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SUMMARY OP THESIS

PERSONALITY AMD PSYCHIATRIC ILLNE33; RELATIONSHIP

AND CHANGE IN A PSYCHIATRIC POPULATION

In a study concluded in 1971, a consecutive series of patients

admitted to Ward 1 of the Professorial Unit, Royal Edinburgh Hospital,

had been assessed on psychological tests relevant to personality and

to psychiatric illness (i.e. the Symptoms-Sign Inventory, the Hostility

and Direction of Hostility Questionnaire and the 16PP). The present

study was an attempt to re-assess this cohort of patients three years

after the key admission.

The focus of interest was the relationship between personality and

psychiatric illness. One of the most commonly emphasised distinctions

between personality and illness is the relative persistence of the

former and transience of the latter. By obtaining longer-term test-

retest data it was hoped to be able to identify satisfactory measures

of personality and illness. Given such measures, it was intended to

investigate whether personality, especially traits associated with

psychopathy, had prognostic significance separable from that of illness.

It was also intended to investigate whether personality could be shown

to be relevant to illness aetiology.

The main results were as follows:

1) The longer-term data on stability/change generally confirmed

the findings of previous studies which had employed 3hort test-retest

intervals, and so it was possible to identify measures of personality

and illness. In addition, for some measures, previous contradictory

evidence as to their personality/illness status was clarified.

2) Both personality and illness measures were predictive of

illness outcome. However, personality measures related to psychopathy



had associations with outcone separable from those of illness measures.

The combination of narked degree of illness and deviance on trait3

related to psychopathy had associations with poor outccane.

3) None of the measures had relevance for the understanding of

predisposition to become psychiatrically ill. The trait components

of measures of intropunitiveness and anxiety, and also some measures

connected with ertraversion, appeared to have relevance to predisposition

to become more or less severely ill when "breakdown" occurred.
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1.

Chapter 1.

Introduction

Scope of the Study

In psychiatry, attention has often been paid to the distinction

between personality and illness (e.g. Foulds, 1965). Interest in

this differentiation has led to a number of studies being carried

out over the past decade in Professor H.J. Walton's Unit (Ward 1),

in the Professorial Unit of the Royal Edinburgh Hospital. A study

concluded in 1971 produced extensive clinical and psychological test

data on a series of patients newly admitted to Ward 1. The major

objectives of this phase of the research weres- 1. to investigate the

inter-rater reliability of a category system for the diagnosis of

abnormal personality (Walton and Presly, 1973); 2. to develop an

alternative, coordinate system of classification based upon psychiatrists'

ratings of personality traits (Presly and Walton, 1973); 3- to derive

psychological test measures corresponding to these psychiatric ratings

(Presly, 1971)J and 4- to investigate the relationship between particular

personality characteristics and different types of psychiatric illness

(Presly, 1971)• The present research is one part of a project designed

to further the 1971 work by providing follow-up data on that series of

patients after an interval of three years.

The project was directed by Professor Walton, and consisted of

two studies, conducted in parallel. In a psychiatric follow-up study,

detailed clinical and biographical information was collected in order

to assess the degree of psychiatric illness and associated social

disability present during the preceding three years and at the time of



the follow-up, the extent of psychiatric treatment since the key

admission, the stability and predictive value of clinical measures

of illness and personality, and the role of life events and social

factors in relation to outcome. A psychiatrist colleague,

Dr. M. Aveline, was responsible for the collection of the data for

this part of the project. Some of the findings of this follow-up study

will be referred to in the present thesis, but the results will be

fully documented elsewhere. The investigation to be reported here is

primarily concerned with the psychometric reassessment of the subjects.

The purpose of this research is to examine some of the problems and

implications of the distinction between personality and psychiatric

illness.

A major difficulty in the study of relationships between personality

and illness is the identification of satisfactory measures, particularly

of personality. One of the most commonly emphasised distinctions

between personality and illness attributes is the relative persistence

of the former and transience of the latter (e.g. Poulds, 1965)• Thus,

assessment of change in supposed personality and illness measures is

one of the main aims of the present research. Given the identification

of satisfactory measures, it is intended to investigate whether

personality concepts can be demonstrated to have relevance for our

understanding of the aetiology and prognosis of illness. Such

questions seem especially pertinent at this time when, certainly among

clinical psychologists, there is marked disenchantment with personality

concepts and measurement, and growing enthusiasm for the view that the

assessment of other factors (e.g. life events and situational variables)

is much more informative and clinically effective. Although this study

will not concern itself with factors such as life events, this is not
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to deny their potential importance. It is highly unlikely that the

complex behaviours manifesting in psychiatric disorders will be fully

understood without examination of the interactions of a number of

factors.

Summary of the 1971 Ward 1 Study

In order to place the present research in context, the work

immediately preceding it will be described here in outline.

The problem of diagnostic reliability in psychiatry has been a

source of concern and controversy for many years (e.g. Kreitman,

1961; Ward et al., 1962; Zubin, 1967; Spitzer and Fleiss, 1974)*

Ward et al.attributed 62.jj, of the reasons for diagnostic disagreement

to "inadequacies of the nosology". Zubin also discussed some of the

factors relating to the diagnostic system which could be expected to

produce low reliability. That diagnostic reliability can be improved

by clarifying and systematising the diagnostic procedure has been

shown by, for example, the work of Wing et al. (1974) with regard

to illness. In the area of "personality disorder", reviews such as

that by Zubin have indicated that clinical diagnoses are very unreliable.

Walton and Presly (1973) sought to discover whether reliability could

be improved by clarifying the criteria used and by standardising the

assessment procedure.

The diagnostic system evaluated was one which included categories

contained in the International Classification of Diseases (1965)

and in the American Psychiatric Association Classification (1968).

This diagnostic system had previously been employed by V/alt on et al.

(1970). Walton and Presly's study demonstrated yet again the

unsatisfactory reliability of a category system for the description
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of abnormal personality. The authors commented:

"The results of the present investigation have serious

implications for the many studies which purport to relate

personality types to psychiatric illness (e.g. Kringlen,

1965; Holmboe and Astrup, 1957; Odegaard, 1964) since

most of these have classified the personality of patients

into single descriptive categories. The reliability of

such classifications has been repeatedly shown to be

inadequate, and the present study, under very favourable

circumstances, has failed to indicate that sufficient

improvement can be made to rehabilitate a category system."

Since a viable method of assessing personality is a pre¬

requisite for the study of its relationships with illness, an

alternative to the traditional category approach of diagnosis was

sought. It was felt that a dimensional system would be more

appropriate to personality description in that it would allow for

the prominence of more than one set of traits in an individual,

and for quantitative variation among persons on any given set of

traits. The traditional diagnostic system, by employing single

labels, treats constellations of traits such as obsessoid, schizoid,

etc. as mutually exclusive categories, as if such characteristics

could not be present together to a marked degree in the same

individual. By doing so, the traditional system not only invites

diagnostic disagreement, but also causes information to be discarded

without knowledge of its significance and does not permit of any but

the most simplistic research (e.g. on the relationship between

personality and the type or prognosis of illness).

An inventory was designed to cover all those traits which are
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visually regarded as being relevant to "personality disorder". The

patient sample was the same aB that in the diagnostic reliability

study by Walton and Presly (1973)• Every patient in the series

was rated on all the traits, so that it could be seen whether the

dimensions of variation underlying the ratings were similar to the

categoiy labels (e.g. schizoid, hysterical) under which the traits

are grouped in clinical practice. The rating inventory, the rating

procedure and the analysis of the data have been fully described by

Presly and Walton (1973). From those items which were reliably rated,

five scales were constructed and labelled descriptively, according to

their item content, as, (i) Social or Personality Deviance (traits

commonly associated with "psychopathy"), (ii) Submissiveness,

(iii) Obsessoid, (iv) Schizoid and (v) Hysteroid scales, respectively.

This exercise was successfully replicated with a different sample of

patients. Thus a method was devised by which at least some of the

clinical concepts of abnormal personality might be reliably assessed

by clinicians.

The remaining aspects of the 1971 Ward 1 study are reported by

Presly (1971)• Firstly, it was noted that in previous psychiatric

studies of "personality disorders", assumptions of "disorder" or

deviance appeared to be made without any normal referent.

"Few studies made any attempt to apply criteria of deviance

used in studies of patients to normal groups. The assumption

that most normal people are not deviant must be an essential

part of any concept of 'disorder* or deviance

The concepts of 'personality disorder' used in psychiatry

appear to have been established without reference to normal

(i.e. non-patient) populations with the consequent dangers of
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assuming 'abnormality' where none may exist."

In order to overcome this problem, by taking advantage of the

normative data available for psychological tests, all subjects in the

series under investigation had been tested within one week of admission

to hospital. The tests employed were the Symptom-Sign Inventory,

or SSI, (Poulds and Hope, 1968), the Hostility and Direction of

Hostility Questionnaire, or IIDHQ, (Caine, Poulds and Hope, 1967)

and the 16PF (Cattell, Eber and Tatsuoka, 1970). Prom these tests,

the attempt was made to derive psychometric correlates of the five

personality rating scales. In addition to providing normative standards

by which abnormality could be assessed, such test measures would also

be of benefit in allowing for the measurement of the five dimensions of

personality under less favourable clinical circumstances than obtained

in this study.

Since personality measures should be more stable over time than

illness measures, it was wished to eliminate test scales which showed

evidence of change. Consequently, two subgroups of patients were

retested after four and twelve weeks, respectively. Stable test

correlates of the Personality Deviance and Submissiveness rating

scales were obtained, but no satisfactory test correlates were found

for the Schizoid, Obsessoid or Hysteroid scales. However, in terras

of the principal components analysis which had been carried out on the

rating inventory data, these first two dimensions were by far the most

important. The first component, on which the Personality Deviance

scale was based, accounted for almost 31 per cent of the variance.

The second major component, from which the Submissiveness scale was

derived, accounted for nearly 15 per cent of the varianoe. In contrast,

the components from which the Obsessoid, Schizoid and Hysteroid scales
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were derived, in total accounted for less than 18 per cent of the

variance. This, of course, is not conclusive evidence of the

unimportance of these last three dimensions (e.g. they may only he

more difficult to adequately measure), hut, at least in this study,

they appeared to he of lesser consequence than the Personality Deviance

and Suhmissiveness dimensions.

The final stage of the 1971 study was concerned with the relation¬

ship between abnormal personality and psychiatric illness. Some of

the problems arising in studies of this subject have already been

referred to (i.e. unreliability of assessments, use of a single diagnostic

category to describe complex phenomena, and lack of normative data).

In addition, Presly (1971)» writing of the psychiatrio literature,

observed:

"The usual procedure has been to take a group of patients with

a given illness and to look for some predominant personality

type among them. Virtually no study has used matched controls

or an alternative suitable method such as rating a general

psychiatric population on all relevant personality traits (e.g.

Slater, 1943). Those few studies which have employed controls

give clear support for the hypothesis that there is no essential

connection between illness and personality type."

The data of the 1971 study had been gathered on a general

psychiatric sample and permitted the examination of the relationships

between a number of personality measures and a number of illness

measures. There was no evidence of a strong association between any

type of abnormal personality and any specific type of symptomatology.
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Major objectives of the present study

By re-assessing the 1971 cohort of patients after an interval

of three years,it is hoped to he ahle to develop the earlier work in

several respects.

Although in the 1971 study, psychometric test-retest data had

been collected, the test-retest intervals were comparatively short.

Information as to longer-term stability is essential before it can be

concluded that putative trait measures do indeed operate as such in

clinical populations. Moreover, no index of illness outcome was

available in the 1971 study. To establish that a supposed personality

measure is stable over time in a clinical population,it is necessary

to demonstrate that it does not, itself,change with illness change.

In the 1971 study,it was shown that while scores on a symptom measure

the Personal Disturbance Scale of the SSI, changed, scores on other

measures did not. This procedure provided some evidence of the relative

stability of different measures. However, since improved and unimproved

cases were analysed together, this procedure might allow lesser degrees

of change, or change occurring only with marked loss of symptoms, to be

masked. In this respect, the procedure adopted in the earlier work

could, have led to erroneous conclusions being drawn about the nature

of the measures under study. In the present research,it is intended

to derive an index of illness outcome, so that change can be assessed

in the recovered and the ill, separately.

If personality is regarded as a relatively enduring aspect of the

individual, it cannot have the role of the precipitant in relation to

illness. However, personality may be a predisposing factor and may

play a part in determining illness prognosis. Prom numerous investigations,

including that of Walton and Presly (1973)« there appears to be little
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question but that the single category systems of personality

description widely used in psychiatry are unreliable. This fact,

in combination with other methodological shortcomings (some of which

were cited in the previous section), casts grave doubt on much of the

psychiatric literature on the aetiological and prognostic relationships

between personality and illness. Indeed, it may not be taking too

great license with critical objectivity to suggest that the effect of

much of this psychiatric literature has been to engender a mythology.

Certainly, it is not always easy to distinguish between what is known

and what is merely believed.

In this study, given the identification of satisfactory measures

of personality and illness and a viable index of illness outcome, it

is planned to examine the longer term prognostic value of the separate

assessment of personality and illness. Illness measures have often

been shown to be related to outcome. The question is whether personality

measures can be demonstrated to have significant predictive associations

which are separable from those of illness measures. If this proves

to be the case, then the interaction between personality and illness

in the context of outcome can be investigated. Studies which only

show that both personality and illness measures are straightforwardly

related to outcome (e.g. by direct correlation) leave open the possibility

that the ubiquitous "good premorbid personality" is a redundant concept,

wholly subsumed by "severity of illness" (or vice versa).

Lacking adequate methods of assessing personality, psychiatrists

are often reduced to using vague descriptive terms such as "adequate

personality" (Carney, Roth and Garside, 1965), "capacity for emotional

appreciation and control" (Whiteley, 1970 ) and "good previous personality"

(Sargent et al., 1966). Such characteristics are regularly proposed as
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favourable prognostic signs but they are too imprecise and global to

be likely to be amenable to reliable assessment or to contribute to

our understanding. The difficulties of applying the more sophisticated

concepts of abnormal personality, which have developed from clinical

practice, have already been cited. However, these classical psychiatric

concepts may still have value, if they can be more adequately defined

and measured. The personality rating scales devised by Presly and

Walton (1973) are one attempt to achieve this objective, and assessing

the temporal stability and predictive utility of these scales is one

of the objectives of the psychiatric follow-up study which has been

conducted in parallel with the present research. Presly (19T1) obtained

satisfactoiy test correlates of the Personality Deviance rating scale.

The items of this scale cover characteristics usually associated with

the clinical concept of "psychopathy". Since this has been one of the

most influential and debated concepts in the history of psychiatric

approaches to abnormal personality, it is intended, in this study,

to give particular attention to the prognostic significance of the

test measures which appear to relate to it.

Finally, an attempt -will be made to determine whether any of the

available measures may have implications for our understanding of

illness aetiology. In doing so, account will be taken of the factor

of stability/change, in order to avoid confusing current illness with

predisposition. Whereas the 1971 study focussed mainly upon the

relationship between personality and specific types of symptoms, the

present study will be concerned with trying to identify personality

attributes relevant to (i) developing an illness, and (ii) the "severity"

of the illness which is developed.
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Comments

Research such as the present is clearly limited in its scope

and methodology by the data collected, and the patients sampled in

the earlier work. Moreover, in this type of study one is inevitably

discomfited by an excess of hindsight. However, the areas being

studied are vast and complex and no single study could hope to deal

comprehensively with them in any case.

In this chapter, much emphasis has been given to the immediately

preceding research,since this has provided the orientation for the

current undertaking. The other relevant literature will be reviewed

in due course.
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Chapter 2.

Personality and Psyehiatrio Illness : Methodological Approach

Personality

Shepherd and Sartorius (1974) argued that, "deBpite diagnostic

imprecision and terminological confusion, the concept of personality

disorder remains indispensable to clinioal psychiatric practice";

and many psychiatrists would probably still agree with Shepherd et al.

(1968), that next to information about the current mental state and

history of the illness, the most important facts about a patient's

case concern his previous personality. Thus, although clinicians

attempting to assess personality have encountered formidable problems,

faith in the value of the exercise persists. The case against the

traditional use of single oategory labels in diagnosis has already

been outlined in the introduction to this thesis. However, while

improvements on that system seem highly feasible, there can be no

dogmatism in the advocacy of any alternative method. As Allport

(1938) observed, there is no one-and-only method for the study of

personality; "eaoh theorist slices nature in any way he ohooses,

and finds only his own cuttings worthy of admiration". Though

reasons may be advanced for the adoption of a particular approach,

the ultimate arbiter must be its utility for specified purposes

(e.g. in the case of psychiatry, determining aetiology, prognosis

and treatment).

The approach to personality adopted in this investigation is

that of description in terms of traits and types. This approach

ignores the development and dynamics of personality, but has the

advantages that it readily lends itself to measurement and that it
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provides for a description of personality which reflects observable

day-to-day behaviours.

"Traits" are abstractions from observed behaviour: hypothetical

constructs summarising inferences drawn from the observation of a

degree of consistency in behaviour over time and across a range of

situations. They are conoerned with the "how" of behaviour and

provide the means of answering the question, "What is X like as a

person?". For the purposes of this study, a trait will be regarded

as a construct applicable to all subjects, and in relation to which

all subjects may be directly compared.

A personality "type" will be treated as simply a constellation

of traits which can be distinguished from other such constellations.

The problems of personality diagnosis need not be inherent in a

typology? nor need the use of types lead to the exercise of diagnosis,

for types may be used purely descriptively. Although all oategory

systems are typologies, all typologies need not be categorical, but

instead may be dimensional. The dimensional approach implies a

continuous, rather than discontinuous, distribution of graded,

quantitatively estimated variations along a continuum, the extremes

of which, and only the extremes, are identified by type labels (e.g.

Wright et al.. 1974). Thus types may be like traits in assuming

elements common to all individuals. The major distinction between

trait and type need only be one of generality, the former being

narrower, and a type may be a group of correlated traits (e.g. Eysenck,

1960)• For example, in this study, the clinioal oonoept of "psychopathy"

will be regarded as referring to a dimensional type, and trait

measures associated with it will be examined.

The term "personality disorder", though commonly used in psychiatry,
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will be avoided here, whenever possible. "Deviant" and "abnormal"

personality are preferred because they do not necessarily imply

maladjustment or a failure to cope, but may be taken to describe

extreme deviations from the average; i.e. "abnormality" in this

sense is a statistical concept. While the types of abnormal

personality described in the psychiatric literature are represented

among patient populations, there is no reason to believe that the

majority of those with such personalities ever seek psychiatric help,

or are "disordered" in that they are socially incapacitated, or are

suffering or causing distress to others. Indeed, in certain circum¬

stances, an abnormal personality may be an asset rather than a

liability. Even among those abnormal personalities who come for

psychiatric treatment, many probably do so because they have also

developed an illness.

Psychiatric illness

As in the previously described 1971 Ward 1 study, this research

is concerned only with non-organic psychiatric illness. In this

context, psychiatric illness is assumed to be present when there has

been a change (i.e. the occurrence of one of the generally described

syndromes), which occasions distress to the individual or to his

associates, which has no clearly evident organic basis, and which

results in some limitation or distortion of previous functioning.

Illness usually is described in terms of symptoms and signs. A

"symptom" is regarded as "a qualitative change from a previous condition,

such as is found very rarely in any random sample of the general

population and about which the individual complains because it is

distressing to him" (Foulds, 1976). A "sign" is taken to be a
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qualitative change in mental or bodily functioning which the skilled

observer recognises as a characteristic feature of a given illness.

An additional concept, "states", has been employed by Foulds (1976).

Since it is intended to utilise this concept in the present research,

it will be described here:

"A state is probably a quantitative, affective change from

a previous condition, which endures at least for weeks

rather than for days and where that changed condition,

though more frequently found than symptoms in any random

sample of the general population, is nevertheless relatively

rare." (Foulds, 1976).

The introduction of the concept of states is primarily concerned

with a departure from ordinary psychiatric classificatory practice

in that it refers to a differentiation within the neuroses, between

anxiety and depressive "states" on the one hand and phobic, obsessional

and hysterical "symptoms" on the other. This separation of states

from neurotic symptoms (and also from psychotic symptoms) will be

discussed in the next section.

The differentiation of personality and illness

While the importance of the separate consideration of personality

and illness has been accepted by many writers (e.g. Lewis, 1974>

Shepherd and Sartorius, 1974? Zubin, 1967)i many others have held

that no essential distinction can be made, at least as regards what

are usually called the personality disorders and the neuroses. For

example, Jaspers (1963) included the neuroses under the term "Personality

Disorders", and Schneider (1958) subsumed both the neuroses and the

personality disorders under "Psychopathic Personalities". From this
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point of view, the distinction between attributes of personality and

illness is not important, if indeed it is made at all. Thus,

Slater and Roth (1969)J

"Tachycardia, sweating, feelings of fear, insomnia, depression,

faints, fugues and the other phenomena which we call neurotic

symptoms, are easily thought of as manifestations of a given

personality and constitution in circumstances favourable

to their development. We could also consider tendencies

to seek relief in alcohol, outbursts of temper, wandering,

dereliction of duty, lying and thieving, and acts of

ruthless cruelty in the same light. There can be no

fundamental distinction; and such distinction as there

is depends on their social effects and their liability to

be dealt with by doctors or by other agents of society."

Here the postulated relationship between personality and illness

is one of identity or of degree. Such a view is also implicit in

Eysenck's factorially derived, dimensional system of classification

(e.g. Eysenck, 1960). If acceptable criteria for the conceptual

differentiation of personality and illness are available, then the

position, stated above, requires that the association between

?,a given personality" and specific types of symptoms is well

established. Unfortunately, being "easily thought of" does not

constitute such evidence. As the 1971 Ward 1 study indicated, there

is little credible support fcrthe view that there is a strong relation¬

ship between specific aspects of personality and specific types of

symptoms (cf., also, Chodoff, 1972; Shepherd and Sartorius, 1974J

Zubin, 1967; etc.). Moreover, the assumption of a relationship of

identity or of degree prevents the investigation of other possible
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relationships between personality and illness. Such closure seems

premature.

In the psychiatric literature which recognises a distinction

between "personality disorders" and neurotic and psychotic illnesses,

it has often been the case that a relationship of mutual exclusiveness

has been assumed in the practice of diagnosis. The patient may be

regarded as having either a "personality disorder" or an illness, but

not both. For example, this practice was adopted in I.C.D. and

A.PJL. classifications.

The assumption here is that "personality disorder" and illness

belong at the same level of classification; i.e. that the distinction

between hysterical personality and phobic is of the same order a3 that

between phobic and obsessional. However, undertaking this diagnostic

exercise implies acceptance of differences between personality and

illness attributes (e.g. traits and symptoms, respectively). It

follows that all the varieties of "personality disorder" are

distinguished from all the varieties of illness by these criteria.

Moreover, while differentiation within the "personality disorders"

is by type of traits, differentiation within the illnesses is by type

of symptoms. If "personality disorder" and illness refer to different

aspects of the individual they cannot be assumed to be mutually

exclusive. "Personality disorder" and illness can only be treated as

at the same level of classification if no meaningful distinction is

being made between attributes of personality and attributes of illness.

In addition, not only does the assumption of a mutually exclusive

relationship prevent the examination of other possible relationships

but also, by, in practice, forcing the clinician to choose the feature

which seems to be of greater importance, it has been a factor
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contributing to diagnostic unreliability. Zubin (1967) summed up

the situation:

"One major source of confusion in diagnostic work stems

from the differences in points of view regarding the

relationship between psychopathology and personality

At the present time, the evidence is equivocal with regard

to the tenability of any one of these propositions

In view of this situation, the null hypothesis of no

relationship may be adopted and double entry tables for

the classification of patients along both dimensions may

yield better classification."

