a reflection of our
low expectations for understimulated,
disadvantaged children? If this were the
case, it might not then be noted either
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by a potential source of referral or by
the cxaminer at the clinic, allowing
these children to remain unidentified as
seriously mentally ill. Concreteness of
thinking and difficulty conceptualizing
may be considered cultural phenomena
rather than psychopathology. Consider
further the post-referral factors oper-
ating at the clinic itself which may in-
fluence our findings; it is possible that
these findings may not actually represent
an accurate picture of the children eval-
uated at our clinic, but reflect either our
own preconceptions and unwitting so-
cial-class biases and/or factors inherent
in the diagnostic process itself. This is
a potential hazard for all of us in the
mental health profession. There are no
standard tests for mental illness such as
the X-ray and blood test provide for
our medical colleagues—no techniques
which eliminate unwitting social-class
biases. In our work the clinician himself
is the diagnostic instrument.!? It is pos-
sible that when the children of profes-
sional executive and skilled parents who
are usually a highly ambitious group, do
not “make sense” to us as evaluators,
we are quick to note this as psychopath-
ology.

Finally, we wish to consider the mean-
ing of the label “psychosis,” which
would include both the community’s
fecling response and subsequent service.
The term is often frightening to the ex-
tent that the child may well be excluded
from service in the home community.
Thus the avoidance of this diagnosis by
us, perhaps more in the lower group,
would be understandable if the clinician
feels that in many cases the label of
psychosis will result in little or no treat-
ment in the community because of the
implication of severity and poor progno-
sis. Harrison ® has noted that the child
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of the professional executive parent has
twice as great a chance of being offered
psychotherapy in our clinic, where abil-
ity to pay is hardly a factor, than the
child whose father was an unskilled
worker. Furthermore, the upper groups
can buy private help for their children,
but the lower groups must rely on state
hospitals and mental health clinics in
the community for treatment. As we
know, these clinics prefer “good treat-
ment cases,” and psychosis, unfortu-
nately, is as a rule relegated to special
interest only for research purposes.
Thus the diagnosis of psychosis may
tend to reduce the possibility of getting
help.

Where then would the sicker children
be found, if we assume that the low
occurrence of psychosis, particularly in
the unskilled group, is artificially de-
pressed? It is probable that many psy-
chotic children are deliberately diag-
nosed and masqueraded as mentally re-
tarded by professionals since at least in
our state, it is sometimes easier to find
special education for a retarded than a
psychotic, especially an autistic, young-
ster. However in our own clinic series,
psychosis is probably not confused with
mental retardation or organic brain syn-
drome, as we found in a previous study
that there were fewer mentally retarded
youngsters diagnosed in the lower group
than was expected.!? However, in an-
other study ' we also reported a signi-
ficantly higher incidence of diagnosed
personality disorders in the unskilled
group than in the other groups. Here
“behavior” or acting out is implied. It
has often been suggested that outwardly
directed behavior is a characteristic of
the lower group, whereas inwardly di-
rected behavior is a mode of expression
of the upper group who scem more dis-
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turbed in their thinking and tend to
withdraw when they are psychotic.

On the other hand, we may consider
the possibility that some of the indi-
viduals diagnosed as personality dis-
orders in the lower group are masked
psychotics, or latent psychotics who will
later blossom into a frankly psychotic
state. Bender has described pseudo-
schizophrenias, one of which is the
pseudopsychopathic or paranoid, acting-
out, aggressive antisocial type.2 There is
also the possibility that mental illness
may take one form in childhood and yet
another in adulthood, i.c., these young-
sters appear to suffer from personality
disturbances when they are children,
but appear psychotic when they are
adults. O’Neal and Robbins 4 found a
subgroup of antisocial children who de-
veloped into schizophrenic adults.

SUMMARY

Statistical analysis of the diagnosis of
psychosis in all children evaluated at
the Children’s Psychiatric Hospital of
the University of Michigan Medical
Center from July, 1961, to July, 1963,
(676 patients) reveals no significant
differences in the incidence of psychosis
among the five social-class groups (pro-
fessional, executive, upper white-collar,
lower white-collar, skilled laboring-class,
and unskilled laboring-class). It would
appear from our studies that social
class is not as important an influence in
the diagnosis of psychosis in children
seen at our clinic as it is in other forms
of mental illness. However, the expres-
sion of the psychotic illness correlates
with social class. Withdrawal and autism
in their severe form occurred signifi-
cantly more often in the professional
executive group while disturbance of
thinking occurred significantly more
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often in both professional executive and
skilled working-class groups. These
findings suggest the possibility that fam-
ily styles and customs of child rearing
may influence the expression of psycho-
sis. Problems of methodology underlying
social-class research such as case find-
ings, biases in referral sources and
evaluators alike, and hidden factors in
“diagnosing” certain disorders also are
considered.
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