Although this approach is advantageous for research on the

relationships between personality and illness, it is, of course,

open to question whether meaningful distinction can be made between

these attributes of the individual. In attempting to deal with this

problem in the present study, emphasis will be given to the theories

of Foulds (e.g. 1965, 1976) and to the research engendered by them.

It is felt that this work provides a viable starting point for

research in this area. However, in presenting and discussing this

work, as much as possible of Foulds* idiosyncratic terminology will

be avoided, since it is not considered to facilitate communication.

In the earlier sections of this chapter, the principal personality

concept utilised was that of "traits", while the principal illness

concepts listed were "symptoms" and "states". Based upon Caine

(1970) and Foulds (19^5j 1976) "the major theoretical differences

between traits and symptoms (or signs) can be described as:

1) Traits are universal; symptoms are not. Concepts described as

traits are regarded as applicable throughout the general population.
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Differences among people are quantitative and "abnormality" refers

only to an extreme degree of a characteristic (i.e. present to an

extent rarely found in the general population). Concepts described

as symptoms are applicable only to a subgroup of the general

population. For the majority of people, symptoms are absent,

and outwith their personal experience or behavioural repertoire.

2) Traits describe the normal continuity of behaviour and are

relatively enduring. Symptoms signal a disruption of the normal

continuity of behaviour and are relatively transient.

3) Traits aie relatively ego-syntonic; symptoms are relatively

ego-dystonic. Traits are not experienced as alien or viewed as a

change in the person, while symptoms are experienced as alien or

viewed as a change in the person. In addition, traits generally

facilitate adjustment and are not experienced as distressful. Symptoms

inhibit adjustment and are distressful either to the person or to those

around him.

In addition to traits and symptoms, Foulds (1971» 1976) has

introduced the concept of "states". In Foulds' view, states refer to

changes in affect which, like symptoms, signal a disruption of the

usual continuity of behaviour and are relatively transient and distress¬

ful. Thus states fall within the sphere of illness. However, unlike

symptoms, the change in the individual is quantitative. The variable

has universal applicability and differences between people are also

quantitative. In this way, states have an association with traits.

For example, anxiety can be meaningfully ascribed throughout the

general population and intra- and inter-individual variations are

commonly treated as quantitative (e.g. Cattell and Scheier, 1963).

An anxiety scale might function as a trait measure (i.e. assessing
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enduring and ego-syntonic attributes) in a general population

sample, but as a state measure (i.e. assessing transient and ego-

dystonic attributes) in a psychiatric sample.

The introduction of the idea of "states" emphasises the point

that the differences between attributes of personality and attributes

of illness, listed above, are seen as relative rather than absolute.

It must be aocepted that personality can change and that illness may

become chronic. The view being expressed is only that personality

changes more slowly and, in the context of therapy, is more difficult

to change, than illness. Again it must be accepted that personality

may be the source of distress. Indeed, perhaps the majority of

people are dissatisfied with aspects of their personality and,

certainly, an individual's personality may be the cause of distress

to others. However, the argument presented here is simply that

personality is, for the most part, unstressful by comparison with

illness. The criteria which have been outlined represent an attempt

to clarify the differentiation of personality and illness, so that the

extent to which it can, in fact, be made, can be more adequately studied.

The distinction which has been made between "states" and "symptoms"

is important to this research, in that it is pertinent to the identifica¬

tion of measures of personality and illness (see Chapter 3)» and it

may have implications for illness aetiology which it is intended to

explore. The postulated relationship between states and symptoms has

been elaborated in Foulds' model of a hierarohy of classes of personal

illness (Foulds and Bedford, 1975; Foulds, 1976). This model, as a

totality, is not a focus of interest in the present study. However,

in order to permit further consideration of the distinction between

states and symptoms, the model will be described here.
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Poulds (1976) suggested that it mi^vt "he useful to consider

that there are four classes of personal illness, each with its

constituent groups, ordered by increasing degrees of adverse

change in the person".

The four classes of illness were described by Poulds and

Bedford C1975)t-

Class 1. lysthymic States, i.e. states of anxiety, depression and

elation.

"All of these states refer to changes in affect. An individual

falling into any of these states might be said to be disturbed,

emotionally stirred up, altered in this respect from his normal

self. Such states are common to almost all psychiatric

patients and as a class, therefore, have little or no

differentiating power. They are more ♦understandable' than

the symptoms of the other classes, are perhaps more often related

to prevailing circumstances, and are experienced by most of us

at some time and with some intensity. In various senses

lysthymio States can be considered the most normal of all the

classes."

Class 2. lleurotic Symptoms, i.e. conversion, dissociative, phobic,

compulsive and ruminative symptoms.

"Here the subject may be said to be in a state of dissonance,

in that he views a part of his behaviour andexperience as

alien to his normal self."

Class 3. Integrated Delusions, i.e. delusions of persecution,

grandeur and contrition.

"This class refers to persons whose self-concept has become

distorted, warped or otherwise grossly exaggerated."
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Class 4» Delusions of Disintegration, i.e. schizophrenic symptoms

(as yet undifferentiated).

The implication here is that the individual has "disintegrated

to a very considerable extent as a person, in that he has lost

his concept of himself as agent of his own actions, feelings

and thoughts."

In the hierarchy model, the proposed relationship between

classes is one of logical inclusion, in which each higher class

includes each lower class. However, the relationship is logically

non-reflexive in that only some of those persons with symptoms

at a particular class level will also have symptoms at any hi^ier

class level, '.hen Foulds and Bedford (1975) investigated the

hierarchy model in several samples of patients, they found that in

9Jj> of cases the presenting pattern of illness conformed to the model.

This level of agreement was considerably in excess of that to be

expected from the base rates for the different classes and groups

within classes.

This model is, of course, controversial, and further investigations

of it are currently being undertaken (e.g. Bagshaw, 1977; Bagshaw and

Mcpherson, 1973; Bedford and Presly, 1978; McPherson et ad., 1977)-

Moreover, the model is by no means comprehensive. Many common

conditions are not included, e.g. alcoholism, sexual deviations and

anorexia nervosa. The implication is that such conditions are of a

different order from those represented in the model and may coexist

with any of the latter.

The idea that there may be an underlying hierarchical structure

to the pattern of illness is by no means unique to this model. For

example, the principle has been acknowledged by -workers concerned in
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the development of the Present State Examination (e.g. Wing, Cooper

and Sartorius, 1974; Wing et al.t 1973), and other indications of

such relationships are to he found in the psychiatric literature

(e.g. Grueriberg, 1969; Maxwell, 1972f 1973). Foulds and Bedford

have developed the principle by formalising and explicitly stating

it so that it may be investigated, and if this, or a similar model

should prove viable, it would have extremely important consequences

for classification, research and treatment in psychiatry (e.g.

Kendell, 1976).

Within the hierarchy model, the separation of anxiety and

depression from the neurotic symptom class is, perhaps, especially

contentious, since usually in psychiatry they are regarded as

belonging to one class, the "neuroses". It should be emphasised that

the model retains the traditional distinction between "neurosis" and

"psychosis". As far as the "neuroses" are concerned the only change

from usual practice is the introduction of a division within this

class. According to the hierarchy model, all those falling into the

neurotic symptoms class will also come into the dysthymic states class,

but only some of those in the dysthymic states class will come into

the neurotic symptoms class. Evidence in support of this inclusive,

non-reflexive relationship has already been cited (i.e. Foulds and

Bedford, 1975). However, this evidence -was based upon data gathered

on a wide range of patients, including many with psychotic symptoms.

In order to investigate the relationships specifically within the

neuroses (in the traditional sense), Foulds and Bedford (1976) re-

analysed their data by excluding all those who scored as "not ill"

or as "psychotic". For the remaining cases it was found that the

hierarchy principle applied to the same extent as had been found for
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five constituent groups of the neurotic symptoms class had an inclusive,

non-reflexive relationship with the states of anxiety and depression,

the relationships among the groups of the neurotic symptoms class

were not inclusive and non-reflexive, tut instead were of an either

and/or nature. The results of this analysis therefore supported the

logical division of classes and the composition of each class. Further

evidence for the separation of these classes came from a study ty

Foulds, Bedford and Csapo (1975) which subjects were assessed at

admission to hospital and again after one month. Adherence to the

hierarchy model on each occasion of testing was to the same degree

as that previously found (i.e. over 9Crf>). However, of special

relevanoe here, the pattern of change from te3t to retest was substant¬

ially unidirectional and in accord with the hierarchical ordering of

classes. For example, among those falling initially into the neurotic

symptoms and dysthymic states classes, it appeared that either the

neurotic symptoms remitted first, leaving the dysthymic states, or

both remitted together. Certainly it did not seem to be the case

that the dysthymic states remitted first, leaving the neurotic

symptoms. Moreover, while many subjects had "moved down" the hierarchy

at retest, few had "moved up". If dysthymic states and neurotic

symptoms truly belonged to the same class, then each should be equally

likely to change, with and without change occurring in the other. That

the pattern of change appeared to be unidirectional and ordered gives

support to the separation into different classes and to the view that

a hierarchical representation of the relationship is appropriate.

Clearly, the above evidence is insufficient to refute the

established view, but it is felt that it is sufficient to warrant
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further investigation. As a minor objective of the present research,

it is hoped to provide information relevant to the question of the

relationship betvreen states and symptoms. Of greater importance

in this study is the suggestion that a state is a quantitative change

from a previous condition and that that condition itself varies

quantitatively throughout the general population. Such a variable

would appear to provide a link between personality and illness and

rai^it be expected to be implicated in predisposition to illness and/
or to severity of illness. For example, persons who are usually

quite anxious may be more vulnerable to breakdown, or may be more

likely to become severely ill if breakdown occurs. If, as Foulds

and Bedford (1975) argued, states of anxiety and depression are common

to the majority of the p3ychiatrically ill (as defined for the purposes

of this study), then it is less likely that the trait aspects of these

states will be associated with a particular type of illness. In the

present research it is intended to examine the potential, predisposition-

al role of the trait aspect of states. In the psychiatric literature,

the body of work which has greatest similarity to the present approach,

is that concerned with EJrsenck's Heuroticism factor (lysenck and

Fysenck, 1964). This work will be reviewed in Chapter 5.

The methodological approach which has been described here, has

relevance to the types of classification to be found in the psychiatric

literature. In traditional psychiatric practice, a categorical system

has been adopted for both personality and illness. The case against

a categorical, and for a dimensional, approach to personality was

outlined in the previous chapter. Other writers, such as I^senck

(e.g. Eysenck, 1970), have advocated a dimensional system for the

description of both personality and illness. Yet others (e.g.
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Torgerson, 1968; Kiloh et al.t 1972) have suggested that the most

appropriate form of classification for functional mental illnesses

may prove to "be partly categorical and partly dimensional. Thus,

for example, Maxwell (1972) found that while neurotic variables

(in the usual sense) could be described dimensionally, psychotic

variables could not, due to their rare incidence. Maxwell's argument

referred only to dimensionality within a psychiatrically ill population.

The view taken here is that dimensional description is appropriate to

personality and to state aspects of illness; but this view refers to

dimensionality across the general population and the psychiatrically

ill population. It may well be the case that other "neurotic symptoms"

can be appropriately subjected to dimensional description within a

psychiatrically ill population. Therefore, the position adopted in

this study is regarded as being very similar to that advocated by

writers such as Maxwell.

It has already been noted that various authors (e.g. Slater and

Roth, 1969) have felt that no essential distinction could be made

between personality and illness, at least in the area of what are

generally known as the neuroses. These writers argued that the relation¬

ship between personality and illness was one of identity or of degree.

The introduction of the concept of states, in this study, acknowledges

that, for a subgroup of the neuroses, the relationship between personality

and illness is one of degree. However, it is felt that essential

distinction still can be made; in this case, in terms of endurance

and ego-syntonicity. Nevertheless, it must be accepted that the concept

of states, designated as intermediate between traits and symptoms,

underlines the fact that, in practice, the distinction between

personality and illness can be an extremely difficult one to make,
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especially with regard to the neuroses. It is hoped that the

introduction of states will clarify matters, "by permitting a

detailed approach to the issues involved.
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Chapter 5.

Identification of Measures of Personality and Illness

Criteria for the identification of measures

The differentiation of personality and illness is complex and

satisfactory measures are necessary for its implementation. A

number of illness measures have been established in the literature,

but the problem of finding personality measures which function satis¬

factorily in clinical populations has proved rather more difficult.

"The production of personality trait measures based upon

self-rating and unaffected by illness has so far defeated

all who have attempted it, possibly because they have

failed to consider the methodological problems involved."

(Snaith, 1976).

Snaith's comment may be overly pessimistic, but it cannot be

denied that there is a great need for better measures of premorbid

personality. For example, in Britain, the Etysenck Personality

Inventory (Eysenck and Ejysenck, 1964) has probably been the most

widely used, supposed measure of personality. Yet it was deficiencies

of this test, in particular, which provided the impetus for the above

general statement by Snaith. Again, the Minnesota Multiphasic

Personality Inventory (Hathaway and McKinley, 1943) has probably

been the most widely used measure in the United States, but even a

champion of the use of this instrument has had to concede that "many

of the basic scales of. the MMPI confound symptoms with personality

traits" (Blackburn, 1968).

In the previous chapter, criteria for the differentiation of

personality and illness were described. Here it is intended to discuss
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whether these criteria can he applied to tests in such a way that

satisfactory measures of personality and illness can he identified.

Prom the item content, method of construction and stated rationale,

the intended function of a test in relation to personality/illness
can he ascertained. To evaluate its actual functioning requires

the accumulation of information on the test, administered to differ¬

ing clinical populations and with various test-retest intervals.

Some of this information will he available from test manuals and

more will he latent in the research literature. However, considerably

more information is often needed than these sources can provide.

Recently, a number of studies have been conducted with this objective

(e.g. Bedford, Poulds and Sheffield, 1976; Bedford and Mclver, 1978;

Bedford, Mclver and Pearson, 1978; Poulds, 1971 and 1976; Horvath,

Poulds and Adamowicz, 1973; Mclver and Presly, 1974? and Philip,

1971). Among the tests examined in these studies are the Symptom-

Sign Inventory (Poulds and Hope, 1968), the Delusions-Symptoms-States

Inventory (Bedford and Poulds, 1977), the Symptom Rating Test (Kellner

and Sheffield, 1973), Beck's Depression Inventory (Beck et al., 1961),

the Neuroticism Scale Questionnaire (Scheier and Cattell, 1961), the

Hostility and Direction of Hostility Questionnaire (Caine, Poulds and

Hope, 1967), the Manifest Anxiety Scale (Taylor, 1953), the Maudsley

Personality Inventory (Eysenck, 1959) and the 16FF (Cattell, Eber and

Tatsuoka, 1970). The criteria whioh have been applied to tests in these

studies stem directly from the previously listed criteria for differ¬

entiating personality and illness. They refer to the stability/change

characteristics of the tests, their discriminatory power and the

distribution of scores on them.

In test manuals, it is often the case that the only test-retest
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information presented refers to correlations. Satisfactory test-

retest correlations are, of course, important, especially for

personality measures. However, the view taken here is that,

particularly in the clinioal context, such information is insufficient

for the interpretation of the functioning of tests. Similarly, factor

analyses, criterion group comparisons or the correlation of one test

with another, if conducted at only one point in time, are not regarded

as adequate in themselves. It is felt that information about change

in clinical groups is necessary for the identification of measures

in terms of personality or illness and, in turn, for the valid

application of tests in such clinical groups. Thus personality

measures should be stable over time in both general population and

clinical samples. Illness measures should be stable over time in general

population samples, but should be sensitive to changes in the illness

status of clinical samples. As has been stated in the preceding chapter,

"personality" is not viewed as referring to attributes of the individual

which are necessarily eternally immutable. It is argued, therefore,

that to meet the stability criterion for a measure of personality,

it need only be shown that across a wide spectrum of clinical cases

and irrespective of illness changes, scores on a test do not change

over several years. Given this, evidence of longterm changes associated

with, for example, a specific illness or method of treatment may be

regarded as evidence of personality change rather than of the invalidity

of a test as a measure of personality. 'This line of argument deals,

of course, only with systematic change within a group of subjects.

Other idiosyncratic changes may also occur in association with the

diversity of individual experiences. The extent to which such changes

occur will be reflected in a lowering of the test-retest correlations
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and not in differences in group means across occasions.

A scale which is intended to measure attributes of personality,

hut which is found to change with illness change in clinical samples,

need not he discarded as a useless measure. However, in applying and

interpreting the scale, account must he taken of the effect of current

mental state upon the description of premorbid personality. The use

and interpretation of the Maudsley Personality Inventory (Sysenck,

1959) and its successor, the EJysenck Personality Inventory (pysenck

and EJysenck, 1964)» well illustrate this point. Numerous studies

have shown that Neuroticism scores are affected by current illness in

patient samples (e.g. Bianchi and Fergusson, 1977» Kay, Garside and

Fahy, 1973? Knowles and Kreitman, 1965; and Lunghi and Ryle, 1969)

and, in some studies, Extraversion scores have also been shorn to be

affected by changes in illness status (e.g. Coppen and Metcalfe, 1965;

Ingham, 1966; and Kerr et al., 1970). The results of these investigations

indicate that it would be misleading to assume that N or E scores

obtained during illness are measures of premorbid personality or to

draw conclusions about the role of personality as a predispositional

or prognostic factor, 'with regard to illness, on the basis of such

scores. Some studies still fall into this trap, e.g. Serra and Pollitt

(1975). However, the MPI and EPI may be able to provide evidence of

premorbid personality, if the tests are administered after recovery

from illness (e.g. Julian, Metcalfe and Coppen, 1969; Paykel, Klerman

and Prusoff, 1976; and Snaith, McGuire and Fox, 1971)• This procedure

is, of course, inferior to the use of a measure which is not affected

by illness, since there may be residual illness effects on the test

even after recovery from the illness. For example, Coppen and Metcalfe

(1965) found that scores on the EPI may continue to change for some
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months after apparent recovery from a depression. If such a measure

is to he used to assess premorbid personality, it would be advantageous

to conduct the assessment at as late a stage as possible. Leaving

aside the problem of assessing premorbid personality, MPI or EPI

scores obtained during illness may be of prognostic value (e.g. Kerr

et al.t 1970; Kerr et al.« 1972) and it is also usually found that

there is a significant association between illness and recovery scores

on these tests (e.g. Coppen and Metcalfe, 1965* Knowles and Kreitman,

1965). However, in this instance it is difficult to determine whether

these illness-outcome associations are due to personality, illness or

an interaction of personality and illness effects. A test such as the

EPI requires further investigation to determine the extent of its

psychometric deficiencies as a measure of personality. The study by

Bianchi and Fergusson (1977) indioated that the Neuroticism Scale is

heavily contaminated by short-term mental state and that "an attempt

to modify the item content of the N scale to remove the effects of

mental state would not be possible. The findings suggest that the II

scale items probably measure both short-term mental state and longterm

personality but that these two aspects are inextricably confounded in

the item content." Again, Kendell and DiScipio (1968) showed that an

alteration to the test instructions could affect the scores obtained

during illness. Depressed patients were told to disregard their current

illness and to answer according to "how you feel when you are your

usual self." This exercise demonstrated that the ordinary test instruct¬

ions produced spuriously high Neuroticisra and low Extraversion scores

and that by a simple psychometric adjustment a more accurate description

of premorbid personality could be obtained. The psychometric deficiencies

revealed by these two studies are scarcely surprising, since Il^ysenck
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failed to clarify the essential differences between personality and

illness when he constructed the IIPI and the EPI. Despite these

deficiencies, KEPI and EPI measures obtained during illness may be

useful if they reflect actual changes in behaviour which are related

to the illness. This possibility is not in contradiction to the claim

that personality is enduring, but is a recognition of the fact that

under certain circumstances, such as illness, some aspects of the

normal continuity of behaviour may be temporarily disrupted or

exaggerated. For example, it does not seem unreasonable to suppose

that during a depressive illness an individual may become more introverted

than is usual for him. While measures sensitive to such changes could

not be used to assess premorbid personality, at least during the

course of the illness, they could be of value in drawing attention to

the wider behavioural effects of an illness (i.e. to phenomena other

than those xdiich are recognised to be the essential symptoms and signs).

The second criterion by which tests have been evaluated as

measures of personality or illness refers to their discriminatory-

power. The discriminatory power of tests is simply concerned with the

differentiation of patients from "normal" subjects and, in the case

of scales intended to measure only some aspects of illness, the

differentiation of groups of patients. Such discriminatory power is

essential for illness measures, but is regarded as being necessary for

personality measures only in specific circumstances (e.g. differentiat¬

ing between "psychopaths" and other patients), since it is not assumed

that illness is of necessity associated with particular personality

attributes.

The final criterion which was cited above concerns the distribution

of scores on measures of personality and illness. In discussing this
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between states and symptoms, since the conceptual difference between

them is viewed as giving rise to differences in the distributions

of scores to be expected for measures of each type. Both states

and traits are seen as referring to variables which are measurable

throughout the general population and can be treated as normally

distributed therein. In contrast to this, it is argued that symptom

measures should have markedly skewed distributions in the general

population, since most people would be expected to be virtually

symptom-free and, therefore, would endorse hardly any items. In

patient groups retested upon recovery, distributions akin to those

found in the general population should be obtained. Moreover, where

a scale is designed to measure only one specific type of symptom

(e.g. schizophrenic symptoms) then skewedness due to absence of

endorsements would be expected in patient groups other than the

criterion group.

Unfortunately, matters are complicated by the fact that not all

trait or state measures are intended to differentiate throughout the

general population. For example, a state measure may be designed to

discriminate between patients and non-patients, and within the former

but not within the latter. In this case, the measure would be skewed

(due to absence of endorsements) in the general population. Such a

measure would approximately parallel a symptom measure as regards

distribution. This situation is akin to that occurring in the area

of intelligence tests. Intelligence is usually considered to be

normally distributed in the general population. However, an intelligence

test may be designed to discriminate only within, say, the top ten per

cent of the population. This measure will produce a markedly skewed
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distribution of scores, if it is applied to a sample of the general

population.

For such reasons, it is felt that using score distributions as

a criterion for assigning tests as measures of traits, states or

symptoms is only of limited help. It is true that personality measures

are often constructed to produce normal distributions in the general

population and that symptom measures are not usually so constructed,

and this suggests that there is a degree of consensus that these are

the most meaningful types of scales for two distinct sets of attributes.

A normal distribution in the general population may be taken to

indicate a trait or state measure rather than a symptom measure,

but it cannot be concluded that all trait and state measures will

produce such a distribution (nor can the absence of such a distribution

be taken to identify a symptom measure).

Just as the criteria for the differentiation of traits, states

and symptoms were not presented as absolutes, so the criteria for the

identification of measures of these attributes cannot be regarded as

more than guidelines. Moreover, it may be objected that all of these

guidelines are at the mercy of the psychometric techniques involved

in test construction. For example, in the area of personality, items

are often retained which produce a 50:50 split on a True:False basis,

and the time scale of questions tends to refer to a "general", "usual"

\*ay of acting, feeling or thinking. Writing of such objections to the

stability-change and distribution criteria, Bedford, Mclver and

Pearson (1978) argued:

"To be sure (regarding 'personality') items could be used

which would produce, say, an inverted J-shaped score

distribution. But would such scales show temporal stability,
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how could they he validated, and to what concepts would they

relate? Our guess is that such a measure would he an amalgam

of "bizarre, eccentric behaviours far removed from the consider¬

ations of personality theorists. Within the symptom-sign

universe it is hard to conceive of a scale which, in patient

groups, would remain stable, he normally distributed and yet

have any relevance to clinicians."

,'hile acknowledging the difficulties and uncertainties involved,

it is felt that the combination of item content, stability-change,

discriminatory power and score distribution, provides useful evidence

for the assessment of scales as measures of personality or illness.

In practice, the evaluation of tests in these terms has been viewed

as a two-way process; aimed at obtaining satisfactory measures and,

reciprocally, obtaining evidence as to the validity and utility of

the criteria. It can be said that the studies listed at the beginning

of this section, when placed in the content of earlier, published

research on the various tests, have generally been successful in

identifying trait, state and symptom measures. It appears probable,

therefore, that a number of clearly defined measures are available for

investigations on personality and illness, and for use as marker

variables in examining the properties of other tests. An equally

important aspect of this work is that the findings of research

utilising scales shown to be hybrids can be re-assessed. Details of

the results obtained from studies on the tests employed in the present

investigation can now be reported.

Tests used in the present study

The psychological tests employed in the 1971 Ward 1 study, and
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to be used in the present research, were the Personal Disturbance

Scale of the Symptom-Sign Inventory (SSl), the Hostility and Direction

of Hostility Questionnaire (HDHQ) and the Sixteen Personality Factor

Questionnaire (16FF).

The Personal Disturbance Scale of the SSI contains only items

which refer to generally recognised symptoms and signs of neurotic

and psychotic illness. At the time of construction of this scale,

the distinction between states and symptoms had not been made, and

it contains a few items which refer to dysthymic states (i.e. anxiety

and depression). However, the scale is predominantly a symptom

measure. It differentiates psychiatric patients from non-patient

samples and in the latter produces markedly skewed score distributions,

since very few items are endorsed (e.g. Foulds and Hope, 1968). A

number of studies (e.g. Horvath, Foulds and Adamoid.cz, 1973? Presly,

1971) have shown that, in patient samples, scores change over time

and that these changes are particularly marked in relation to

independent assessments of illness improvement. Among recovered

patients, score distributions similar to those found in the general

population are obtained. In this study, the Personal Disturbance

Scale will be used as a marker illness (predominantly symptom) measure

in examining the personality/illness status of the other tests.

Foulds (1971) suggested that HDHQ Intropunitiveness and 16PF

C (emotional instability), 0 (apprehensiveness) and Q4 (tension) might

be satisfactory illness state measures. HDHQ Intropunitiveness was

intended to be a measure of the degree of inwardly directed hostility

and was expected to be particularly marked among depressed patients.

16PF C, 0 and Q.4 are major elements of Cattell's seoond-order factor

of Anxiety. The attributes described by these four scales are
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applicable throughout the general population (e.g. Hope, 1963;

Philip, 1968, 1973; Cattell, Tiber and Tatsuoka, 1970), but are commonly

found to be present to a marked extent in psyohiatric samples (e.g.

Philip, 1969; Cattell, 1964)•

In a study of a mixed group of patients retested after an interval

of four to six weeks, Foulds (1965) found that Intropunitiveness

declined in those cases independently rated as clinically improved.

Mayo (1967) showed that Intropunitiveness changed over a six-week

period in a group of improved depressed patients. Philip (197I)

obtained the same results on a similar group of patients retested

after four weeks. Using a Greek translation of the IIDHQ, Lyketsos,

Blackburn and Tsiantis (1978) found that Intropunitiveness scores

fell over a nine week period, in patients independently assessed as

recovering from a psychotic depression. However, Horvath et al.

(1973) found no significant change in Intropunitiveness over three

weeks in a mixed group of non-psychotic patients, rated as clinically

improved. Presly (197*0 also found no change in his series, retested

after four and twelve weeks (this sample included patients with

psychotic diagnoses). Unfortunately, no independent assessment of

illness improvement was available in this last study. The studies

which did demonstrate change in Intropunitiveness, clearly showed

that the change occurred in relation to independently assessed illness

improvement. Thus the study by Horvath et al. constitutes the only

important negative evidence as to the standing of Intropunitiveness

as a state measure. Those authors commented that their results "may

have been due either to the brevity of the test-retest interval or to

the nature of the sample. Studies in which longer periods were used

(e.g. 4 or 6 weeks) did in fact demonstrate significant decreases in



39.

Irrtropunitiveness (Philip, 1971; Mayo, 1967). Both of these studies

were, however, concerned v,rith depressed patients, many of whom were

psychotic, whereas none of the present sample was diagnosed as

psychotic." For the moment, it can only be said that the various

studies indicate that Intropunitiveness is associated with psychiatric

illness and with illness change, but that the association with the

latter requires further exploration.

Presly (1971) reported that retesting his mixed sample of patients

after four and twelve weeks revealed significant changes on 16PF

C (emotional instability) and Q4 (tension). Ho change occurred on

16PF 0 (apprehensiveness). This negative finding was probably due

to the lack of an index of illness improvement. Using such an index,

Horvath et al. (1973) found that scores on all three measures changed

towards normality in their improved group, but that no changes occurred

in their unimproved group (test-retest interval of three weeks).

Numerous studies have investigated Cattell's anxiety measures at the

second-order factorial level and shown that scores changed towards

normality with illness improvement (e.g. Philip, 1971? Ramsay, Greer

and Baglqy, 1973; Robinson et al., 1965).

Foulds (1971) also considered that HDHQ Extrapunitiveness (intended

to be a measure of outwardly directed hostility) and 16PF G (expediency),

L (suspiciousness) and Q3 (impulsiveness) might be satisfactory measures

of deviant traits associated with the clinical concept of "psychopathy".

The attributes covered by these scales appear to be applicable through¬

out the general population and, if present in extreme degree, would

seem to be relevant to psychopathy. Presly (1970 found that these

four scales were significantly correlated with the Personality Deviance

rating scale. Presly also reported that the four scales were
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significantly intercorrelated.

Due to the problems of defining "psychopathy", reviewed in

Chapter 4? it is difficult to compare studies. However, a number of

investigations have suggested associations between the above measures

and this concept. For example, McAllister (1968) found that G, L and

Q3 were among the measures which deviated from normality in clinically

diagnosed psychopaths; and Ritson (1971) reported that Extrapunitiveness

and the clinical diagnosis of psychopathy were associated in their

relationship to poor outcome in the treatment of alcoholism. Such

associations must of course be regarded as tenuous and unreliable.

The information on various diagnostic groups, presented by Cattell,

Eber and Tatsuoka (1970) in the 16PF handbook, gives no consistent

indication of a relationship between G, L, Q3 and "psychopathy".

As regards Extrapunitiveness, the data from a number of studies,

on groups which might be expected to contain many "psychopaths",

cannot be interpreted, due to the persistent use of an outmoded

system of scoring the HDHQ. An example of this is a study of long-

term prisoners carried out "by Crawford (1977) •

Foulds (1967) was able to distinguish clinically diagnosed psycho¬

paths from other psychiatric patients by means of a subgroup of items

from the SSI. These items were then used to construct a Character

Disorder Scale. Theoretically unsatisfactory, since it is based on

symptoms rather than traits, the Character Disorder Scale is the

result of a purely empirical attempt to improve upon the reliability

of the clinical diagnosis of psychopathy. This measure has been

used in investigations of psychiatric patients, alcoholics, attempted

suicides and prisoners (e.g. Foulds, 1968; Philip, 1970* Philip and

McCulloch, 1967» 1968, 1970; Walton, 1968; and Warder, 1969). The
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as "character disordered" was twice as frequent among attempted

suicides as among general psychiatric patients, and that the presence

of identifiable social pathology was associated with character

disorder rather than with illness. This is consistent with, for

example, the work of Presly (1971) who found that suicide attempts

and social pathology were most common among those patients rated

highly on the Personality Deviance scale. Again, in the area of

alcoholism, Walton (1968) found that scores on the Character Disorder

Scale vrere related to the pattern of drinking. Prom these and the

other studies referred to above, it would appear that, although

theoretically unsound, the Character Disorder Scale is a credible

and useful measure. Mclver (1969) employed this scale to compare

"character disordered" and "neurotic" patients on the HDHQ and 16PP.

Extrapunitiveness, G, L and Q3 were among the measures on which the

character disorders differed from the neurotics. Since the character

disorders also obtained more extreme scores than the neurotics on the

SSI Personal Disturbance Scale, Intropunitiveness and 16PF C, 0 and Q4»

the differences between the groups on Extrapunitiveness, G, L and Q3

could have been a function of severity of illness rather than of

personality. This uncertainty was partially resolved by a study on

the 16PF by Mclver and Presly (1974) in which "character disorders"

and "neurotics" were matched as regards their scores on the SSI

Personal Disturbance Scale. Whereas both groups differed from the

general population on the putative illness measures (i.e. C, 0 and

Q4), only the character disorders differed from the general population

on the putative personality measures (i.e. G, L and Q3). Philip

(1970) also reported that G, L and Q3 'were implicated in the
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differentiation of "character disorders" from the general population.

It seems likely, therefore, that G, L and Q3 are associated with

"character disorder", "but their status as trait measures nrust finally

depend on evidence as to their stability over time. Presly (1971)

found no change on these measures over periods of four and twelve

weeks; and Horvath et al. (1973) found no change on these measures

over a three week period, even among patients independently assessed

as improved. Ho-ever, evidence of stability over a much longer period

of time is required before it can be concluded that G, L and Q3

function as trait measures in clinical samples.

It should be noted that L and Q3» as well as C, 0 and Q4 are

involved in Cattell's second-order factor of Anxiety. Yet the studies

which have been reviewed suggest that L and Q3 may be stable, trait

measures, while 0, 0 and Q4 appear to be illness, state measures. Also

relevant here, is an investigation by Bedford and Mclver (1973) in

which, in a patient sample, L and Q3 were shown to be unrelated to

other state measures, while C, 0 and Q4 were consistently related to

these other measures. Thus, although measures may be intercorrelated

in the general population (i.e. to form a second-order factor), it

should not be assumed that they will function similarly, in terms of

personality and illness, in a clinical population.

The previously reported studies by Horvath et al. (1973)»

Iyketsos, Blackburn and Tsiantis (197B), Mayo (1967) and Philip (1971)»

on the HDHQ, produced no evidence of change in Ertrapunitiveness scores

in patients independently assessed as improved (or unimproved).

Contrary to this, in Poulds' (1965) study of a mixed group of patients

tested at admission and from four to six weeks later, those patients

independently rated as improved did show a significant decline in
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Fxtrapunitive scores. Moreover, Blackburn (1974) found that "recovered"

raanics scored as less extrapunitive than "ill" manics, which suggests

that illness may affect this measure. As in the case of HDHQ Intro-

punitivoness, it is apparent that additional information is needed

to clarify the nature of Extrapunitiveness.

Five of the remaining 16PF factors are involved in Cattell's

second-order factor of extraversion-introversion; A (aloof-outgoing),

E (submissive-dominant), F (serious-enthusiastic), H (shy-venturesome)

and Q2 (group-dependent - self-sufficient). In Presly's study, and

in that by Horvath et al. (l973)» scores on these scales did not

change significantly. Philip (1971) reported a change on F but not

on E, as measured by the Neuroticism Scale Questionnaire (Scheier

and Cattell, 1961). Factor H is also involved in Cattell's second-

order factor of Anxiety and so may possibly be affected by illness.

At the second-order level, Cattell's factor of Extraversion has been

shown to be subject to change (e.g. Wilson and Kennard, 197^)•

Furthermore, Cattell's Extraversion factor has much in common with

Qysenck's Extraversion factor (e.g. Adcock, 1965; Crookes and Pearson,

1970) and, as has already been discussed, the latter has been shown

to be susceptible to change with change in illness status. It may

ell be the case, therefore, that some of the first-order factors

associated with Cattell's Extraversion will prove to be affected by

illness, while others are not so affected.

The residual 16PF scales aire B (intelligence), I (tender-mindedness),

M (practical-imaginative), N (naive-sophisticated) and Q1 (conservative-

experimenting). Apart from B, these scales do not appear to relate

consistently to any generally accepted concepts of personality or

illness, and so they are of minor importance to this study. In
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analysing the data of the present research, these five scales will

be included only for completeness of description.

Prom this review of the relevant literature on the tests to be

used in this study, it is clear that there are still difficulties,

regarding the personality/illness status of the scales of the HDHQ

and 16PF. It is hoped that the current research will contribute to

the resolution of these problems. Meanwhile, the available evidenoe

suggests that the SSI, HDHQ and 16PF provide measures associated with

symptom and state aspects of psychiatric illness, and measures related

to two major personality concepts, i.e. psychopathy and extraversion-

introversion.
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Chapter 4*

Ps,ycho?ath,y

Consistent with the approach to personality adopted in this study

(Chapter 2), aetiological aspects of psychopathy will not be discussed

here. Rather, it is intended to focus upon problems in defining the

concept of psychopathy and in applying the concept in clinical practice.

In an article, aptly titled, "Psychopathic personality : a most elusive

category", Lewis (1974) reviewed more than 150 years of psychiatric

endeavour to cope with "psychopathy". Lewis ended his review with the

following comment which indicates the magnitude of the problems to be

considered here:

"The conclusion of the whole matter is somewhat gloomy. The

diagnostic groupings of psychiatry seldom have sharp and definite

limits. Some are worse than others in this respect. Worst of

all is psychopathic personality, within its wavering confines."

The failure to reach general agreement on a definition of psycho¬

pathy is reflected in the numerous alternative terms which have been

employed in this area, e.g. sociopathy, character neurosis, immature

personality, inadequate personality, etc. All of these terms are inter¬

related and all have been as lacking in acceptable definition as

psychopathy itself. No term has achieved universal usage, and different

writers have employed the same terminology for different conditions

and different terminology for the same condition. Moreover, as in

other areas of psychiatry, when a change in terminology is introduced,

it is not always clear whether a conceptual change is, in fact, also

involved (e.g. Taylor, 1971) and, certainly, terminological change cannot

be assumed to be synonymous with conceptual advance. In the case of
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psychopathy, it is arguable that the many different labels which have

been applied have added to confusion over the definition of the concept

by proliferating intended or inferred nuances of meaning and differentiat¬

ion. The alternative labels in this area were well described by Lewis

(1974) as, "apparently endless semantic variations on a dubious theme."

Since "psychopathy" has been the term mo3t commonly used in the literature,

it will be retained in this study, as a general name for both a set of

diagnostic labels and a group of inter-related concepts.

In the following discussion of psychopathy, it is the intention to

differentiate between the concept, and the way in which it is applied

in current diagnostic practice. While the diagnosis of psychopathy is

dependent upon the phenomena subsumed by the concept, the viability

of the concept is not dependent upon its present mode of implementation

in clinical diagnosis. The concept may have value for other purposes,

or might he applied diagnostically in a different way from that in which

it is now used.

Recently there have been many papers critical of both the diagnosis

and the concept of psychopathy (e.g. Gunn, 1977; Watts and Bennett,

1978); however, often failing to make clear distinction between these

two aspects. Gunn and Robertson (1976) argued:

"The few facts known about psyohopathic disorder are (i) it is

an unreliable term (Walton and Presly, 1973); (ii) authors disagree

about its definition; (iii) it is used in the vernacular as a

term of derogation; (iv) it has a legal use in England and Wales

(although not in Scotland) which is circular in reasoning (i.e.

psychopathy is defined in terms of antisocial behaviour whioh

in turn is thought to be due to psychopathy); (v) many doctors

use the term to indicate that the patient is incurable and
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•untreatable1."

Gunn and Robertson went on to claim that use of the term psychopathy-

does not convey meaning, since there are so raary and varied interpret¬

ations of it (i.e. it is not helpful shorthand), and that all that is

conveyed about a patient is that he is difficult and probably unpleasant.

Most of the above criticisms refer to current diagnostic usage,

rather than to the concept. In considering the points made, the above

order of presentation will not be folio ed as the criticisms overlap

to some extent.

The vernacular abuse of psychiatric terminology is a problem

which is by no means unique to psychopathy. It is appropriate that

there should be concern over all matters affecting the public's attitude

toward psychiatry and those who are treated by psychiatrists; and

sensitivity to this issue has led to changes not only in terminology,

but also in the names of hospitals. However, public relations may be

satisfactory grounds for a terminological change, but not for a

conceptual change.

As currently applied, the diagnosis of psychopathy is subject to

the reliability criticisms which already have been made of personality

disorder diagnoses in general. Studies such as that by Halt on and

Presly (1973), have shown that clinicians fail to reach satisfactory

levels of agreement 'when diagnosing the same patient on the same occasion.

In addition, from other studies (e.g. Kendell, 1974)» it is apparent

that personality disorder diagnoses are unstable over time. This is a

serious shortcoming, as "personality disorder" is a diagnosis intended

to refer to longstanding attributes of the individual. However, these

problems are essentially those of the present diagnostic system, and

need not be inherent in applications of concepts such as psychopathy.
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For example, Presly and Walton (1973) showed that clinicians could agree

satisfactorily on the assessment of personality at the trait level. There

is, therefore, good reason to expect that the description or diagnosis

of personality can be made reliably. As regards stability over time,

there is ample evidence that behavioural patterns related to the concept

of psychopathy are, in reality, enduring (e.g. Robins, 1966). Thus,

again, the difficulty is methodological and not conceptual.

Of the personality disorder diagnoses, psychopathy has the most

negative connotations. As Gunn and Robertson argued, this diagnosis

may be taken to imply that the patient is "incurable", "untreatable",

"difficult" and "unpleasant". In these circumstances, the ascription

of this label may be detrimental to the welfare of the patient, as it

may markedly influence future therapeutic efforts. Therefore, it is

important that the use of this diagnosis should be subjected to especially

careful examination. Although it may offend the more "sensitive" and.

"enlightened", there can be no objection in principle to making diagnoses

-which have very pessimistic implications; but such diagnoses must be

reliable and valid indicators of explicitly defined, accepted features.

While some authorities (e.g. McCord and KcCord, 1964) have attempted to

meet these requirements, the evidence is that such high standards have

not been attained generally. Moreover, in much of the researoh literature,

the inexactitude of the diagnosis has probably been a limiting factor in

the attempt to improve our understanding and management of those labelled

psychopathic (i.e. a problem has been recognised but too loosely stated

to be capable of solution).

Many writers have argued that the diagnosis of psychopathy should

be retained, but applied to only a very restricted group of individuals

(e.g. McCord and McCord, 1964)• For example,



",Thilst accepting that the term 'psychopathic disorder* is

'appropriate for a small handful of individuals, we feel that it

is now used too widely and too loosely. In our opinion the

majority of so-called psychopaths could be happily accommodated

under the diagnostic category of neurotic." (Gunn and Robertson,

1976).

ffo doubt it is better to restrict the diagnosis than to use it

indiscriminately, but this approach has not been an outstanding success.

As the title of the article by Lewis (1974) suggested, psychopathy has

proved to be a most elusive category. Moreover, the comment by Gunn

and Robertson that most so-called psychopaths should be regarded as

neurotic, draws attention to the problem that arises if the category

is restricted to a small number of individuals; i.e. the personality

attributes of all those individuals who nearly, but not quite, meet

the requirements for inclusion, have to be ignored and the consequences

of these attributes for the treatment of symptoms or the management of

social problems, cannot be evaluated.

Respite the above reservations, most psychiatrists would probably

feel that there is a general understanding of what is meant by psycho¬

pathy (e.g. Cleckley, 1964) and that considerably more information is

conveyed by this diagnosis than critics such as Gunn and Robertson would

allow. In addition, it is likely that, at the level of the individual

clinician treating the individual patient, the concept (rather than the

diagnosis) is seen as helpful. Otherwise, presumably, both the diagnosis

and the concept would have been abandoned long before now. nevertheless,

the available evidence shows that the concensus as to the meaning of

psychopathy is not sufficient to ensure that clinicians, in practice,

apply or interpret the diagnosis consistently. Moreover, the lack of
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a generally accepted and applicable definition of the diagnostic

category leaves open the possibility of its abuse as a convenient last

resting place for the unloved (especially if also unwashed)or to the

illogical procedure of assigning the diagnosis on the basis of its

implications. Thus, in clinical practice, at one extreme the diagnosis

might signify the presence of a number of specific personality traits,

at the other it might represent no more than the exasperated rejection

of an uncooperative patient or the post hoc rationalisation of a

treatment failure. Hot quite all psychiatrists are infinitely therapeutic

or intellectually rigorous.

To summarise the argument thus far, there would appear to be two

fundamental problems in relation to psychiatric attempts to apply the

concept of psychopathy. The first of these is the fettering of the

concept to an inappropriate diagnostic model, and the second is the

lack of agreed definition of the concept. It has also been argued that

the combination of these two factors leads to the probability of

diagnostic abuses entering into clinical practice.

Of the two basic problems, the unsuitability of the present

diagnostic system seems to be the major bar to progress. The general

case against the use of single category, diagnostic labels for the

description of personality has already been presented (Chapter 1).

Here it need only be reiterated that the continued use of this system

prevents the examination of the relationships among different varieties

of deviant personality, and between abnormal personality and the range

of normal personality. In the context of psychopathy, it is argued that

this system acts to prevent the efficient clinical application of the

concept, and to prevent the investigation and improved definition of the

ooncept. In further developing the argument, attention will be turned
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firstly to an apparent paradox, which is that, despite all the

difficulties with the present system for the clinical diagnosis of

psychopathy, this diagnosis has been repeatedly found to he associated

with poor prognosis (e.g. Buglass and Horbon, 1974; Glatt, 1961;

Haddocks, 1970? Eitson, 1971; Sims, 1975? Vallance, 19&5? "hiteley,

1970; etc.). In part, this association nuy he due to inadvertent

circular reasoning hy diagnosticians. For example, a history of

treatment failures may contribute to making the diagnosis, 'which is

then shown to he predictive of further treatment failures. Similar

reasoning might operate as regards suicide attempts, criminal behaviour,

social adjustment, etc. However, many other factors besides psychopathy

are recognised as leading to unsatisfactory outcomes, and so circular

reasoning is unlikely to be by any mean3 the whole explanation. It

appears more probable that clinicians have been able to identify a

spectrum of personality traits which tend to vaiy together (i.e. in

degree) and -which, when present to a marked extent, tend to be related

to a poor outcome. If these traits occur throughout the general

population and the clinical population, vary quantitatively in these

populations, and are less than perfectly inter-correlated, then it

becomes a complex problem to try to arrive at any precise definition

of the concept. Suppose, for example, that a clinician believes that

there are six traits which are involved in the concept of psychopathy,

that measures of these traits are available, and that, for simplicity,

scores are treated as being either deviant or normal. In this case,

there are 64 possible patterns of trait deviance; the actual frequency

of the different patterns depending on the population under investigation

and the degree to vdiich the trait measures are inter-correlated. Which

of these patterns of deviant traits conforms to the olinicians idea of
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disagreement with the first as to the importance of the different traits

in order to produce a low level of diagnostic concordance. The problems

of definition and diagnosis will be exacerbated if, as is likely,

individual traits within the psychopathic constellation have idiosyncratic

associations with traits which are outside this constellation (i.e.

further blurring the definition of psychopathy and making it more

difficult to answer the question, "is this a psychopath, or a hysteric,

or a schizoid, etc.?"). In many respects,the situation is the same as

that regarding the application of categorical diagnoses of illness.

However, in the area of personality there seems to be less of an accepted

approximation to necessary and sufficient conditions for a diagnosis,

and the situation is complicated by the scarcity of adequate measures

and the greater difficulty in agreeing upon the criterion of abnormality.

In contrast to these difficulties, assuming that many of the traits in

the psychopathic spectrum relate to outcome and that our two clinicians,

who could not agree on the definition of psychopathy, each sample a number

of traits in making their diagnoses (and study fairly heterogeneous

groups), then both may well be able to demonstrate an association between

their respective diagnoses and outcome. On the other hand^it is improbable

that either clinician will have achieved maximum predictive power, since

non-prognostic features may have been included at the expense of efficient

predictors. Working only at the level of categorical diagnosis, it would

be impossible to investigate the prognostic value of more specific

features.

Following from the trait pattern model outlined above, it can be

seen that, in any heterogeneous sample,(e.g. a general psychiatric sample)

there will be some cases eyrhibiting a wide range of psychopathic traits



and causing little diagnostic disagreement. The existence of these

typical cases has, presumably, "been largely responsible for the continued

use of the category system in diagnosis and for efforts to improve the

validity, reliability and utility of the latter (i.e. clinicians have

felt that, at least in some cases, the diagnosis is appropriate and

communicates valuable information and, therefore, they have sought to

refine the system, e.g. McOord and McOord, 19^4)• As argued previously,

attempts to narrow the application cfthe diagnosis result in the ignoring

of the many individuals who have some, but not all of the trait deviances

associated with any given definition of psychopathy. Moreover, these

cases are ignored without kno ledge of the significance of their trait

deviances. In this instance, the adoption of the categorical diagnostic

system operates to prevent investigation of the broader implications of

the concept of psychopathy and to limit its utility. Attempts to widen

the application of the diagnosis quickly encounter problems of definition

and reliability. While there may be good agreement on diagnosis in those

cases with many deviant traits and those with no deviant traits, it can

be expected to be much more difficult to agree on the diagnosis of those

with some deviant traits, unless there is general agreement as to the

necessary and sufficient conditions for the diagnosis. However, the

necessary and sufficient conditions for the diagnosis cannot be properly

established only from within the group regarded as typifying the concept.

To establish these conditions requires exploration of the traits in a

much wider sample, but this exploration is discouraged by the original

assumption of a categorical diagnostic model. It is not being argued

that clinicians produced the present diagnostic system without any

investigation, but that they arrived at their conclusion prematurely

and created problems which the chosen system is not capable of resolving.



The position adopted here is that definitions of psychopathy should he

the starting point for the investigation of traits in general population

and clinical samples. The investigation of these traits should he

concerned with their inter-relationship and their association with other

factors to which the concept of psychopathy is believed to he relevant

(e.g. treatment and management procedures). After the trait/dimensional
nature of psychopathy has heen more thoroughly investigated, and hether

or not the concept of psychopathy survives the investigation, it may he

that a categorical system will he found to he of value for certain

purposes, hut its foundations (i.e. the knowledge hase) would he more

substantial than those of the present system and it would not he

confounded by the same methodological problems. The orientation which

has heen stated is considered to he applicable throughout the "personality

disorders".

Of the definitions of psychopathy in the literature, those following

Schneider's (1958) views xd.ll he excluded here, mainly because Schneider

confused personality and illness. Schneider's views have already heen

discussed, and it is felt that he has not clarified any significant

issues in this particular area. The remaining definitions of psychopathy

differ with regard to the relationship between psychopathy and psychiatric

illness and this problem will also he considered here.

McCord and McCord (19&4) limited the term psychopath to

"an antisocial, aggressive, highly impulsive person who feels

little or no guilt and is unable to form lasting bonds of

affection with other human beings."

Here, psychopathy is seen as quite distinct from illness and the

"psychopath" is free of symptoms. Similarly, Cleokley (1964) argued that

the "true" psychopath rarely developed a psychiatric illness. Cleckley
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emphasised the personality traits of guiltlessness, incapacity for

"object love", emotional shallorness, egocentricity, purposelessness,

impulsivity, inability to learn from experience and tendency to seek

external control. Cleckley pointed out that the "psychopath" sometimes

has considerable superficial charm, and also that, although able to

understand the strictures of society and parrot them with skill, the

"psychopath" dissociates his words from his deeds.

Other writers have been more inclined to the view that psychopathy

may or may not be accompanied by psychiatric illness (e.g. Foulds,

19685 Halton et al., 1970; Whiteley and Slatic, 1968). However, there

is little to suggest that psychopathy is associated with any particular

type of psychiatric illness. In the study by "alton et al. (1970),

the criteria adopted as the clinical characteristics of "psychopaths"

were s

"They are not likeable; they cannot fit into the social group;

they are defective in conscience; they control their impulses

poorly; they behave antisociallv; they lack foresight; they

lack consideration for others; they evade obligations; they

cannot profit from experience; they are guilt-free; they act

out aggressively."

Blackburn (1975) produced an empirical classification of psycho¬

pathic personality, which has been supported by the work of Penton et al.,

(1978). Blackburn's study was conducted at Broadmoor Hospital and he

described his patient sample as representing "a heterogeneous population

of antisocial individuals", none of whom were psychotic. Blackburn found

that 80^ of his sample could be accounted for by four MMPI profile types:-

Type 1, undersocialised, impulsive, aggressive, extrapunitive and relatively

lacking in anxiety or other subjective disturbance; Type 2, somewhat more
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undersocialised, impulsive, aggressive and extrapunitive than those in

Type 1, hut sho' ing a high level of anxiety, depression, social avoidance

and other subjective disturbance; Type 3. defensive denial of psychological

problems and a high degree of control; Type 4« social shyness, introversion

and depression. Blackburn considered Type 1 to be similar to the

"psychopath" as described by the McCords, and Type 2 to be "secondary

psychopaths" (e.g. Hare, 1970). Types 3 and 4 would not be regarded

as representing psychopathy. Prom this and the other work described

above, it is apparent that, at the level of trait description, psychopathy

may or may not be accompanied by psychiatric illness, although the

probable degree or type of psychiatric illness is unclear. A problem

concerning the relationship with illness really only arises in the

context of attempts to make a strict categorical diagnosis of psychopathy

(e.g. McCord and McCord, 1964) and, even here, is mainly a matter of

definition and sub-division (i.e. deliberately excluding those who are

also ill).

The study by Blackburn is relevant to another important point, in

that his Type 3 and Type 4 cases were "antisocial" individuals but would

not be regarded as psychopathic. As the McCords have argued, psychopathy

and socially unacceptable behaviour are quite different concepts and

there are many socially deviant persons who do not share the character

structure of the "osychopath". Though osychopathio individuals may have

recourse to behaviours such as violence, attempted suicide, sexual deviation,

excessive drinking, etc., none of these behaviours can, of itself,

define the condition. As a personality construct, psychopathy can only

be defined by the identification of enduring behavioural patterns which

permeate the individual's life and, in particular, his interpersonal

relationships. Of course, these behavioural patterns may include violence,
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etc.

In the literature, various subdivisions of psychopathy have been

proposed (e.g. Henderson, 1947)> and in clinical practice reference is

often made to "hysterical psychopaths", "schizoid psychopaths", and other

groups. These subdivisions have not been considered since they are not

directly relevant to this study. Here the intention has been to arrive

at an impression of the characteristics which have been thought to be

common to "psychopaths" and to differentiate them from other clinical

groups.

It is inevitable in this review, that there has been considerable

selectivity as to which descriptions have been presented. Even the

few definitions listed are not in perfect accord and give ample scope

for diagnostic disagreement, in the ways discussed earlier. However,

they show considerable overlap and are taken to depict a representative

sample of the spectrum of traits generally thought to be involved in

psychopathy.

In line with the arguments stated, it is intended, in this study,

to move from the traditional diagnostic system to the investigation of

psychopathy in terms of traits, thereby permitting the examination of

quantitative variation among all subjects (i.e. relating all degrees

of deviance and "normality"). The definitions of psychopathy provide

evidence as to hich traits may be expected to be relevant. In Chapter 3,

HHHQ Extrapunitiveness and 16PF G (expediency), L (suspiciousness) and

Q3 (impulsiveness) were 3hown to be associated with various criteria of

psychopathy (no single criterion would be satisfactory), and these measures

appear to describe traits which may be accommodated easily by the

definitions cited. It is not intended to use these measures to derive

a scale which would be equivalent to any current diagnosis of psychopathy.



Instead,the intention is to assess whether those traits for which

measures are available can be of predictive value in a particular context

(i.e. the outcome of associated psychiatric illness). As Ley (1970) has

argued, trait measures, just as much as diagnostic measures, must be

directly validated against the criteria of real interest, in this case

prognosis. Any step to' ard the replacement of non-specific by specific

predictors is of value in an area as confused as psychopathy.
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Chapter 5«

State and Ibct ravers ion Measures in
the Investigation of Psychiatric Illness

The evidence presented in Chapter 3 indicated that the 16PF and

HDHQ provide measures related to state aspects of psychiatric illness

and to extraversion. As a prelude to the use of these measures in

this research, the present chapter is concerned with the findings of

studies which have employed state and ertraversion measures to investigate

illness aetiology and prognosis. The potentially relevant literature

is large, and it is not felt that a comprehensive review would be

appropriate here; especially since the emphasis, in this study, on

the distinction between personality and illness would necessitate a

detailed examination of the many different measures involved, as well as

of the results of the studies immediately pertinent to questions of

aetiology and prognosis. Furthermore as in the case of psychopathy,

the relevant literature on the 16PF and HDHQ is fragmentary, and to

restrict the review to studies using these measures would not be to refer

to a substantial body of information. However, an association between

Cattell's second-order Anxiety and Extraversion and IJysenck^s N and E,

respectively, has been demonstrated in theory and practice (e.g. Adcock,

1965; Bridges, 1973; Croolces and Pearson, 1970; Eysenck and PJysenck,

1969; Robinson et al., 19^5)t and the extensive work carried out with

the MPI and EPI constitutes one of the most important sources of

information relevant to the topics currently under consideration (in

terms of the approach adopted in the present study, and follov.dng from

observations made on B and E in Chapter 3, H would appear to function

in clinical samples as an ill-defined, aggregate state measure and E

would appear to be more of a personality measure, i.e. less susceptible
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to change with illness change and subject to a lesser degree of

change; the complex nature of IT and E -will be referred to further in

Chapter 7)« Consequently, it is proposed to defer consideration of

the 16PF and HDHQ to the Results and Discussion chapters, where evidence

can be related more cogently to specific points arising from this

investigation, and to review briefly, here, relevant MPI and EPI studies;

the latter being taken to be reasonably representative of state and

extraversion studies in general.

Several studies have indicated that MPI and EPI scores obtained

during illness may be predictive of illness outcome. For example, Kay,

(Jarside and Fahy (19T3) found that, in a sample of depressed out-patients

(mainly reactive depressives), high IT and low E scores 011 the EPI were

associated with poorer outcome after one month. Uretmark, Astrom and

Eriksson (1970) assessed groups of neurotics, endogenous depressives,

schizophrenics and alcoholics on the MPI at admission and followed-up

these groups six months after discharge. They found that high IT and low

E scores at the key admission were related to symptomatology at follow-up

among the neurotics, but that the associations were less clear in the

other groups. Paykel, IClerman and Prusoff (1974) conducted a ten month

follow-up study of endogenous and neurotic depressives. They showed

that MPI IT scores at the key admission were related to illness severity

at follow-up and to the course of the illness during the follow-up

period. These findings applied to both the neurotic and the endogenous

depressives. Kerr et al. (1970) investigated a group of patients

suffering from affective disorders. Patients were assessed within a

week of admission to hospital and followed-up four years later. The

patients had been allocated to four diagnostic categories (agoraphobia,

simple anxiety state, reactive depression and endogenous depression) and



MPI scores at the key admission were examined in relation to clinical

assessments of symptomatic outcome in each category. MPI IT was not

significantly associated ifith outcome in the first two categories,

but it x*as found that high IT scores were predictive of outcome in the

two depression categories. MPI E was not found to be significantly

associated with outoome in any of the categories, but when the four

categories were combined, high IT and low E scores were associated with

poor outcome. The authors reported that, for the combined sample, the

major predictive increase over the base rate (57$ well) was obtained by

utilising IT and E scores and diagnosis; this raised predictive accuracy

to 73significantly higher than the base rate. In another four year

follow-up of patients with affective disorders, Kerr et al. (1972)

showed that high IT and low E scores obtained on the MPI during the key

illness were related to poor outcome. However, Ingham (1966) found

only slight evidence of an association between MPI IT and E scores obtained

at the key admission and improvement ratings made three years later, in

a group of neurotic patients. Prom studies such as those above, the

balance of evidence is that high IT scores are likely to be associated

with poorer symptomatic outcome, but differences in the groups studied

and in the methods of analysis make it impossible to come to any more

precise conclusions. As regards E, the evidence is weaker, but, where

an association with outcome has been reported, it is always low E scores

which are related to poor outcome.

As discussed in Chapter 3, both IT and E may be affected by current

illness, in that scores on both scales may change with change in illness

status. Therefore, for the purpose of assessing any predispositional

aspects of IT and E,it is important that measurement should be carried
out after recovery from illness. The studies which have shown an
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evidence that those who become psychiatrically ill differ from the

general population on II and E. Kendell and DiScipio (1968) found

that both neurotic and psychotic depressives obtained abnormally high

scores on II, and that the former group also obtained abnormally low

scores on E, after recovery. However, Kerr et al. (1970) reported that,

while the mean II scores of agoraphobics, anxiety states and reactive

depressives were only slightly deviant from the normal mean, the mean

score of a group of endogenous depressives was significantly lower

than normal. With regard to neurotics, Ingham's (1966) study supported

Kerr et al. Goppen and Metcalfe (1965) investigated a mixed group of

"severe" depressives and found that, at discharge, the H scores were

similar to those to be expected in the general population.

Some workers have reported differences among diagnostic groups.

Thus Kerr et al. (1970) found that their endogenous depressives scored

significantly lower on II and higher on E than any of their three groups

of neurotics. Kendcll and DiScipio (1968) also reported such differences,

when they compared psychotic and neurotic depressives (cf, also Garside

et al., 1970; Paykel, Klerman and Prusoff, 1976)* Against this, Snaith,

McGuire and Pox (1971) could find no evidence of a significant association

betxreen II or E and any feature of depressive illness. Depending upon the

view held as to the relationship between neurotic and psychotic depression

(cf. Kendell, 1976), the above studies can also be construed as assessing

the relationship between H and E and either severity of depressive illness,

or severity of a psychosis as opposed to a neurosis.

Taking the above studies as representative of the more methodologically

sound MPI and EPI research on the prognostic and predispositional

implications of II and E, the general conclusion would appear to be that^
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though there are indications of relationships, the evidence is far from

consistent; clearly "more research is needed".

Given the effect of illness on II scores, none of the studies

showing a relationship between N (during illness) and illness outcome

can be taken to indicate whether it is the personality or the illness

component, or a combination of these, which has predictive value. The

effect of illness on E scores appears to be less marked and so an

association with outcome might seem more easily attributable to personality.

However, if E has predispositional implications (i.e. as regards type or

severity of illness) then it cannot be assumed that an association with

outcome is directly attributable to personality. E may be a factor

partly determining, for example, severity of illness, which in turn may

be a factor partly determining outcome. Therefore, in order to

demonstrate that a relationship between E and outcome is due to personality,

it would be necessary to show that E has an association with outcome

which is not subsumed by an association between illness and outcome.

Hone of the studies reviewed here has adequately coped with this problem.

Uncertainty as to whether or not those who have become ill differ

premorbidly (on IT and E) from the general population, and as to whether

or not diagnostic groups differ from each other premorbidly, reflects

not only methodological problems concerning the MPI and EPI and

methodological differences among these particular studies, but also, at

the more general level, the extremely complicated nature of the questions

posed. These issues will be considered later, in the context of the

results of the present research.

This limited review has focused upon a relatively coherent set of

studies, and yet has shown very considerable areas of disagreement. The

wider implication is that consistent findings across both many studies
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and different taeasuree will be necessary before conclusions, as to the

relationship between states or extraversion and aetiology or prognosis,

can be drawn with any degree of confidence.
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Chapter 6.

Aims of the Study

The major objectives of this research have been discussed in the

earlier chapters, but some additional points remain to be dealt with.

It wa3 wished to have an index of illness outcome so that change,

prognosis and predisposition could be investigated more satisfactorily.

As a relatively well established illness measure, the SSI Personal

Disturbance Scale seemed an obvious choice (since it was already included

in the test battery). However, the Personal Disturbance Scale is a

brief screening device and it was thought advisable to relate it to

other evidence of outcome. Such other evidence had been collected

during the course of the concurrent psychiatric follow-up study.

Again, the Personal Disturbance Scale is ahistorical and it could not

be assumed that it would adequately reflect the illness status of subjects

throughout the preceding three years. Interest in the relative endurance

of personality and transience of illness made this a particularly

important matter in this study, but the problem is one which affects all

longer term prognostic studies. For example, Kerr et al.. (1972) argued

the need for a more longitudinal assessment of outcome:

"The proportions of patients who were clinically improved

differed at varying intervals during the course of the follow-up

period. The effect of a measure which embraces the total

duration of the follow-up period would be to average out these

variations. Moreover, it was felt that a prognostic measure

which took into account the adjustment of patients during the

total length of the follow-up period would be more meaningful

than an assessment based on the period immediately prior to the
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follow—up interview. An assessment of the subject's condition

at follow-up can give a misleading impression of his overall

progress since discharge (Giel et al. 1964)."
In fact, Kerr et al. found a high correlation "between their longitudinal

measure of outcome and their assessment of illness status at the time

of the folio.—up• Therefore, the Personal Disturbance Scale might give

a satisfactory indication of illness status over the period "between the

key admission and the reassessment. However, this had to "be investigated.

Once more, relevant information had been collected in the psychiatric

follow-up study.

The measures from the psychiatric follow-up study, which were used

in this research, are described in Chapter 7» The use of these measures

also served other purposes in the present study. With regard to the SSI,

it was wished to use the Personal Disturbance Scale as an index of

severity of illness (in the investigation of predispositional factors),

as well as using it to classify outcomes. The evidence from the

additional measures is relevant to this. Moreover, the Personal Disturbance

Scale items only refer to the major neuroses and psychoses, whereas the

additional measures also cover conditions such as alcoholism, anorexia

nervosa, etc. By relating the two it would be possible to determine

whether the SSI assessments of outcome and severity were likely to be

appropriate throughout the population being studied. With regard to all

the psychological tests it was felt that relating test scores to those

elements of the additional measures which constituted "hard" data, would

help to reduce potential difficulties in interpretation due to possible

response sets. Finally, and associated with the previous point, by

involving the more immediately interpretable additional measures, it was

hoped to be able to maintain contact with a clinically meaningful
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external reality, and to avoid an excursion into psychometric fantasy

or statistical hyperspace.

The sample of patients being investigated here suffered from a

vide range of illnesses and underwent a variety of treatments at the

time of the key admission. They also differed greatly in their sub¬

sequent illness, treatment and life histories. Therefore, outcome, in

the sense studied here, does not represent a specific response to a

specific treatment for a specific illness. Rather, it reflects a much

more complicated interaction among a number of factors. In accord with

arguments presented in Chapter 3, the nature of the sample and the

complexity of events at, and since, the key admission are advantageous

for the investigation of change and the subsequent identification, in

general principle, of measures of illness and personality.

Concerning prognosis, the heterogeneous nature of the sample precludes

any detailed investigation of different types of illness. Consequently,

it may be objected that, in so far as illnesses vary in their prognoses,

an important element of the predictive power of illness i3 being

neglected; and indeed, it would be most surprising if the predictive power

of illness were maximised by the measures employed here. However, the

intention in this study is not to set up a competition between illness

and personality, to see which can best predict outcome. The aim is to

determine whether their respective predictive powers are separable

(i.e. predict in different ways), or whether the one effectively subsumes

the other. In this context, it is the degree of association between

personality and illness which is of importance. There is no evidence

of a marked relationship between specific diagnostic groups, of the

type which would be relevant here (i.e. the major neuroses and psychoses),
and psychopathy, And the evidence of a relationship with the personality
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aspects of e-.i; ravers ion is inconclusive. Therefore, the neglect of

specific diagnostic groups is viewed as being of only minor significance.

This study is principally concerned with change and outcome in the

long term, but, for Etudies dealing with response to treatment, the

evaluation of short-term change is also important. Moreover, a number

of studies have suggested that the duration of the key admission and the

condition at discharge are related to longer term prognosis (e.g. Kerr,

Roth and Schapira, 1974? Toone and Ron, 1977). Presly (1971) retested

a subgroup of patients after an interval of one month, and so it was

possible to investigate whether those patients who had better long term

outcomes showed an early, positive response to treatment, and whether

those patients who had poorer long term outcomes failed to show an

initial, positive response to treatment. One month was \irell short of

the mean length of the key admission and so any evidence of positive

change could be expected to be associated with improvement, rather than

with recovery. Mary studies have investigated short-term change in

relation to short-term improvement criteria, but classification by long

term outcome may produce somewhat different results (since the association

between short- and long term outcome is not exact): for example, there

may be transient fluctuations, not discernible by short-term improvement

classification, and no longer present at recovery or long term follow-up.

Information relevant to the early assessment of responses to treatment,

which prove either positive or negative, with regard to long term outcome,

could be of interest clinically. In the context of the present study,

further information on rate of change would be of value for understanding

of the functioning of the various measures in relation to illness.

Within the methodological framework which has been adopted, the aims



of the research can now he summarised as to:

1) Retest the 1971 Hard 1 cohort of patients after an interval of

three years, and evaluate the representativeness of the retested

sample,

2) Investigat the viability of the SSI Personal Disturbance Scale as

an index of illness outcome and illness severity; and employ this

scale to classify subjects in terms of illness outcome,

3) Assess the stability/change characteristics of the HDHQ and 16PF,

in relation to illness outcome, and use this information to

differentiate measures of illness and personality,

4) Determine the association between biographical, clinical and

test measures (obtained at the time of the key admission) and

illness outcome,

5) Assess the predictive functioning (i.e. as regards outcome) of

the illness assessment made at the time of the key admission,

6) Investigate whether personality measures (especially those related

to psychopathy) have predictive power separable from that of illness

measures; and, if so, examine the interaction between illness and

personality in the prediction of outcome,

7) Determine whether the HDHQ and 16PF measures may assess factors

involved in predisposition to becoming psychiatrically ill,

8) Determine whether the HDHQ and 16PF measures may assess factors

involved in predisposition to .greater severity of illness when

breakdown occurs,

9) Study the relationship between symptom and state measures (at

all stages of the data analysis),

10) Assess the pattern of short-term changes on the psychological

tests, in relation to long term outcome.
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Chapter 7.

Methodology

The psychological tests

a) The Symptom-Sign Inventory (SSl)

The SSI (Poulds and Hope, 1968) was developed with the distinctions

between personality and illness in mind and is intended to refer only

to the latter. The test is administered as a structured interview and

represents an attempt to achieve an objective, public and quantitative

means of diagnostic classification based upon assessment of the

patient's current ment al stat e.

In this study, only the twenty items of the Personal Disturbance

Scale were administered at folio -up. This scale is a modified version

of the Personal Illness Scale, described by Poulds (19^5)• The items

of the Personal Disturbance Scale were selected to discriminate between

patient and non-patient samples. Based on the distributions of scores

in such samples, three categories xrere derived. Scores of 0 and 1 are

regarded as indicating that the individual is not personally disturbed,

scores of 2,3 and 4 are considered to be borderline, and scores of 5

and above are taken to be indicative of personal disturbance. These

categories primarily refer to certainty of classification as "disturbed"

or "not disturbed". The authors did not consider that there was a linear

relationship between number of items endorsed and degree of disturbance.

Nor did they regard the presence of symptoms as neoessarily indicating

a failure to cope (e.g. Mayo, 1969). However, when comparisons are made

among categories, both probability of severe disturbance and probability

of failure to cope are involved as secondary concepts. In the present

research, the Personal Disturbance Scale will be used mainly to classify
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subjects according to the presence or absence of symptoms. When

inferences are to be drawn about severity of disturbance or failure

to cope, supportive evidence will be sou^it.

There is little available evidence on inter-scorer agreement,

apart from that cited by Foulds (1962); two psychologists scoring

independently from the same interview disagreed on average on four

items, and never on more than seven out of the eighty items of the

full SSI. Because of the importance of the SSI in this study,

independent evidence of the reliability and validity of the Personal

Disturbance Scale assessments will be utilised whenever possible.

*>) The Hostility and Direction of Hostility Questionnaire (HDHQ,)

The HDHQ (Caine, Foulds and Hope, 1967) was designed as a measure

of the extent and direction of punitive attitudes. Rosenzweig's (1934)

terms "extrapunitiveness" and "intropunitiveness" were used to denote,

respectively, hostility directed outwards onto other people and inward

onto the self.

Foulds, Caine and Creasy (1960) devised three subscales related to

extrapunitiveness (acting-out hostility, criticism of others and

projected hostility) and two subscales related to intropunitiveness

(self-criticism and delusional guilt). From the pattern of correlations

between the subscales, they tentatively posited a factor of general

hostility, but they also felt that the correlations indicated that the

extrapunitive subscales were measuring something different from the

intropunitive subscales.

Hope (1963) examined the structure of the HDHQ by means of principal

components analysis. He found that there was one component on which all

five subtests were positively represented and a second component on
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which the extrapunit ive subscales were contrasted. with those concerned

with intropunitiveness. This finding was replicated "by Philip (1968).

These two components, labelled General Hostility and Direction of

Hostility, were employed as the source of scores on the HDHQ in most

of the early studies and in the test manual.

However, Philip (1969) suggested an alternative solution in which

extrapunitiveness and intropunitiveness would constitute the major

dimensions. Philip believed that this interpretation would be more

consistent with the origins of the questionnaire, in the work of

Poulds, Caine and Creasy (i960). Moreover, experience with the

inventory indicated that, with clinical groups, the intropunitive

measures were more likely to change over time than were the extra-

punitive measures. This suggested that intropunitiveness was more

related to illness and that extrapunitiveness was more related to

personality, in clinical samples. Philip (1973) demonstrated the

viability of his alternative, oblique factor analytic solution. He

also provided much improved normative data, in sten score form.

Thus, in the present study, two scores will be derived; Extra¬

punit iveness (based on the sum of scores on the three extrapunitive

subtests) and Intropunitiveness (based on the sum of scores on the

two intropunitive subtests). Prom an examination of the item content

of the HDHQ, Philip (1973) concluded that,

"punitiveness as measured by the HDHQ is mainly an attitudinal

facet of personality, with very little content which relates

to aggressive, physically expressed behaviour..... ..

extrapunitiveness on the HDHQ will be characterised by resent¬

ment, anger and cynicism, while intropunitiveness will be

charged with expressions of self-doubt and criticism."
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c) The Sixteen Personality Factor Questionnaire (16PF)

The 16PF (Cattell, Fber and Tatsuoka, 1970) is the product of

factor analyses of data drawn from ratings and questionnaires in the

area of personality. Cattail's system is based upon data from normal

(i.e. non-psychiatric) groups; an important point in the context of

the emphasis, in the present study, upon the differences between

personality and illness. The 16PF attempts to provide a broad

coverage of personality traits in terms of sixteen first-order factors

and several second-order factors.

Although the 16PF has been very widely used in applied psychology

and in research, there is much controversy as to the factorial structure

of the test, especially with regard to the replicability of Cattell's

first-order factors (e.g.Adcock and Adcock, 1977j Bolton, 1977; Eysenck,

1972; Eysenck and Eysenck, 1969; Howarth, 1976; Howarth and Browne,

1971J Fells and Good, 1977). While Cattell has stressed the importance

of first-order factors, Eysenck (e.g. 1972) has argued the case for

interpretation of the 16PF at the second-order factor level. In his

view, second-order factors are more replicable and psychologically

meaningful, and little information is lost by disregarding primaries.

For example, in the development of the EPI, Eysenck has focused upon

two second-order factors, Heuroticism and Extraversion, and these have

been shovm to have much in common with Cattell's major second-order

factors of Anxiety and Extroversion, respectively. However, Eysenck's

solution to the problem has been made less satisfactory by studies,

such as that by Philip (1972), which challenged the cross-cultural

stability of the 16PF second-order factors (Cattell and Farburton,

1961). Moreover, the factorial structure of the EPI has been called

into question. Eysenck and Eysenck (1963) identified two components
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(Sociability and Impulsiveness) of the Extraversion dimension. The

combining of Sociability and Impulsiveness to form the Extraversion

dimension has been severely criticised by Guilford (1975)» who concluded

that IJysenck's Extraversion was not a factor at all, but a kind of

"shotgun wedding" (cf. also, E^senck, 1977; Eysenck and EJysenck,

1977; Guilford, 1977)* Related to this issue, the replicability of the

Ertraversion factor across tests may be in greater doubt than would seem,

on the surface, to be the case. For instance, Crookes and Pearson

(1970) found that 16PF Extraversion was much more related to EPI

Sociability than to impulsiveness (cf. also, Carrigan, 1960). Finally,

Howarth and Browne (1972) conducted an item factor analysis of the EPI

and extracted fifteen interpretable factors. In effect, ITeuroticism

yielded seven factors, and Extraversion yielded five factors. Hovarth

and Browne considered that Ifysenck's ITeuroticism and Extraversion scales

could not be regarded as being univocal measures. Thus the simplicity

of Eysenck's approach and measures may be much more apparent than real.

Much of the evidence against the replicability of 16PF first-order

factors has been produced since the time of the 1971 Ward 1 study, and

there is no question but that, if the study was being planned now, there

would be serious doubts about the wisdom of employing this test.

However, the available evidence is not, by any means, all against the

16PF, and it is certainly not sufficiently condemnatory to warrant

abandoning the test at this stage of the present research. It has

been argued that the use of second-order factors probably gives rise

to just as many methodological problems as does the use of first-order

factors, though the complexities may be less obvious. In addition,

the theoretical orientation of the present study places emphasis on

assessing stability/change in research on clinical populations. Evidence
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already cited (Chapter 3) indicates that there are likely to he

variations with regard to stability/change among first-order factors

involved in Anxiety and, perhaps, Ertraversion. Therefore, to avoid

blurring the trait/state distinction, the 16PF data will be analysed

at the first-order factorial level.

In this research, Form A (1969) of the 16PF was used. The

normative data (in sten form) for this version of the test are

American. However, with the exception of Factor B (intelligence),

the American norms appear to be applicable to British subjects without

serious distortion (e.g. Philip, 1972); British subjects tending to

obtain inflated scores on Factor B.

The items of the SSI Personal Disturbance Scale and the HDHQ,

and a 16PF profile sheet are to be found in Appendix VI.

Additional measures of illness outcome.

As has been indicated, additional measures, obtained from the

data of the concurrent psychiatric follow-up study, have been included

in the present research, primarily in order to augment the SSI Personal

Disturbance Scale in its role as the criterion measure of illness

outcome. This additional information was collected independently and

was not available to the present writer at the time of the psychometric

assessment of subjects.

Six measures were selected as being particularly relevant to this

research. Four are concerned with illness status at the time of the

follow-up (i.e. current psychiatric treatment contact, current psycho¬

tropic medication, rated clinical severity of current symptoms and

rated social disability consequent upon current symptoms) and two are



concerned with illness status during the whole of the follow-up period

(i.e. psychiatric admissions during the follo"-up period and a global

assessment of the follow-up period). These measures 'were based upon a

detailed, structured interview and information from case notes, G.P.'s

etc. Details of the assessment procedure in the psychiatric follow-up

study are to be reported elsewhere. Suffice it to say that the cautionary

implications of studies such as those by Gross (1968), and Eastwood

and Ross (1974)» were borne in mind.

The assessments of current psychiatric treatment contact, current

psychotropic medication and psychiatric admissions during the follow-up

period are regarded as constituting relatively "hard" data. Unfortunately,

these measures, though they could be expected to be associated with the

SSI assessments, could not be expected to be equivalent to them (e.g.

a person might have symptoms but not be receiving any treatment). The

remaining measures would be expected to be more equivalent to the SSI

assessments, though not exactly so. For example, these ratings include

the symptomatology of conditions such as anorexia nervosa,alcoholism,

etc., whereas the SSI is restricted to the symptomatology of the

classical neuroses and psychoses. Moreover, these ratings would have

to be regarded as relatively "soft" data; even though evidence from the

psychiatric folloxtf-up study indicated that the inter-rater reliability

of these measures was satisfactory.

Of these three latter measures, the global assessment of illness

during the follow-up period is particularly important for this study.

The method adopted was a modified and simplified version of that used

by Kerr et al. (1972). As the end product, subjects were allocated to

one of si': categories;- i) continuously well, ii) residual symptoms

only, iii) interim breakdown with complete remission of symptoms,
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iv) interim breakdown with only partial remission of symptoms, v)

interim breakdown without remission of symptoms, and vi) continuously

ill. The first three categories were combined later to form a "good"

outcome category, and the other three categories were combined to form

a "bad" outcome category. In fact, the data on all six indices of

outcome will be presented here in the form of two categories,

representing "good" and "bad" outcomes. The procedure for carrying

out this simplification of the data (i.e. deciding which rating points

should be combined into one category) was independently arrived at for

the purposes of the psychiatric follow-up study.

The 1971 Ward 1 Study cohort of patients and assessment procedure.

All patients admitted to Hard 1 of the Royal Edinburgh Hospital

during a period of 27 months were considered for inclusion. Patients

were excluded if they met one or more of the following criteria:

1) over 55 years of age.

2) under 18 years of age.

3) primary diagnosis of organic illness.

4) diagnosis of chronic schizophrenia
(at least two years since first admission).

5) already included at an earlier admission.

These oriteria for exclusion were determined by several factors.

The age limits were set to correspond to those of the normative samples

of the psychological tests being used. Patients with organic diagnoses

(e.g. organic confusional state) were excluded because such illnesses

were not of interest in the study and they might affect measurement of

the variables with which the study was concerned. Chronic schizophrenics

were excluded because of possible deterioration in personality structure
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as a result of the illness.

Of 192 patients admitted during the study period, 52 were

excluded according to these criteria, leaving a sample of 14O patients

(55 males and 85 females).

Presly (1971) compared the study sample with Royal Edinburgh

Hospital admissions of that period. Taking the latter an a reasonable

index of hospital admissions, he found that the study sample contained

more psychopaths and neurotics and fewer schizophrenics. The average

age was less and there was a higher proportion of females.

The psychological testing procedure was described by Presly (1971)s

"All patients were seen within a few days of admission, the

mean time between admission and testing being 3«5 days

(SD 2.14 days). In a few cases testing was delayed for some

time because the patients1 state made them untestable, but

only in two cases did more than a 'week elapse before testing.

The testing procedure was the same for all patients. The SSI

was administered first, folio ed by the HHHQ which was completed

in the examiner's presence. The 16PF was then explained in

detail and the examples worked through. Most patients were

then allowed to take the form away for completion and were

instructed to return it the following day, which nearly all

of them did."

The retested sample.

Of the original 14O subjects, 5 had failed to complete all

the psychological tests and another person had been in Europe only

transiently. These cases were excluded from the retest study

which, therefore, was concerned with 134 subjects.
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The subjects were listed in chronological order of their admission

to Ward 1 at the time of the 1971 study and, as far as possible, they

were contacted in that same order, so as to minimise differences in

the length of the follow-up period. A standard letter requesting

cooperation in the research project, a reply form and a stamped,

addressed envelope were sent to each subject. If a person was unwilling

to come to the hospital, a home visit was offered. Travel expenses

were paid to people who came from outside Edinburgh. Those persons

who indicated that they were unwilling to participate in the study,

or who failed to keep an agreed appointment, were contacted twice

more (in person or by letter or telephone). Only after the third

rejection was hope of gaining their cooperation abandoned.

Despite very considerable efforts, 7 subjects could not be traced.

A further 5 subjects had died (2 from natural causes, 1 suspected

suicide and 2 suicides). Of the remaining 122 subjects, 102 (84$)

were interviewed; the other 20 refusing to participate in the study.

However, 7 of those who were seen were unable to complete all the

tests due to lack of time and, although they agreed to complete the

16PF at home, failed to return it, even after further contact had been

made with them. Since the 7 partially retested subjects all failed to

complete the 16PF, the main psychological test, and in order to maintain

a consistent H throughout the data analyses (i.e. so as to facilitate

presentation and communication), these subjects will not be treated as

part of the retested sample. Thus of the initial 134 cases, 95 (71$)

are regarded as having been satisfactorily re-assessed. There were

37 males and 58 females in this sample. The mean interval between

testing at the key admission and in this study was 37*4 months

(SD = 6.8 months). The rather large standard deviation was due to
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the difficulties encountered in tracing subjects and in gaining their

cooperation.

The re-asse3ament procedure

The assessment procedure was consistent. Subjects were firstly-

interviewed for the psychiatric follow-up study. This interview was

approximately an hour long. Subjects were then given a short break

and a cup of tea. After this they were seen by the present writer,

who administered the psychological tests. This session usually lasted

for just over an hour, although some subjects took very much longer.

The testing procedure adopted in the 1971 study was followed, except

that, whenever possible, all three tests were completed in the presence

of the tester. If insufficient time was available for all the tests to

be completed, the 1 6ff was explained in detail and the subject was given

it to complete at home. A stamped, addressed envelope was provided for

its return. The only digression from the standard administration of the

tests concerned the 16PF. Subjects who were known to have limited time

available (e.g. had to catch a train) were given a copy of the 1 6pf from

which the items of Factor B (intelligence) had been deleted. This was

considered to be the least important test scale for the purposes of the

study and subjects often spend some time on it.

Rqpreseqta^veqess of t^e reteated, sample

The retested sample (rt) has been defined in terms of completion

of all the psychological tests. The remaining cases (rt) include those

who were partially retested, those who were unwilling to cooperate in

the study, those who were not traced and those who were dead. Here the

intention is not to investigate in detail the factors contributing to
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absence from the RT sample, but to discover v/hether this sample can

be taken to be representative of the original oohort of patients.

The retest rate of 71J was lower than had been hoped for.

However, this figure is not too discrepant from that reported in many

comparable studies (e.g. Ingham, 1966, 82$; Kerr et al., 1970 , 73$;

Kerr et al., 1972, 82$). A large part of the difference between the

response rate in this study and in others would seem to be due to the

difficulty of persuading people who are not in hospital to complete the

16PF (the 7 partially retested cases would have raised the response rate

to 76$). Given that only 71$ of subjects were retested, it is important

that their representatives should be thoroughly assessed. Therefore,

although, in this research, the major concern is with the psychological

tests, other biographical and clinical indices are also considered here.

In order to assess representativeness, the RT and RT were compared on

measures obtained at the time of the key hospitalisation (i.e. during

the 1971 Ward 1 study).

a) Sex.

37 of the 53 men (69.8$) and 58 of the 81 women (71*6$) were

2
retested (x = 0.001, d.f. = 1, ns),

b) Age.

The mean age of the RT was 30.94 years (S.D. = 10.21 years) and

that of the RT was 28.97 years (S.D. = 9*52 years). The difference

iv-as not significant (t = 1.03, Af. = 132, ns).

c) Duration of key admission.

The mean for the RT was 2.72 months (S.D. = 2.53 months), while

for the RT it was 2.21 months (S.D. = 1.43 months). This difference

was not significant (t = 1.19, d.f. ■= 132, ns).

d) Length of the follow-up period.
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Due to the prolonged efforts made to contact and obtain the

cooperation of subjects, no precise figures were available for the

RT. However, there did not appear to be a marked difference between

the RT and RT.

e) Psychiatric illness diagnosis.

The final primary diagnosis at the key admission was obtained

from the casenotes. To permit statistical analysis, the diagnoses

xvere simplified into five categories, as shovm in Table 1. "Other

psychosis" included schizophrenia and paranoid psychosis. Neurotic

depression and anxiety were combined in one category because these

diagnoses often occurred together. The final category, termed "other"

consisted of diagnoses such as alcoholism, drug addiction, sexual

deviation, anorexia nervosa, obesity, transient situational crisis,

no illness, etc. No association was found between illness diagnosis

and retest status.

Table 1.

Phll'IADY ILLtrSG DIAGNOSIS R R2TDST STATUS

Diagnosis RT RT

Psychotic depression 20 3

Other psychosis 7 4

Neurotic depression
and/or anxiety 36 14

Phobic/conversion/
dissociative/obsessional
neurosis 17 8

Other 15 10

2
"Psychotic" v "not psychotic" : x - 1.10> d.f. = 1, ns.

2
All categories : x « 4.72, d.f. = 4. ns.
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f) Psychiatric diagnosis of personality disorder.

A personality diagnosis had been recorded for each patient. This

was obtained from the case notes and was the final diagnosis at the

key admission. In Table 2 below, the "other" category includes Paranoid,

Cyclothymic and Over-assertive.

Table 2.

PERSONALITY DIAGNOSIS X RETEST STATUS

Diagnosis RT RT

Dependent 27 5
Hysterical 19 11
Obsessional 14 4
Schizoid 20 3
Sociopathic 8 12
Other 7 4

RT v RT : x2 - 16.47. d.f. = 5. P<.01.

Prom Table 2, personality diagnosis xvas associated with retest

status. When each category was individually tested for its association

2
with retest status the results were:- Dependent, x = 2.82, d.f. = 1, ns;

2 2
Hysterical, x = 0.83, d.f. = 1, ns; Obsessional, x = 0.41, d.f. = 1, ns;

2 2
Schizoid, x = 2.88, d.f. = 1, ns; Sociopathic \ = 9*25 d.f. = 1, P<.01.

Thus the association between personality diagnosis and retest status was

due to Sociopathy. This diagnosis was associated with membership of the

RT group. That "sociopaths" should be especially difficult to follow-up

successfully will occasion little surprise among clinicians. However, it

should be noted that 69.2/0 of the RT were not regarded as "sociopathic".

g) Psychiatric ratings of personality.

These ratings have been described earlier and are fully reported in
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Presly and Walton (1973)-

Table 3«

PERSONALITY RATINGS X RETEST STATUS

Rating Scale
RT

Mean (S.D.)
RT

Mean (S.D.)
, RT v RT

(d.f. = 132;

Personality deviance
Submissiveness
Obsessoid
Schizoid

Hysteroid

6.70 (4.86)
10.23 (4.03)
5.51 (2.54)
5.46 (2.81)
2.94 (2.51)

8.97 (5.64)
9.62 (3.92)
5.41 (3.06)
5.62 (3.O1)
3.46 (2.41)

t = -2.35*
t = 0.81
t = 0.19
t ~ —0.28
t - -1.11

*P < .05 (two-tailed)

The finding that the RT were rated more highly on the Personality

Deviance Scale is consistent with the results of the previous section

on personality diagnosis.
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h) The psychological tests.

Table 4.

SSI. HDHQ AITD 16PF SCORES X RETEST STATUS

RT RT RT v RT
Mean (S.D.) Mean (S.D.) (d.f. = 132)

SSI Personal Disturbance 5-76 (4.01) 5.33 (3.42) t = O.58

HDHQ Int ropunitivene s s 7-50 [2.39; 7.51 ;2.24] t = -0.04
Extrapunitiveness 6.70 [2.24; 7.10 ! 1.88] t = -1.00

16PF A 5.44 [1.93: 4.92 [1.83] t = 1.44
B 7.20 ;i.78; 7.44 1.47] t = -0.73
C 3.83 '2.20 3.69 [2.20] t = 0.33
E 4.92 '2.25; 5.39 [2.20] t = -1.10
F 4.95 [2.31! 5.10 (2.29] t = -0.35
G 4.57 [2.06] 4.21 [2.33J t = 0.89
H 4.03 [2.18] 3.95 [1.99] t = 0.21
I 5-74 [1»99] 6.26 [2.19) t = -1.34
L 6.11 1.87; 6.13 [2.14] t = —0.06
M 5.97 .1.99 5.77 [2.47] t =» 0.49
N 5.33 [1.95] 4.97 [2.55] t = 0.87
0 7.22 [2.08 7.08 [2.31) t = 0.35
Q1 5.80 [1.82] 5.36 [2.07] t = 1.22
Q2 6.59 [1.75] 6.64 2.15] t = -0.15
Q3 4.93 [2.18] 4.33 2.28] t = 1.41

*

Q4 "6.85 [2.08] '6.97 [2.46] t = —0.29

As Table 4 shows, there were no significant differences between

RT and RT on the psychological tests. Thus, as far as these tests are

concerned, the RT sample can be regarded as representative of the original

cohort of patients,

i) Conclusions.

In all respects, except the two clinical assessments associated with

psychopathy, the RT group appear to be representative of the initial

sample. The difference between the results obtained for the clinical

assessments of psychopathy and for the test scales believed to be



associated with this concept is of considerable interest, and indicates

that the two approaches are by no means identical. None of the test

comparisons of RT and RT came even close to being significant, and

the clinical diagnosis discriminated more powerfully than the aggregate

score on the rating scale (v/ith which the test scales have been shown to

correlate). This suggests that the clinicians were incorporating in

their diagnosis information not covered by the test scales, rather than

just summing the same information. If so, as was argued in Chapter 4,

the additional information may owe its predictive value to circular

reasoning based upon a specific observation (e.g. past non-cooperation

with treatment agencies being predictive of non-cooperation in this study),

or it may be genuinely predictive (i.e. in terms of the concept of

psychopathy). In the concurrent psychiatric follow-up 3tudy, an attempt

is being made to examine in much more detail the circumstances relating

to absence from the RT group, and it is hoped that that work vri.ll help

to answer the question. For the moment, it can only be said that the

diagnosis at discharge selected out a group especially unlikely, for

whatever reason, to be available for re-assessment three years later.

Since interest in this 3tudy is focused on traits related to the

concept of psychopathy and not on the diagnosis of psychopathy, and

since the RT and RT do not differ on the traits being investigated,

the findings discussed above are not regarded as seriously impairing

the representativeness of the RT sample, or as embarrassing the case

against the diagnosis of psychopathy (Chapter 4).

Investigation of se:c differences.

As a preliminary to designing the statistical analysis of the test

data of this study, it was considered necessary to investigate -whether
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there were important sex differences on the test measures of personality

and illness. It is known that clinicians construe males and females as

differing in both personality (e.g. Gunn and Robertson, 1976; Haddocks,

1970; Walton and Presly, 1973) and illness, and in psychiatric research

the sexes are often investigated separately. Many other factors, such

as age, mi^it also be related to the present measures of personality

and illness, but it would not be practicable to make them all intrinsic

aspects of the statistical design of this study. Indeed, their inclusion

mi^it only lead to a proliferation of significance tests and spurious

findings. However, the clinical results obtained by VIalton and Presly

(1973)> in the work immediately preceding this research, indicated that

sex differences may be especially important. Consequently, the males

and females of the retested sample were compared on all the test scores

obtained at the time of the 1971 Ward 1 study. The results of these

comparisons are tabulated in Appendix I.

Of the fourteen scales believed to be related to illness, psychopathy

or extraversion, only one produced a significant sex difference (on

16PF E, submissiveness-dominance, males scored as more submissive).

Thus the measures of major interest in this research gave little evidence

that sex differences were of importance. Differences -were found on

three of the five remaining measures; men scored as more intelligent

(16PF B), more tender-minded (16PF l)and less shrewd (16PF ll). However,

as has been indicated, these measures were not thought likely to be of

great consequence in this study. The failure to find major sex

differences is less surprising than might appear, since the measures

being investigated are not equivalent to any diagnosis of illness or

personality.

While sex differences might be associated with change, prognosis
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or predisposition in a given diagnostic group, such an association

would not be revealed by the design of the present study, since it

was not intended to investigate specific diagnostic groups. As regards

the investigation of sex differences in change, etc. across the range

of diagnoses, pilot analyses suggested that the greatly increased number

of significance tests and, particularly, the considerable variability

in cell frequencies would make it very difficult to interpret any

differences found in this study. Indeed, especially in the case of

the males, the small numbers at some stages of the planned data analysis

would prevent statistical tests from being applied. Since there was

little suggestion of important sex differences on the tests at the

time of the initial assessment (i.e. in the 1971 Ward 1 study), and

accepting that some "real" sex differences might be missed in the

present data analysis, it was decided, on balance, not to make sex an

intrinsic aspect of the statistical design of this study. Therefore,

sex will be treated in the same way as other extrinsic factors, such as

age, and will only be examined more closely if this proves necessary

(e.g. if found to be related to outcome).

Statistical methods and presentation of results.

The statistical techniques employed in this study were all standard

procedures. Categorical (i.e. nominal scale) comparisons were made by
2

means of the x test or, where more appropriate, the Pisher exact

probability test (Siegel, 1956). Two-group comparisons at interval or

ratio levels of measurement were by Student's t-test, for related or

independent samples, as appropriate (Guilford, 1965). Even where

directional predictions could be made, all significance levels reported

will be for two-tailed tests, unless otherwise stated. Correlations were
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r (Guilford, 19^5)• The major statistical method employed was analysis

of variance. The designs utilised were:- i) two-way analysis of

variance, with unequal cell frequencies, and ii) two-way analysis of

variance with repeated measures on one factor, and unequal cell

frequencies. Since, in the context of the present research, the unequal

cell frequencies were regarded as an integral feature of the data on

the population under study, rather than as representing deficiencies in

the data collected, in every instance a least-squares solution was

preferred to an unweighted-means analysis. The analysis of variance

designs applied in this research have been described fully by Winer

(1970).

It is not proposed to specify here the statistical methods used

to investigate each particular area of interest in this study. The

different stages of the data analysis went in sequence, and the details

of the method of analysis at any stage were partly determined by the

results at preceding stages. Therefore, it is felt that it will be more

meaningful to outline the relevant statistical methods at the beginning

of each section of the Results chapter.

One aspect of the present investigation was the wish to avoid

making assumptions about functional concordances among the individual

measures provided by the HDHQ and 16PF and, instead, to make a detailed

study of the functioning of these individual measures. Therefore, the

data on each measure were analysed separately. However, for convenience

and communication, in the Results chapter the individual measures will

be reported upon in groups according to putative type (e.g. "measures

related to illness", "measures related to psychopathy", etc.).
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Chapter 8.

Results

The SSI Personal Disturbance Scale as an index of illness outcome

The Personal Disturbance Scale classifies subjects as "personally

disturbed" (PD), "borderline" (?PD) and "not personally disturbed"

(PD). In order to evaluate this scale as an index of illness outcome,

classification in terms of these three categories was compared with

classification on the basis of each of the six measures obtained from

the data of the concurrent psychiatric follow-up study. Hone of these

latter measures was, itself, a perfect index of illness outcome and none

was exactly equivalent in nature to the Personal Disturbance Scale.

However, the Personal Disturbance Scale could be expected to significantly

differentiate those classified as, respectively, "good" and "bad" outcome

cases by each of these other indices. The prediction could be made that

SSI classification as PD would be associated with "good" outcome, as

PD with "bad" outcome, and as ?PD with a more equal probability of "good"

or "bad" outcome.

It was anticipated that the status of the ?PD category (i.e. "border¬

line") would present problems in deoiding upon the most appropriate SSI

outcome classification of subjects for the further data analyses of this

study. In advance of the present stage of analysis, it was considered

desirable to combine those scoring as PD or ?PD into one "bad" outcome

group which could be compared with the PD group (i.e. "good" outcome).

The rationale for this approach was that the comparison -would then be

between those who shotved at least some evidence of personal disturbance

(i.e. in SSI terms) and those who showed no evidence of such disturbance

(i.e. classified by the SSI as "normal"). Given the objectives of the
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present research, it was not thought that treating the ?PD as a separate

outcome group would, add. any element which would "be advantageous to the

design of the study; and combining the ?PD and PI) in a good outcome

group would be expected to increase the proportion of false negatives,

which would be undesirable for the investigation of illness aetiology

('where strong evidence of recovery from illness would be necessary).

However, the viability of the proposed classification had to be determined

by the differences found among the PI), ?PD and PP. Therefore, where

overall comparisons between the Personal Disturbance Scale categories

and the follow-up study classifications were statistically significant,

the SSI categories were also compared two at a time (against the follow-up

study classifications), and a further comparison was made between the

PD group and the combined ?PD and PD group.

2
The various comparisons 'were made by means of x tests or the Fisher

exact probability test. The decision as to when to choose the latter

was based strictly on Siegel's (1956) recommendations on the use of the
2

x test. One-tailed tests of significance would be satisfactory in all

instances reported, here, but two-tailed tests were employed, unless

otherwise stated.

Prom Table 5, the Personal Disturbance Scale categories were
• •

significantly related to current psychiatric treatment contact status.

Comparing the categories showed that the difference was between the

PD and the other two categories; only 15$ of the PD, but 52$ of the

?PD and 68$ of the PD were regularly seeing a psychiatrist or their

G.P. (for treatment of a psychiatric oomplaint).
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Table 5.

SSI G ATT'GOT I"'S X CURRENT PSYCHIATRIC TREATMENT CONTACT

SSI No contact Contact

PD 47 8
?PD 10 11
PD 6 13

All categories; x2 = 22.57, d.f - 2, P4.0001

PD V 7PD; x? - 9.67, d.f. = 1, P <-.01
PD Y PD; Xp . 17.60, d.f. - 1, P<.0001
?ED V PD; x = 0.51, d.f. = 1, ns.

PD Y (?PD + PD) x2 = 19.43, d.f. = 1, P4.0001

Table 6,

SSI CATEGORIES X CURRENT PSYCHOTROPIC MEDICATION'

SSI No medication Medication

PD 40 15
?PD 10 11
PD 6 13

All categories; x2 = 11.31, d.f. = 2, P< .01
2

= 1, P4.05*PD V ?PD; x„ = 3.21, d.f
PD V PD; Xp = 8.49, d.f. « 1, P <.01
?PD V PD; x => 0.51, d.f. = 1, ns.

PD V (?PD + PD); x2 - 8.94, d.f. = 1, P<.01

(* one-tailed test)

Prom Table 6, the SSI categories were significantly related to current

status as regards psychotropic medication. Comparing the categories

indicated that the difference was again between the PD and the remaining

categories, but was not so marked as that found for treatment contact;
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thus 27$ of the PD, 52$ of the ?PD and 68$ of the PD were receiving

psychotropic medication. Comparison of Tables 5 and 6 shows that at

least seven of the fifteen PD on medication were not regularly seeing

a psychiatrist or G.P.; one must wonder whether their drug bill was a

justifiable 1T.H.S. expense.

Table 7.

SSI CATCGOHIIE X RATUD CLCTICAL SITVURITY 0? CPRICTT SYMPT0K5

Sympt oms: Sympt oms:
SSI Done to mild Moderate to

very severe

PD 49 6
?PD 9 12
PD 1 18

All categories;
?

x = 46.41, d.f. = 2, P <.000001
2

PD V ?PD; ~ 15.51» d.f. = 1, P <.0001
PD V PD ; x = 41*54, d.f. - 1, P <.000001
?PD V PD; Pisher test; P <.02

PD V (?PD + PD); x2 = 37.74, d.f. ■ 1, P< .000001

Table 7 shox*s that the SSI categories were highly significantly

related to the ratings of ourrent symptom severity. All three categories

differed significantly but only the PD category was associated with the

absence of severe symptoms; 11$ of the PD, 57$ of the ?PD and 95$ of "the

PD were rated as having symptoms of at least moderate severity. In this

case the ?PD were clearly an intermediate group. However, when the

sample was divided into the PD and the combined ?PD and PD group, the

difference was still highly significant. This classification produced

83$ agreement with the ratings, whereas the base rate was only 62$.
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Table 8.

SSI CATEGORIES X RATED SOCIAL DISABILITY CONSEQUENT UPON CURRENT SYMPTOMS

SSI
Disability:
None to mild

Disability:
Moderate to
very severe

PD
?PD
PD

53
13
3

2
8

16

All categories; x2 = 47.68, d.f. . 2, P< .000001

PD 7 ?PD;
PD V PD ;
?PD V PD;

~2
xl = 12.92, d.f.
4 - 45.53, d.f.
x = 7.02, d.f.

= 1, P <.001
» 1, P <.000001
= 1, P<.01

PD V (?PD + PD); X2 « 34.23, d.f. = 1, P<.000001

Prom Table 8, it can be seen that the SSI categories were highly

significantly associated with the ratings of social disability consequent

upon current symptoms. As in the case of the ratings of current symptom

severity, all three SSI categories differed significantly, but in the

present instance the majority of the ?PD group were rated as having a

satisfactory outcome; 4$ of the PD, 38$ of the ?PD and 847° °f "tile PD

were rated as suffering at least moderate social disability. Nonetheless,

comparison of the PD group with the combined ?PD and PD group showed a

highly significant difference.

Table 9 shows a significant association between the Personal

Disturbance Scale categories and psychiatric hospitalisation during the

folio- -up period. Comparison of categories revealed that there was

no difference between PD and ?PD, but both of these groups differed

significantly from the PD; 18$ of the PD, 19$ of the ?PD and 59$ of

the PD had had at least one further psychiatric admission.
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Table 9.

ssi cat: ooriTT) y psychiatric admissions xriro reir follo'" irr p~tod

SSI To a-Ptinnionc! One or more

admissions

PD 45 '0
?FD *7 4
PD 8 11

All categories; x » 12.??, d.f. « ?, P< .0

PD V ?PD;
?

x0 » 0.06, d.f. » 1, ns.
PD V PD ; x_ - 9.09, d.f. - 1, P<.01
?PD V PD; x « 4.37, d.f - 1, p <.05

FD V (?PD + PD); J - 3*52, d.f. - 1, P <.05*

(*one-tailed test)

Table iQ.

SSI CATTflORIKS X ASSaSTx-CTT OP ILLNDSS
STATUS TlIRQUatlQUT 7H "* >LW ' -UP Pi'TlIQD

SSI Status; ,

satisfactory
Status 1

unaatisfactorr

PD
?PD
PD

43
7
2

12
14
17

All categories; •*"
» 3'.07, d.f. » 2, P <..00000'

PD V ?PD;
PD V PD ;
?PD V PD;

2
1. » 11.66, d.f.
X . 24.36, d.f.
Fisher test; no.

« 1, P <.001
« -, p <.000001

PD V (?PD + PD); x? - 26.73, d.f. « 1, p <..000001

As Table 10 indicates, there wa©a highly significant association

bet- een the SSI categories and the overall assessment of illness status

throughout the follow-up period* hen the categories were compared, it



was found that the PD differed from both the ?PD and the PD but that the

?PD and PD did not differ from each other; 22$ of the PD, 67$ of the

?PD and 90$ of the PD were rated as having had an unsatisfactory outcome

over the three years as a whole. Comparing the PD with the combined ?PD

and PD produced a highly significant difference. Agreement with the

psychiatric rating as to the classification of subjects by outcome ;ras

78$ (as opposed to the base rate of 55$)•

The SSI Personal Disturbance Scale categories were shown to be

consistently related to outcome, across a range of independently obtained

indices, reflecting status at the time of the folio -up study and also

during the follow-up period. It was considered that the evidence presented

was sufficient for the Personal Disturbance Scale to be regarded as a

credible measure of illness outcome.

'.."hen the SSI categories were compared two at a time, it was found

that PD and PD differed as predicted on all six indices, and these

categories could, therefore, be used to represent "good" and "bad"

illness outcomes. The ?PD group differed from the PD, but not from the

PD, on probability of current psychiatric treatment contact, current

psychotropic medication, and unsatisfactory outcome over the whole of

the folio- -up period. The ?PD differed from the PD, but not from the

PD, on probability of having had further psychiatric admissions during

the folio -up period. The ?PD differed from both the PD and the PD as

to probability of being rated as having moderate to very severe current

symptomatology and social disability. Thus, as expected, the ?PD was an

intermediate category and produced the greatest uncertainty in the

classification of subjects by outcome. The subjects scoring as ?PD

presented evidence of personal disturbance (i.e. on the SSl) and this

was supported by the differences found between this group and the PD
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group on five of the six indices. However, the differences beticeen

the ?PD and the PD on three indices suggested that this disturbance

was less likely to be seen as severe in degree, than in the case of the

PD group (i.e. they were less likely to have been admitted to a psychiatric

hospital again, or to be rated as currently having severe symptoms or

social disability). For the purposes of this study, there was no special

objection to having a range of less than satisfactory outcomes within

the "bad" outcome group; and, as mentioned earlier, false positives

would present less of a problem than false negatives would have done.

When the ?PD and PD were combined and compared with the PD, the

differentiation was clearly significant for all the indices except

further psychiatric admissions. Moreover, for the two indices of most

direct relevance to the SSI (i.e. rated clinical severity of current

symptoms and illness status throughout the folio' -up period), agreement

with the SSI classification was at a high level and substantially above

the base rate. On balance, therefore, it was decided to act on the

original intention, and to define "good" outcome by categorisation as

PD and "poor" outcome by categorisation as ?PD or PD (the change from

"bad" to "poor" being intended to reflect the mixture of outcomes

observed in the combined group).

The adopted system of classification resulted in 55 cases (58/0

being regarded as having had a "good" illness outcome, and 40 cases

(42$) being regarded as having had a "poor" illness outcome.

Biographical and clinical measures as prognostic factors

Before investigating the association between the psychometric

scales and illness outcome, it i-ras wished to examine the relationship

to outcome of biographical and clinical information gathered at the time
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of the key admission. The reasons for this were: i) to make the

present research more easily comparable with other studies, and

ii) to discover whether any of these other factors were of sufficient

importance to require further consideration when analysing the psycho¬

metric data on prognosis. Subjects were classified as to illness outcome

on the basis of the SSI categorisation described above.

25 of the 57 men (6E$ ) and 30 of the 58 women (52/0 came into the

"good" outcome category. There was, therefore, a tendency for men to

have a better prognosis than women, but the difference was not significant
A

(x = 1.72, d.f. =1, ns). At the key admission, the mean age of the

good outcome group was 30.18 years (s.D. = 9.83 years) and that of the

"poor" outcome group was 31.98 years (S.D. = 10.74 years). The difference

was not significant (t = 0.84, d.f. = 93, ns). For the "good" outcome

group, the mean time between the assessment at the key admission and the

follow-up was 37.64 months (3.D. = 6.99 months) and for the "poor"

outcome group, 37.15 months (s.D. = 6.59 months); there was no

significant difference between the groups (t » 0.34, d.f. = 93, ns).
The duration of the key admission was longer for the "poor" outcome

group (t = 2.42, d.f. = 93, P<..02). The respective group means were

3.44 months (s.D. = 3.15 months) and 2.20 months (s.D. = 1.80 months).
In order to examine the relationship between illness diagnosis,

at the key admission, and outcome, the diagnoses were formed into

five groups, as described in Chapter 7, Table 1. The results of

comparing the outcome groups on diagnosis are shown in Table 11.

The outcome groups did not differ significantly in diagnosis

(x » 6.68, d.f. = 4, ns). The groups were also compared in terms of

"psychotic" and "not psychotic" diagnoses, but again there was no

2
significant difference (x = 0.27, d.f. =1, ns). Although diagnosis

was not significantly related to outcome, it is apparent from Table 11
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that there was some variation among the diagnostic groups in this

respect; "other diagnoses" and "neurotic depression and/or anxiety"

having particularly good outcomes, v;hile the "phobic/conversion/

obsessive-compulsive neuroses" had particularly bad outcomes.

Table 11.

PRIMARY ILLETISS DIAGIIOSin AT XTT 'Tirrtiorr X SSI OUTCOIK CATEGORY

Diagnosis PR (SSI) . ?PD + PD (SSI)

Psychotic depression 10 (50$) 10 (50$)

Other psychoses 4 (57-14$) 3 (42.36$)

lleurotic depression
and/or anxiety 24 (66.7$) 12 (33-3$)

Phobic/conversion/
obsessive-compulsive
neuroses 6 (35-3$) 11 (64-7$)

Other diagnoses 11 (73.3$) 4 (26.7$)

Table 12 shows the outcome groups compared on the clinical diagnoses

of personality, made at the key admission. For statistical purposes,

the "other" category was excluded. There was no overall association

between outcome group and diagnosis (x = 4«57» d.f. = 4> ns).
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Table 12.

PT3S0ITALITY DIAGNOSIS AT T""Y ADMISSION v SSI OUTCOKY CATEGORY

"Diagnosis PD (SSI) , ?PD + PD (SSI)

Dependent 19 (70.4$) 8 (29.6$)

Hysterical 10 (52.6$) 9 (47.4$)

Obsessional 6 (42.9$) 8 (57.1$)

Schizoid 12 (60$) 100

Sociopathic 3 (37-5$) 5 (62.5$)

Other 5 (71.4$) 2 (28.6$.)

The outcome groups were al3o compared on the Personality Rating

Scales, of the 1971 iard 1 study. These scales have been described

previously. Prom Table 13 it can be seen that none of the personality

ratings had a significant association with illness outcome.

Table 13.

Pi SODALITY RATING SCALES AT KEY ADMISSION X SSI OUTCOME CATEGORY

Rating; Scale PD (SSI) ?PD + PD (SSI) .PD v (?PD + PD)
Mean (s.D.) Mean (S.D.) d.f. = 93

Personality Deviance 6.20 (5-26) 7.38 (4.24) t = —1.17* ns.

Submissiveness 9.66 (3.82) 11.03 (4.22) t = -1.65, ns.

Obsessoid 5.27 (2.42) 5.83 (2.69) t = -1.05, ns.

Schizoid 5.07 (2.68) 6.00 (2.94) t = -1.60, ns.

Ilysteroid 2.96 (2.87) 2.90 (1.92) t a 0.12, ns.

Of all the measures reviewed in this section, only the duration of
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the key admission was significantly associated with illness outcome.

On average the "poor" outcome group spent five weeks longer in hospital

than the "good" outcome group (i.e. more than 50?° longer than the

"good" outcome group). Finding this association is consistent with a

number of other studies (cf. Chapter 6).

The psychological tests: i) stability/change and ii) outcome prediction

Here the principal objectives were; i) to assess change in relation

to illnes outcome, thereby contributing to the identification of personality

and illness measures, and ii) to ascertain which of the available measures

(at the key admission) might be predictive of illness outcome. However,

the analyses described below also had relevance to the question of

predisposition to become "ill".

In terms of the approach to personality xdiich was adopted in this

research, measures related to personality should not change significantly

from test to retest, regardless of illness outcome. In contrast to this,

measures related to illness should change toward normality with recovery

from illness. Therefore, all illness measures were expected to change

toward normality in the "good" outcome group of the present study. The

"poor" outcome group was defined by the presence of, at least, some

indications of illness at retest with the SSI. However, there was good

reason to suppose that most of these subjects were less ill at retest

than they had been at the key admission. For example, by definition, at

the time of the key admission all were thought to be sufficiently disturbed

to warrant hospitalisation, whereas at the time of the retest very few

were psychiatric in-patients. Moreover, the evidence which has been cited

from the concurrent psychiatric follow-up study indicated that the "poor"

outcome group constituted a range of less than satisfactory outcomes.
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Thus some evidence of change, short of complete recovery, might "be

found on the psychological tests in the "poor" outcome group. This

point will he discussed further, later in this section.

In Chapter 5, studies of the MPI and DPI were reviewed. These

studies suggested that ITeuroticisra scores obtained during illness are

likely to be associated with illness outcome. From evidence such as

this, it was anticipated that the supposed state measures employed here

would, similarly, be found to have a predictive association with illness

outcome. The MPI and EPI results regarding Bxtraversion also indicated

a possible association with outcome, but the evidence for this was less

persuasive than that concerning Ueurotioism. Consequently, it was felt

that much less confidence could be placed in the predictive value of the

measures believed to be associated ith cwtraversion in this study. In

accord with earlier discussions of the concept of psychopathy, it was

expected that measures related to psychopathy would be predictive of

illness outcome.

The statistical design employed was that of a 2 x 2 analysis of

variance, with repeated measures on one factor and unequal group sizes

(least-squares solution). This design and the analysis are fully described

by Uiner (1970). In the summaries of the analyses of variance presented

here, the notation is as follows:-
2

- group (defined by the SSI at retest, i.e. T )
2

a1 = "good" outcome (i.e. SSI PD at T )
a2 = "poor" outcome (i.e. SSI ?PD + PD at T^)
B = occasion

b1 a at key admission (i.e. T )
o

b2 = at retest (i.e. T )

AB = group x occasion interaction



103.

The analysis of variance summary tables are presented in full in

Appendix II. Only the group and occasion means, and the significance

levels are presented here. Where further tests were required (i.e.

on simple main effects), these are tabulated in this section rather

than in Appendix II. For ease of interpretation, the measures are

grouped according to putative type.

Given that the SSI Personal Disturbance Scale was used to classify
2

subjects at T , only two meaningful comparisons could be made; these

concerned change in the "poor" outcome group and the comparison of the

outcome groups at T . The mean scores of the "poor" outcome group at
1 9

T and T were, respectively, 7«60 and 5*75 (t = 3-01, d.f. = 39* P^.Ol).
A

The mean score of the "good" outcome at T was 4*42. This differed

significantly from the T1 mean of the "poor" outcome group (t = 4-13*

d.f. = 93» P<.0001). Thus there was a significant decline in symptom

level in the "poor" outcome group and the two groups differed in the

level of symptomatology presented at the key admission.
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Table 14.

STAT" MEASURES : GROUP KMAITS A2TD RESULTS 0? ANALYSES OP YA I/ITC j]

Measure
*

Group:?
SSI at T

Means•
T T

Analysis of Variance
significance levels

HDHQ
Int ropunit ivene ss

PB
?PD + PD

All cases

7.00 5.18
8.18 8.08
7.50 6.40

A. P< .00001
3. P <.000001
AB. P<.0001

16PF C PB
?PB + PB

All cases

4.4O 5.42
3.05 2.80
3.83 4.32

A. P <.000001
B. P <.05
AB. P< .01

16PF 0 PB
?PB + PB

All cases

6.75 5.89
7.38 3.18
7.22 6.85

A. P <.00001
B. ns.

AB. P< .01

16PF Q4 PB
?PB + PB

All cases

6.22 5.29
7-73 8.08
6.85 6.46

A. P <.000001
3. ns.

AB. P<.01

Table 14 summarises the results of the analyses of variance carried

out on the state measures. In all cases A was significant, indicating

differences between groups across occasions; and in two cases B was

also significant, indicating differences between occasions across

groups. However, all the AB interactions were significant, and so

additional tests for simple main effects were necessaiy. The results

of these are shown in Table 15-
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Table 15.

STATR MTCASITTS ; T.TULTS OF TRSTIITG FOR SIHPLF KAIIT FFFFCTS

Int rowunit ivene s s A at b1 •
• F ra 6.03, P« -02

A at b2 •
• F = 36.54, P<..000001

B at a1 •
• F = 46.3B, P <.000001

B at a2 •
• F = 0.10, ns.

16PF C A at b1 •
• F ss 9.83, P<.01

A at b2 •
« F as 36.96, P <.000001

B at a1 «
• F =2 11.64, P<.001

B at a2 •
• F =5 0.51, ns.

16PF 0 A at b1 •
• F =3 8.06, P<.01

A at b2 •
• F = 32.95, P<.000001

B at a1 •
• F =3 11.54, p<.01

B at a2 •
• F = 1.04, ns.

16PF 04 A at b1 •
• F = 15.01, P<.001

A at b2 •
« F a 51.25, PC.000001

B at a1 •
• F S3 10.42, P <.01

B at a2 •
• F S3 1.03, ns.

(d.f. = 1, 93)

From Table 15, "the four state measures functioned uniformly in
1 2

relation to illness change and outcome. Thus, at T and T the outcome

1 2
groups were significantly differentiated hile change from T to T

occurred only in the "good" outcome group.

This investigation of the measures believed to reflect illness state

produced results in accord with expectation, in that change occurred in

relation to recovery from illness, and that the assessments made at the

time of the key admission were associated with differences in illness

outcome. The Personal Disturbance Gcale also had a predictive association

with illness outcome, but this measure was sensitive to change short

of recovery, in the "poor" outcome group. This latter point suggested

that the Personal Disturbance Scale and the state measures were not

e act equivalents, although both were related to illness.
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2
Examination of the mean scores on the state measures at T (Table 14)

sho"s that, after recovery from illness, the "good" outcome group did

not differ substantially from the expected general population mean of

5.5 stens. Assuming that scores after recovery can be taken to reflect

premorbid personality, it would appear that the "good" outcome group

were "normal" prior to illness, as far a3 the traits assessed by these

measures are concerned.

Table 16.

PSYCHOPATHY HHASUBSS : POPUP UPAUG AID RESULTS 0^ AITALYSHS 0* VARIANCE

Measure Group:- .

SSI at T
Means:- ,

T T
Analysis of Variance
significance levels

HDHQ
Extrapunitiveness

PD
?P"D + PD

All cases

6.06 5.33
7.53 8.05
6.70 6.47

A. P<.000001
B. ns.

AB. P<.01

16PF G PD
?PD + PD

All cases

5-13 5.42
3.80 3.98
4-57 4.81

A. P <.0001
B. ns.

AB. ns.

16PF L PD
?PD +. PD

All cases

5-89 4-75
6.40 7.15
6.11 5.76

A. P < .0001
B. ns.

AB. P<.0001

16PF Q3 PD
?PD + PD

All cases

5.55 5-78
4.O8 3.60
4.93 4-86

A. P <..000001
B. ns.

AB. ns.

Table 16 summarises the analyses of variance for the measures related

to psychopathy. For all four measures A was significant and B was not

significant, but for Extrapunitiveness and 16PF L A3 was significant

(Table 17).
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Table 17

PSYCHOPATH! MEASURES : RESULTS OF TESTIUO FOR SIMPLE MAIN EFFECTS

Extrapunitiveness A at b1 , F = 13.70, P< .001
A at b2 • F = 43-95, P <.000001
B at a1 •

0 F = 6.47, P <.02
B at a2 0

9 F = 2.01, ns.

16PF L A at b1 «
• F 1.64, ns.

A at b2 *
• F = 36.60, P< .000001

B at a1 •
• F = 17.18, P <.0001

B at a2 : F = 5-36, P <.05

(d.f. = 1, 93)

Taking the results from 'Tables 16 and 17 together, the psychopathy

measures did not function uniformly. 16PF G and Q3 differentiated

groups across occasions and did not change in relation to illness

change. These scales, therefore, functioned as personality measures

with predictive associations with illness outcome (i.e. as would be

anticipated for indices of psychopathic traits). Extrapunitiveness
1 2

differentiated groups across occasions but also changed from T to T

in the "good" outcome group. Thus Extrapunitiveness functioned in a

manner similar to the state measures. This was not altogether unexpected,

since the studies reviewed in Chapter 3 cast some doubt on the nature

of this measure. The functioning of 16?F L was completely unexpected.

1 12,
At T L did not differentiate the outcome groups, but from T to T there

was a significant decrease in the scores of the "good" outcome group

and a significant increase in the scores of the "poor" outoome group,

2
so that at T the groups were markedly different. L did not function as

a trait measure, nor did it function in a manner similar to the state

measures. In summary then, G and Q3 were found to be not significantly

affected by illness and to be predictive of illness outcome, Extrapunitiveness
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was affected by illness but was predictive of illness outcome, and L

was affected by illness and was not predictive of illness outcome.

Since G and Q3 did not change in either outcome group, the mean

1 2
scores for all cases at T and T (Table 16) could be examined for

evidence of predispositional implications. Both sets of means were

within one sten of the general population mean. The same was true of
2

the T Extrapunitiveness score of the "good" outcome group. The peculiar

nature of L made it difficult to interpret scores in relation to
2

predisposition, but only the T score of the "poor" outcome group was in

excess of one sten from the general population mean. Consequently, it

did not appear to be the case that any of these measures reflected

predispositional factors.

Table 18 shows that the measures related to Extraversion were

not uniform in their functioning either. 16PF A and F did not

differentiate the outcome groups and did not change significantly.

16PF E did not differentiate the illness groups but did show change

across groups. 16PF Q2 differentiated between groups across occasions
1 2

and did not change from T to T . In the case of 16PF H, AB was

significant (Table 19).
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Table 18.

'TTPAVERSION -rAOtr?"" : G^OUP T-TPJOTO AMD RESULTS OF ANALYSES 0^ VARIANCE

Measure Group:
ssi at T2

.Means Sp
T T

Analysis of Variance:
significance levels

16PF A pd
?pu + pi)

All cases

5-47 5-84
5.40 5-33
5.44 5-62

A. ns.

3. ns.

AB. ns.

16PF E pd
?pt> + pd

All cases

4.71 5.29
5-20 5-75
4.92 5-48

A. ns.

3. P < .02
AB. ns.

16PF F pd
?pd + pd

All cases

4-91 5.29
5-00 4.55
4-95 4-98

A. n3.

3. ns.

AB. ns.

16PF H pd
?pd + pd

All cases

4-15 4.98
3.88 3.70
4-03 4.44

A. ns.

B. P <..05
A3. P <.01

16PF Q2 pd
?pd + pd

All cases

6.27 6.49
7.03 7.33
6.59 6.84

A. P < .02
B. ns.

AB. ns.

Table 19.

16PF H : RESULTS OP TESTING FOR SIMPLE MAIN EFFECTS

A at b1 : F = 0.38, ns.

A at b2 : F = 8.46, P <.01
B at a1 : F - 13.00, P<.001
B at a2 : F = 0.41, ns.

(d.f. = 1, 93)

1
Table 19 indicates that II did not differentiate groups at T but

2
did at T , due to a significant change in the "good" outcome group.

Of the five extraversion measures, A, F and Q2 functioned as trait

measures but only 02 was predictive of illness outcome. E and H were

affected by illness, but apparently in different ways, and neither was
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predictive of illness outcome. The lower E scores at T^ may have

been due to the more severe illness state at that time or they may have

been an effect of hospitalisation. H scores changed only in the recovered

group and so this scale was more like the state measures, except that

it did not predict outcome. The heterogeneous nature of the measures

contributing to Cattell's Ext raversion would seem to make a nonsense

of efforts to investigate, at the second-order level, predispositional

or prognostic relationships with illness.

As measures unaffected by illness, A, P and Q2 mean scores of all
1 2

cases at T and T (Table 18) were relevant to the question of pre¬

disposition to become ill. Only Q2 scores were more than one sten from

the general population mean, and these ere still within one standard

deviation of that mean. The relevant mean for E was that of all cases

2 2
at T , and for H that of the "good" outcome group at T . Neither of

(

these was markedly deviant.

The results obtained from the remaining 16PF scales are given
1 2

in Table 20. Hone of these measures changed from T to T and only

one differentiated the "good" and "poor" outcome groups; the former

gaining higher scores on B (intelligence). The difference on B was

more likely to be due to differences in illness severity than to

have any more considerable implications.



111.

Table 20.

RESIDUAL 16PE MEABMT'S : GROUP MEANS AND RESULTS OP ANALYSES OF VARIANCE

Measure Group:?
SSI at T

Means:?
ip '

Analysis of Variance
significance levels

16PF B PD
?PD + PD

All cases

7.49 7.96
6.92 7.00
7.26 7.57

A. P*.05
3. ns.

AB. ns.

16PF I PD
?PD + PD

All cases

5.73 6.26
5-75 5-85
5.74 6.08

A. ns.

B. ns.

AB. ns.

16PF M PD
?PD + PD

All cases

5.86 5-82
6.13 6.35
5.97 6.04

A. ns.

3. ns.

AB. ns.

16PF N PD
?PD + PD

All cases

5-47 5-71
5.13 5-20
5.33 5-50

A. ns.

B. ns.

AB. ns.

16PF Q1 PD
?PD + PD

All cases

5.67 5.56
5.98 5-45
5.80 5.52

A. ns.

B. ns.

AB. ns.

None of the scores on I,M,N or Q1 deviated from the expected

general population mean "by as much as one sten and so none of these

measures gave evidence of association with predisposition to become

ill.

Up to this point the evaluation of measures has taken account only

of test-retest differences, but test-retest correlations are also very

important, especially for personality measures. Accordingly, the

product-moment correlations for all the psychological tests are given

in Table 21.
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SSI. KDHQ MP 16PF : TTST-ILETEST CORRELATIONS

r

SSI Personal
Disturbance Scale •51***

HHHQ
MMMi

Extrapunit ivcness .53***
Intropunit iveness .65***

16PF A .54***
3 .62***
C .51***
E .47***
F .49***
G .57***
II .66***
I .61***
L .43***

TUT
i;i .35**
N .36**
0 .58**-*
Q1 .29*
op .55***
Q3 .5-1***
Q4 .48***

d.f. = 93. (16PP B d.f. = 87)

*P<.01, **P<.001, ***P<.0001

The test-retest correlations were consistently lower than -would be

desirable, particularly for personality measures. However, all were

significant and of the order expected from, for example, the information

reported by Cattell, .her and Tatsuoka (1970) for studies with comparable

test-retest intervals. The lo correlations reflect, in part, the brevity

of the scales. In this respect, second-order factors have the advantage

over primaries. More generally, the lo correlations are a reflection of

the inadequacies of the 16PF as a personality instrument (as discussed

in Chapter 7).
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The results of the above analyses demonstrated the diversity of

functioning of the measures, in relation to personality and illness.

Although the illness state measures functioned as expected, they differed

as a group from the predominantly symptom measure (the Personal Disturbance

Scale). That change short of recovery might occur in the latter without

corresponding change in the former, would be consistent with the earlier

discussion of differences between symptoms and states. Hovjever, since

the Personal Disturbance Scale contains some state items, and it was

not possible to examine change in the symptom and state items separately,

the present results could not be interpreted as more than suggestive

evidence in support of the division between symptoms and states.

Of the scales thought to be related to psychopathy and ertraversion,

five functioned as trait measures but only three of these differentiated

the outcome groups (the other two being apparently quite unrelated to

illness). The other four scales were affected by illness, but each in

a different way. Pone of these scales conformed to the requirements of

a trait measure.

The remaining l6PF scales appeared to function as trait measures

and gave little indication of a potentially predictive association with

illness outcome.

The diversity of functioning of the available measures complicated

the search for factors predispositional to becoming ill, but no strong

evidence was found. However, uncertainty remained in the case of the

state measures, since the absence of change in the "poor" outcome group

prevented any inferences being drawn as to the premorbid personality

(as assessed by the trait component of these scales) of these subjects.



Association "between the assessment of illness at the key acLaissioi
and the illness outcome indices

In the previous section ofthe analysis, it was found that both

illness and personality measures, at the key admission, were related

to illness outcome at retest. The present section of the analysis was

the first stage in determining whether the illness and personality

measures were separable in terms of the prediction of outcome.

The Personal Disturbance Scale at retest was earlier shoxm to be

related to a variety of independently obtained indices of illness outcome

and was employed as the criterion measure of illness outcome. Ho ever,

it was found that the "good" and "poor" outcome groups differed on the

Personal Disturbance Scale at the key admission, and also that there was

1 2
a significant correlation between scores on this scale at T and T . It

was, therefore, necessary to investigate the relationship bet een the
-j

SSI at T and the indices of illness outcome, in order to assess whether
2

this could account for the relationship found between the SSI at T and

these indices. This investigation had relevance not only to the

interpretation of the adopted criterion of illness outcome, but also to

the question of the predictive power of state and personality measures.

For example, if the SSI at T could adequately account for differences

in outcome, then the investigation of other factors would be of minor

importance.
1

The Personal Disturbance Scale categorisations at T were compared

on the indices of outcome from the concurrent psychiatric follow-up
2 —

study, by means of the x test. It was predicted that the PD would have

better outcomes than the ?PD who would fare better than the PD, but,

unless otherwise stated, all significance levels reported are for two-

tailed tests. Different statistics texts vary in their recommendations
2

on the appropriate use of the x test in a 2 x 2 contingency table
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(i.e. regarding the required expected frequencies). Since many of these

tests will be reported in this section, it may be appropriate to state

one more that the criteria adopted here were those suggested by Siegel

(1956). As in the other sections of the data analysis, where the

expected frequencies violated the conditions recommended by other

authors, the Fisher exact probability test as also computed, to assess

whether th re as any difference in the results obtained by the two
2

methods. Unless there was a consequential difference, only the x test

is reported.

Table 22 sho' s that there was no significant difference among the

SGI categories as to psychiatric treatment contact at follow-up.

Table 22.

SSI CATEGORIES AT T1 X CUIffiSHT PSYCHIATRIC TPtTlATICIfT CONTACT (T2)

SSI at T1 No contact Contact

ED 14 3
?PD 17 8
PD 32 21

p
All categories : x" = 2.83, d.f. = 2, ns.

As Table 23 indicates there was no significant difference among

the categories with regard to psychotropic medication at follow-up.
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iff*

SGI CATEGORIES AT T1 X CURRENT PSYCHOTROPIC MEDICATION (T2)

SSI at T1 No medication , Medication

PD 11 6
?PD 14 11
PD 31 22

All categories : x2 = 0.33, d.f. — 2, as.

From Table 24 it can be seen that there was an overall association

between SSI categorisation and rated severity of symptoms at follow-up.

Individual tests showed that the PD and ?PD did not differ, but both

groups differed significantly from the PD.

We £4-

S,^I CA'i^Mttltfi AT T1 X EATEP SOF (i2)

SSI at T1 Symptoms: Symptoms;
none to mild moderate to

very severe

PD 14 3
?PD 19 6
PD 26 27

All categories : s:2 = 8.84, d.f. = 2, P< .02
o

FD v ?PD : xn = 0.01. d.f. = 1 . ns.
PD v PD i s:% » 4.55, d.f. - 1, P <.05
?PD v PD : x = 4.01, d.f. = 1, P<.05
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Table 25 shows that the groups also differed as to rated social

disability. Again the PD and ?PD did not differ, but both were

significantly different from the PD.

Table 25«

SSI CATEGORIES AT T1 X RATED SOCIAL DISABILITY
COIISDPUIIir UPON CUDIOTT 3YNPT0LI3 (T )

SSI at T1 Disability:
none to mild

Disability:
moderate to

very severe

PD
?PD
PD

16
22

31

1
3

22

All categories
2

X 23 12.24, d.i\ 2, P< .01

PD v ?PD :

PD v PD :

?PD v PD :

2
x2 "
x2 ~
x =

0.02,
5-88,
5-51,

d.f.
d.f.
d.f.

= 1, ns.
= 1, P< .02
= 1, P< .02

Tab1^ 26.

uul wa^Gonl.-; iU' r ruiuUtuViG inMLSblOIfe b dua Tlx . -I'bLu -UP PERIOD

SSI at T1 No admissions One or more

admissions

PD
?PD
PD

17
20

33

0

5
20

All categories ix = 10.14, d. jF. = 2, P<.01

PD v ?PD :

PD v PD :

?PD v PD :

xl = 2.19,
:-p = 7.23,
x = 1.71,

d.f. = 1, ns.
d.f. = 1, P< .01
d.f. = 1, ns.

There was a significant association between SSI categorisation at

T and psychiatric admissions during the folio -up period (Table 26).
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This was due to a marked difference between the FD and the PP.

Table 27.

SSI CATEGORIES AT T1 X ASSPSSIPIT OP ILUTSSS
STATUS TILlOUGHOUJ Til POLLG .-UP IwklQD

SSI at T1 Status: Status:
satisfactory unsatisfact ory

PP 15 2
?PP 16 9
PP 21 32

All categories : x2 » 13.44, d.:r. = 2, p<.oi

PP v ?PP : x? = 1.95, d.f. = 1, ns.
PP v PP : x« = 10.31, d.f. = 1, F <.01
?PP v PP : x = 3.13, d.f. = 1, P< .05*

(*one-tailed test)

1
Table 27 indicates that the T categorisation was related to illness

status throughout the follow-up period. The PP and ?PP did not differ,

but each differed significantly from the PP.
1 —

The results so far showed that SSI categorisation at T as PP or

?FD had significantly better prognostic implications than categorisation
2

as PP in three areas, i.e. rated severity of symptoms at T , rated
2

severity of social disabilit - at T and assessment of illness throughout

the folio--up period. In addition, the PP were less likely than the PP

to have any further psychiatric hospitalisations. Against this, the
A

SSI categorisation at T had no significant association with treatment
2

contact or psychotropic medication at T . This pattern of relationships
1

suggested that the T SSI scores were more efficient predictors of

severity of illness than of chronicity of illness.

Since the PP and ?PP groups did not differ on any of the indices,
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and both differed from the PD on three of the four significant indices,

these groups wore combined to form a "favourable" prognosis group.

Comparison of this combined group and the PI) group revealed consistent
2 2

differences, as expected: i) rated severity of symptoms at T , x -

2
7.4.6) d.f. a 1, P<.01; ii) rated severer of social disability at T »

o

x = 10.50, d.f. = 1, P<.01; iii) illness status throughout the follow-up
2

period, x = 9*72, d.f. - 1, P <.01; iv) psychiatric admissions during
2

the folio:,'-up period, x - 6.79» d.f. - 1, P4..01. Given that this

division of subjects had some prognostic value, it was wondered whether

it could be related to any clinical evidence of a difference at the time

of the key admission. It had already been found that there was an

inverse relationship bet' een the duration of the key admission and outcome
2 *(assessed by the SSI at T ). Therefore, it seemed reasonable to inquire

whether the "favourable" prognosis group had a short period in hospital.
1 1

The PP + ?PD at T -ere compared -:ith the PD at T . The respective

means were 1.93 months (S.T). 1.39 months) and 3.31 months (S.T). 3.03

months). This difference was significant (t 0 -2.64, d.f. » 93, P<.0l)

Further evidence of a difference between the groups was sought in the

area of clinical diagnoses. The Personal Disturbance Scale is not directly

comparable with clinical diagnoses. Ho ever, it was thought to be worth

investigating to see if a relationship existed with the "psychotic"

"not psychotic" division. The Personal Disturbance Scale was not designed

to distinguish psychotics, but it might be expected that, in a hetero¬

geneous sample such as the present one, psychotics would be well

represented amongst those classified as "personally disturbed", while the

other diagnostic groups would be more evenly spread over the three

categories. This proved to be the case (x = 4»13, d.f. = 1, P<..05).

Taken together with the difference in duration of the key admission, this
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suggests that the "favourable" and "unfavourable" prognostic groups

1
were seen, by clinicians, as differing at T .

i

Having established that the SSI at T had predictive power but
--J

that this power was limited (i.e. the T scores did not predict two

of the three "harder" indices of outcome), it remained to clarify the
1 2

relationship between the SSI at T and at T . The essential question
2

was whether the SSI at T was the more closely associated with the

outcome indices. The sample was divided into two groups according to
-j

the SSI classification at T ; i.e. the "favourable" and "unfavourable"

prognosis groups. Each of these groups was then subdivided according
2

to the SSI classification at T ? i.e. the "good" and "poor" outcome
2

groups. In this way it was possible to discover whether the T

1
classification could significantly differentiate within each of the T

groups, in terms of the other indices of outcome. If so, this would
2

show that the T outcome classification was not simply a function of
1 2

the T status of the patients. If not, this would indicate that the T

1
outcome classification could be largely accounted for by the T status.

In addition, the first of these results would have positive implications,

and the second -would have negative implications, for the potential of

other measures (i.e. state and personality measures) to contribute to

the prediction of outcome (as defined in this study) other than through

association with the SSI at T .

For all except one of the outcome indices, the SSI classification
2

at T employed was, as stated above, that which divided the group into

the PI) ("good" outcome) and the ?PD + PD ("poor" outcome). The exception

referred to psychiatric admissions during the follow-up period. In this

instance the meaningful division had been between the PI) group and the

remainder, and combining the PI) and ?PD groups had produced a rather
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unsatisfactory differentiation from the PP group. Therefore, in this
2

case the most appropriat T classification to he tested as that of

PP v (PP + ?PP). However, no subject had moved from the ?PD or PP
1 2

category at T to the PP category at T . Thus, regarding further
2

psychiatric admissions, no meaningful T division could he made within

the "favourable" prognosis group. The conclusion from this was that
2

the T assessment oould not differentiate within the "favourable"

prognosis group on this index. It should he noted that the absence of
2

T PP scores in comparisons within the "favourable" prognosis group

created no problems in the investigation of the other outcome indices,
2

since the ?PP and TP had differed significantly at T on these measures

(Tables 5 ~ 10)«

The results of the comparisons within the group scoring as PP on

the SSI at T (i.e. "unfavourable" prognosis) were:- i) psychiatric
2

treatment contact, x = 3.84, * t» P<-01; ii) psychotropic
2

medication, * = 6.37, d.f. m 1, P<.01; iii) clinical severity of
2 2

symptoms, x = 23.53* d.f. = 1, P <..00001; iv) social disability, x =

2
14*08, d.f. m 1, F<.001; v) further psychiatric admissions, = 3.87,

2
d.f. = 1, P <.05: vi) illness during the follov:-up period, x = 14*95*

2
d.f. = 1, P<.001. Por all the indices, the T SSI assessment WAS able

to differentiate significantly between outcomes.

The results of the comparisons within the group scoring as PP or
A

?PD on the SSI at T (i.e. "favourable" prognosis) were:- i) psychiatric
2

treatment contact, x = 7*23, d.f. m 1, P<.01; ii) psychotropic medication,
2 2

x = 2.02, d.f. = 1, ns; iii) clinical severity of symptoms, x = 5»55»
2

d.f. = 1, P<.02; iv) social disability, x = 11.46, d.f. = 1, P<.001;
2

v) illness during the follow-up period, x = 3*36, d.f. = 1, P<.05 (one-

tailed). Thus, differentiation within the "favourable" prognosis group
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was less satisfactory than that within the "■unfavourable" prognosis

group.

In all cases reported above, the direction of the difference was

2
as anticipated, i.e. the T "poor" outcome group fared less well than the

2
T "good" outcome group. Prom the results obtained, it was clear that

2
the SSI at T was generally the more closely associated with the outcome

indices, and so its relationship with these indices could not be fully

accounted for by the association between the SSI at T and these indices.

Consistent differentiation was achieved within the "unfavourable"

prognosis group, and it appeared that it would be within this group that

other measures would be more likely to be able to contribute to the

prediction of outcome. Within the "favourable" prognosis group only 9
2

of the 42 subjects were classed by the SSI at T as having "poor" outcomes;

leaving little scope for improvement of prediction.

The above analyses utilised only the SSI categories. However, the

categories each contain a range of scores, and it was wished to investigate

whether SSI predictions might be enhanced by taking account of the actual
2

scores obtained. Since the SSI at T had been substantiated as a criterion

>j
of outcome (i.e. not subsumed by the SSI at T'), it was used to examine

■]
the T scores of the "favourable" and "unfavourable" prognosis groups.

Within the "favourable" prognosis group, the mean scores of the "good"

and "poor" outcome groups 'were, respectively, 1.94 (S.D. 1.35) an4 2.11

(S.H. 1.45). The difference was not significant (t = 0.33, d.f. = 40>ns).

Within the "unfavourable" prognosis group, the mean scores of the "good"

and "poor" outcome groups were, respectively, 8.14 (S.D. 2.25) and 9«19

(S.D. 2.82). Again the difference was not significant (t = 1.46, d.f. =

51, ns). It appeared that there would be no gain in predictive efficiency

from the use of the scores rather than the categories. By its association
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with the length of the key admission and the diagnosis of "psychosis",
1

the SSI categorisation at T could be inferred to have a relationship
1

with degree of disturbance at T ; the prognostic implication being that

the more severely disturbed subsequently had a poorer illness outcome.

This interpretation gained support from evidence that the categorisation

was a better predictor of severity of disturbance than of disturbance

per se (e.g. it related to further admissions, but not to later treatment

contact or psychotropic medication). In so far as the SSI categorisation
1 1

at T could be inferred to be related to degree of disturbance at T ,

the failure of the SSI scores to differentiate within the categories,

as regards association with outcome, was consistent with the view held

by Foulds and Hope (1968), that there is not a linear relationship

between SSI scores and the degree of disturbance (i.e. the relationship

bet een degree of disturbance and the SSI would be expected to be found

in differences between categories, and not in score differences within

categories). The relationship between the SSI categories and degree

of disturbance will be considered further at a later stage of the analysis.

Identification of associations with outcome which are not attributable
to illness

It was shown, in the last section of the analysis, that the SSI

Personal Disturbance Scale assessment at the key admission was associated

with some of the indices of outcome, but that outcome could not, by ary

means, be fully accounted for by this assessment. Therefore, it remained

to investigate whether other measures might add to the efficiency of

outcome prediction. The major interest was not in maximising outcome

prediction, as such, but rather in determining whether different types of

measures had separable predictive effects, and, thus, whether the theoretical
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of predicting outcome. At this stage of the analysis, only the HDHQ

and 16FP measures believed to be associated with illness state, psycho¬

pathy and extroversion were considered.

The Personal "Disturbance Scale is an illness measure, containing

both symptom and (a few) state items. In contrast, the state measures

have both an illness and a personality element. The state measures in

this study were shown, earlier, to be related to outcome, and in other

studies (e.g. using lysenck's Heuroticism scale) similar results had

been obtained. However, since the "poor" outcome group did not change

on these measures, it could not be ascertained hether it was the illness

component, the personality component, or a combination of both which

had predictive value. If it could be shown that the state measures

predicted outcome in way distinguishable from the outcome prediction

by the SSI, this would suggest that the personality element had

predictive implications.

Of the measures related to P3ychopathyT 16PP G and 03 'were earlier

found to be related to outcome. These measures did not change

significantly with illness change and here the problem was that the

"good" and "poor" outcome groups differed initially on the illness

measures, as well as on G and Q3. Por this reason it could not be

determined whether or not the predictive associations of G and Q3 were

subsumed by the relationship between illness and outcome. HHHQ

Tibet rapunitiveness was related to outcome, but changed with illness change,

and so functioned in a manner similar to the state measures, and created

similar problems in interpreting the part played by the illness and

personality components.

Only 16PF Q2, among the measures related to extraversion, was found
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to "be predictive of outcome. As this measure did not change with

illness change, the problem of interpretation was the same as that

described above for G and Q3.

In order to resolve these problems, it was wished to determine

the association between initial illness (SSI at T ) and outcome

(SSI at T ) in terms of the HDHQ and 16PF measures. The intention

was to investigate whether subjects classified according to the SSI

at T (i.e. as regards outcome) could be differentiated, in terms of
1 1

HDHQ and 16PF scores at T , within each of the T SSI categories; i.e.
•1

to discover if outcome was associated with HDHQ and 16PF scores at T ,

irrespective of the initial level of symptomatology reported on the SSI.

In addition, as a preliminary stage in the investigation of predispositional

factors related to variations in initial symptom level (SSI at t"') within

the sample, it was wished to investigate whether subjects classified

according to the SSI at T (i.e. as regards symptom level) could be

differentiated, in terms of HDHQ and 16PF scores at T , within each
2

of the T SSI categories; i.e. to discover if initial symptom level was

associated with HDHQ end 16PF scores at T , irrespective of illness

outcome. Later analyses concerned with predisposition, would consider

only the "good" outcome group, and so it was important to find out to

what extent the results of these analyses could be generalised to the

whole sample. For this purpose, the psychopathy and extraversion measures

not previously found to be associated with outcome, were included in the

pre sent analysis.

The design employed was that of a 2 x 2 analysis of variance with

unequal group sizes (least-squares solution). The design and statistical

procedures are fully described by Liner (1970).
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In the following tables, the notation is:-

A = initial level of symptomatology, according to the 351 at T .

a1 = high level of initial symptomatology (i.e. classification

as PD by the SSI at T1).
a2 = lor level of initial symptomatology (i.e. classification as

?PD or TO by the SSI at T1).

2
B = illness outcome, according to the SSI at T .

MM 2
b1 = "good" outcome (i.e. classification as'PD by the SSI at T'"*).

b2 = "poor" outcome (i.e. classification as ?PD or PD by the SSI

at ).

AB = initial symptom level X outcome (i.e. interaction).

The cell frequencies were:-

b1 b2

a1 22 31 na1 » 53

a2 33 9 na2 » 42

nb1 = 55 nb2 = 40 - Q5

All the IIDHQ and 16PP scores involved in the analysis were obtained

at the time of the key admission.

The interpretation of this analysis was as folio- sj-

i) A significant; subjects initially having high and lo levels of

symptomatology, respectively, differed on the measure under examination,

irrespective of outcome.

ii)B significant; subjects with "good" and "poor" outcomes, respectively,

differed on the measure under investigation, irrespective of initial

symptom level.
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The anal-sis of variance summary tables are presented in Appendix III.

Qnly the group means and significance levels are reported here.

Table 23 sho- s the group means and results of the analyses of

variance for the state measures.

Table 23.

STATU IT'ASUT JS : 0- ©UP MEANS AMD PASULTS OP ANALYSES OP VARIANCE

Measure Means:
b1 b2 b1+b2

Analysis of Variance:
significance levels

HBHQ
Int ropunitivene ss

a1 8.36 9*07 8.77
a2 6.09 5.11 5.88
a1+a2 7.00 8.18 7.50

A. P <.000001
B. ns.

AB. ns.

16PF C a1 2.96 2.45 2.66
a2 5.36 5.11 5.31
a1+a2 4.40 3.05 3-83

A. P <.000001
B. ns.

A3, ns.

16PF 0 a1 7.77 8.26 8.06
a2 6.06 6.56 6.17
a1+a2 6.75 7.88 7-22

A. P<.0001
B. ns.

A3, ns.

16PF Q4 a1 7.50 8.19 7.91
a2 5.36 6.11 5.52
a1+a2 6.22 7-73 6.85

A. P <.000001
B. ns.

AB. ns.

The results reported in Table 23, indicated that all four state

measures were significantly associated with the level of symptomatology

reported on the SSI at T , but that none of these measures had an

association with outcome independent of the initial level of symptom¬

atology.
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Table 29.

PSYCHOPATHY MEASURES : GROUP MHAKS AND RHOULTS 0? AtTALYS" S CP 7ARIA1TCF

Measure Means:
b1 b2 b1+b2

.Analysis of Variance:
significance levels

HDHQ
Extrapunitivene s s

al 6.91 7-97 7-53
a2 5.49 6.22 5.64
a1+a2 6.05 7.58 6.70

A. P<,001
B. P <.05
AB. ns.

16PF G a1 4.68 3.32 3.89
a2 5.42 5.44 5.43
a1+a2 5.13 3-80 4-57

A. P<.01
B. P<,05
AB. ns.

16PF L a1 6.32 6.55 6.45
a2 5.61 5.89 5-67
a1+a2 5.89 6.4O 6.11

A. ns.

B. ns.

AB. ns.

16PF Q3 a1 5.00 3.45 4.09
a2 5.91 6.22 5.98
a1+a2 5.55 4-08 4-93

A. P<-001
3. P <~05
AB. P<.05

Prom Table 29, it can be seen that the three psychopathy measures

previously found to be associated with outcome were all significantly

associated with the initial level of symptomatology, but in addition

they each had an association with outcome independent of the level of

initial symptomatology. 16PP L was not associated with symptomatology

or outcome.

In the case of 16FF Q3, AB was significant (Table 30).

Table 30•

16PF 03 ; RESULTS OF TFSTIIIG POR SIKPIF MAIM EFFECTS

A at b1 : F = 2.99, ns.

A at b2 : F = 14.67, P<.001

B at a1 : F = 8.45, P<.01
B at a2 : F = 0.19, ns.

(d.f. = 1, 91)
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As Table 30 indicates, the association "between Q3 and outcome was

confined to within the high level of initial symptomatology, and was

due to the deviance of the high symptora/"poor" outcome group; this

group differing from both the high symptom/"good" outcome group and the

low symptora/"poor" outcome group. A similar tendency was found for

Extrapunitiveness and G, but was not sufficiently marked to produce a

significant interaction effect.

The results obtained for the measures related to extraversion appear

in Table 31.

Table 3i.

FXTRAVFRSIOU ITTASUP^S : GROUP MEANS AND RESULTS OP ANALYSES OP VARIANCE

Measure Means:
b1 b2 b1+b2

'Analysis of Variance:
significance levels

16PF A a1 5-50 5.16 5.30
a2 5.46 6.22 5.62
a1+a2 5.47 5.4O 5.44

A. ns.

B. ns.

AB. ns.

16PF E a1 4«18 4.81 4-55
a2 5.O6 6.56 5.38
a1+a2 4.71 5.20 4.92

A. P ^.02
B. ns.

AB. ns.

16PF P a1 4.18 4.58 4.42
a2 5.39 6.44 5-62
a1+a2 4-91 5*00 4*95

A. P<.01
B. ns.

AB. ns.

16PF H a1 3.00 3.32 3.19
a2 4.91 5-78 5-10
a1+a2 4*15 3.88 4.03

A. P 4..00001
B. ns.-

AB. ns.

16PF Q2 a1 6.73 7.13 6.96
a2 5.97 6.67 6.12
a1+a2 6.27 7.03 6.59

A. ns.

B. ns.

AB. ns.

16PF A was not associated with symptom level or outcome. 16PF E,

P and H were associated with initial symptom level but not with outcome.
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16PF Q2, although previously found to be related to outcome, did not

show a significant association with either symptom level or outcome

in the present analysis.

The results obtained here indicated that only Extrapunitiveness

and 16PF G had an association with outcome independent of initial

illness level. 16PF Q3 had an association with outcome, but only

within the high symptom level. This finding was in accord with
%

expectation, from earlier results, that further differentiation by

crutcome would be more likely within the high symptom level than within

the low symptom level.

Ho evidence was found to suggest that the state or extraversion

measures could contribute to the prediction of outcome other than

through association with the major illness measure (i.e. the SSl).

However, for the state measures and 16PF E, F and H there was strong

evidence of association with symptom level across outcome groups. This

evidence would be of assistance in later investigations of predispositional

factors.

Illustrative application of illness and psychopath:/ measures in
predicting symptomatic outcome

Ho attempt was made to utilise the various measures in order to

maximise predictive efficiency. This was not an objective of the present

study and, in any event, would have been of limited value, since there

was no new sample available for cross-validation. However, the earlier

results of the study indicated that while initial symptom level on the
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SSI was a reasonably efficient predictor of eventual outcome for those

with a low level of symptomatology, it -as less efficient for those with

a high level of symptomatology. Consequently it w&a decided to investigate

whether a simple application of the psychopathy measures could, in

practice, improve prediction among those with a high level of symptom¬

atology. Since it was in this group that most subsequent pathology

occurred (i.e. according to the indices of outcome from the concurrent

psychiatric follow-up study), any improvement of prediction within the

group could bo of clinical significance.

The SSI outcome classification was employed as the criterion since

it had been sho" n to acceptably summarise the various other indices.

Of the three possible psychopathy measures, Ihrtrapunitiveness was excluded

as it had proved to be affected by illness change and so was not a

straightforward trait measure. The remaining measures, G and Q3, were

summed to give a total score for each individual, possible range 2 - 20.
A

At T , G and 0.3 were significantly correlated (r = .46, d.f. = 93, P<.00001).

Though the correlation was not high, it was considered adequate for

summing the scales for the current illustrative purpose. Cattell, "Tser

and Tatsuoka (1970) regarded 16PF sten scores of 5 and 6 as average,

and scores of 4 - 1 and 7 - 10 as indicating increasing abnormality.

Thus in the present context, scores of 3 and below xvere classed as deviant

(equivalent to an average score of 4 on each scale). The prediction was

that scores of 8- would be associated with a "poor" outcome, and scores

of 9+ would be associated with a "good" outcome.

Of those initially presenting with much symptomatology (i.e. categorised
1 1 2

as PD on the SSI at T ), 58*5$ were classified at T as having had a

"poor" illness outcome. The results of employing G and Q3 to subdivide

this group are given in Table 32. G and Q3 were significantly related to
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outcome in this group and raised agreement with the outcome measure to

75

Table 32.

16PF G AND Q3 AS PREDICTORS OF OUTCOME AMONG SUBJECTS
WITH A HIGH LEVEL OF INITIAL SYMPTOMATOLOGY

2
Outcome (T )

"Good" "Poor"

G + Q3 at T1 8- 7 25
9+ 15 6

x2 a 10.86, d.f. = 1, P<.001.

1
By combining the SSI categorisation at T with G and Q3 it was

possible to examine prediction in relation to the whole sample (Table 33).
-i

Thus subjects scoring as PD on the SSI at T and having a G + Q3 score

of 8 or less were predicted to have a "poor" outcome. All other subjects

were predicted to have a "good" outcome.

Table 33.

PREDICTION OF OUTCOME FOR THE WHOLE SAMPLE

Outcome

"Good" "Poor"

Predicted "poor" 7 25
Predicted "good" 48 15

x2 = 23.50. d.f. = 1. P<..0001

This produced agreement with the outcome classification in 73

(76.8^) of the 95 cases, as opposed to the base rate classification of

58% as "good" outcomes. These figures compared satisfactorily with



133.

some studies which have attempted to maximise predictive efficiency.

For example, Kerr et al. (1970), utilising age, sex, diagnosis, Neuroticism

and Extraversion were able to increase predictive accuracy, from a base

rate of 57$ well, to 78$ agreement. Kerr et al. (1972), using 11 weighted

features increased the accuracy of prediction from a base rate of 60$

to 77$. Clearly, the present results left much room for improvement,

but they were taken to indicate that the combination of illness and

personality measures may yet prove to be usefully predictive of illness

outcome.

Differences within the "good" outcome group

By definition, the subjects in the "good" outcome group had

recovered from illness by the time of retest. However, there was

considerable variation in the level of symptomatology with which these

subjects had presented at the key admission. This afforded the opportunity

to further the investigation of problems concerning both the nature of

the test measures (i.e. in relation to the personality/illness differen¬

tiation) and, more importantly, their relevance to the question of

predisposition to illness. It had already been found that there was no

marked evidence implying that the clinical sample under investigation had

differed premorbidly from the general population. In the present analyses

it was intended to focus upon potentially predispositional differences

within the clinical sample, i.e. differences associated with degree of

disturbance developed, when "breakdown" occurred. The Personal Disturbance

Scale categories were employed to indicate degree of disturbance. At

the time of the key admission, SSI categorisation was related to the

"psychotic"/"not psychotic" distinction and to the length of the admission.

In addition, this categorisation had prognostic significance. At the
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time of the retest, SSI categorisation -.as found to he consistently

associated with independent psychiatric ratings of severity of illness

and of social disability, and with other indices of disturbance, such

as psychiatric treatment contact and psychotropic medication. Prom

all of the relevant evidence gathered in this study, it was concluded

that the SSI categories could be taken to reflect differences not only

in the probability of being disturbed, but also in the probability of

being more or less disturbed. This was regarded as a reasonable inference

from the data, rather than as a point which had been clearly proved.

Poulds (1965) preferred the term "disturbance" to "illness" because he

considered that the latter implied a breakdown of functioning or a

failure to cope. Given the nature of the sample studied here (i.e. all
1

hospitalised at T , and many receiving treatment or assessed as

2
inadequately functioning socially at T ) it seemed justified to use

the term "illness". As used here, "degree" or "severity" of illness

was taken to refer to a mixture of two concepts; the difference between

a neurosis and a psychosis, and the difference between a mild neurosis

and an incapacitating neurosis. The data available in the present study

were not sufficiently explicit to permit the differentiation to be made

here.

A variety of questions were posed in this section of the analysis,

but the statistical method employed was always the same. Therefore,

the design of the analysis will be described first, and the questions

will be stated at the beginning of each stage of the presentation of

the results. Only the subjects in the "good" outcome group were considered,

and the statistical design was that of a 3 x 2 analysis of variance

with repeated measures on one factor and unequal group sizes (least-

squares solution). As before, the design and statistical procedures
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were as described by Winer (1970). The notation used here was:-

A = group, defined by SGI category at T .

a1 = PD at T1; n = 22.

a2 . ?PD at T1; n = 18.

a3 = PD at T1; n = 15.

B = occasion.

b1 = T (key admission).
p

b2 = T (retest).

Ai = the mean of group ai across occasions.

Only the group means and significance levels are reported here.

The full analysis of variance summary tables are presented in Appendix IV.

In the above design the subjects who scored as PD at T** were

treated as a separate group. Some of those in this group had been given

clinical diagnoses which did not necessitate the presence of symptoms

of the type covered by the SSI (e.g. diagnoses such as alcoholism,

anorexia nervosa, etc.). However, other subjects with such diagnoses

had obtained ?PD or PD scores on the SSI at T . Moreover, some of the

subjects in the PD group had been given diagnoses which necessitated

symptoms of the type covered by the SSI (e.g. neurotic depression). All
1

of the subjects in this group had, presumably, had problems at T , since

all had been hospitalised, and so it was possible that their disturbance

had simply been missed by the SSI (i.e. they constituted false negatives).

However, evidence, previously cited, indicated that these subjects were

particularly unlikely to be admitted to a psychiatric hospital again;

in fact, no subject who scored as PD at T1 had had another psychiatric

admission. Therefore, it was possible that this group had been less
1

severely ill at T or had greater personality resources, or both. By

treating this group separately, it was hoped to be able to clarify its
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status and implications.

Of the analyses reported in this section, those concerning the

state measures were potentially the most important. These measures

had already been shown to change for the "good" outcome group as a

whole, and to be associated, at T , with symptom level in both the

"good" and "poor" outcome groups. The questions investigated here

were, whether change was uniform across levels of initial symptomatology,

and whether differences between groups (i.e. defined by initial level

of symptomatology) only occurred at T , or were present across occasions.

The first question was concerned with whether symptom and state measures

functioned in the same way, and so this question had relevance to the

issue of the conceptual relationship between symptoms and states. The

second question had a direct bearing on the problem of predisposition.
1 2

If differences between groups at T were also found at T (when there had

been recovery from illness) this would suggest that the trait aspect of

the state measures had. relevance to predisposition. It was hoped that

employing different levels of symptomatology, rather than diagnoses,

to group subjects would throw light on the confused results obtained in

other investigations of predisposition (e.g. the ITeuroticisra studies

reviewed in Chapter 5)* The results of the analyses performed on the

state measures are reported in Table 34*
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Table 34.

STATE MEASURES ; DIFFERENCES V-'ITHUST TIE: "GOOD" OUTCOME GROUT

Measure Means:
b1 b2 b1+b2

Analysis of Variance
significance levels

HDHQ
Intropunitiveness

a1 8.36 6.09 7.23
a2 6.83 5.22 6.03
a3 5.20 3.80 4.50

A. P<.001
B. P<. 000001
AB. ns.

16PF C a1 2.96 4.73 3.84
a2 4.67 5.50 5.08
a3 6.20 6.33 6.27

A. P<.0001
B. P<.01
AB. ns.

16PF 0 al 7.77 6.27 7.02
a2 6.33 5.89 6.11
a3 5.73 5.33 5.53

A. P<.01 !
B. P<.01
AB. ns.

16PF Q4 a1 7.50 5.46 6.48
a2 5.61 5.67 5.64
a3 5.07 4.60 4.83

A. P<.001
B. P<.01
AB. P <.02

Table 34 shows that for Intropunit iveness, 16PP C and 0, A and

B were significant, but AB was not. B significant indicated that the

major source of variation between occasions was across groups. Thus

the T** PD subjects were implicated in change; by far the clearest

evidence of this being found on Intropunitiveness. In this respect,

these state measures did not operate in the same way as the Personal

Disturbance Scale of the SSI, since, by definition, those originally

scoring as PD did not change on the SSI. The significant A term showed

that there were differences between groups across occasions. Therefore,

on these state measures differences between groups were not just a

function of illness differences. Individual comparisons were made

between groups across occasions (Table 35)*
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Table 35.

IITTROPUITITIVTliTSS. C AHD 0 ; COMPARISONS BETbTTHI GROUPS ACROSS OCCASIONS

Intropunitiveness A1 v A2 •
* F , 4.15, d.f. 1, 38, P< .05

A1 v A3 : F =3 19.35, d.f. a 1, 35, P <.0001
A2 v A3 «

• F = 5.58, d.f. r= 1, 31, P.c.05

16PF C A1 v A2 •
• F =5 6.42, d.f. S3 1, 38, P <.02

A1 v A3 : F £3 22.22, d.f. a 1, 35, P<.0001
A2 v A3 «

• F =3 4.89, d.f. rs 1, 31, P< .05

16PF 0 A1 v A2 t
• F — 4.25, d.f SB 1, 38, P<.05

A1 v A3 •
• F — 10.26, d.f. a 1, 35, P<-01

A2 v A3 •
• F = 1.43, d.f. sr d

J 31, ns.

As Table 35 shows, the three groups differed on Intropunitiveness
1 1

and 16PF C. On 16PF 0, the T PD group differed from the T ?PD and

PD groups but these latter groups did not differ from each other.

The evidence from Tables 34 and 35 clearly demonstrated that scores

on Intropunitiveness, C and 0 changed with reoovery from illness and

that those subjects who had originally presented with the highest level

of symptomatology remained the most intropunitive, emotionally unstable

and apprehensive after recovery. The fact that, after recovery, the T

PR group were substantially below the expected general population mean

on Intropunitiveness suggested that, at least on this measure, the

differences after recovery could not easily be explained as due to

differential residual effects of illness. The obtained results were

taken to imply that the trait components of Intropunitiveness, C and 0

were related to factors which were predispositional as regards symptom

level presented when "breakdown" occurred. In so far as symptom level

might be inferred to reflect severity of illness, the trait component

of these measures could be regarded as associated with factors predisposing

to degree of severity of illness developed. The implication for those
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other studies, which have employed illness diagnoses in the investigation

of predisposition, would be that the results obtained would depend upon

the base rates, for the different degrees of severity of illness, within

the diagnostic groups studied.

That the T^ PD subjects were implicated in change suggested that,

at the time of the key admission, this group had been more intropunitive,

emotionally unstable and apprehensive than was usual for them. This

disturbance was not detected by the SSI. However, even at the time

of the key admission the scores of this group were not abnormal (i.e.

in the "ill" direction). The SSI reflects the approach to symptoms and

states outlined in Chapters 2 and 3. In this approach both symptoms

and states are viewed as deviations from statistically normal functioning.

The results obtained here indicated that change within the individual

may be regarded as disturbance even when that change only brings the

person into line with what is "normal" in the general population.

The importance of this point was substantially negleoted in Foulds*

formulation of the concept of states.

Table 34 also showed that, in the case of 16PF Q4, A and B were

significant, but so too was AB. Table 36 gives the results of testing

for simple main effects

Table 36.

16PF Q4 i RESULTS OF TESTING FOP SIMPLE MAIII EFFECTS

A at b1 «
• F =» 11.25, d. f. - 2, 52, P<.0001

A at b2 •
• F » 1.85, d.f. = 2, 52, ns.

B at a1 •
• F - 18.26, d.f. = 1, 52, P <.0001

B at a2 •
• F « 0.01, d.f. - 1, 52, ns.

B at a3 •
• F » 0.65, d.f. « 1, 52, ns.
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It can be seen from Table 36, that on Q4 the groups differed
12 12

at T but not at T , and that change from T to T occurred only in the

group with the highest level of symptomatology at T . Individual
1

comparisons were made at T : a1 v a2, t » 4* 15, = 38, P<.001;

a1 v a3, t = 4*42, d.f. = 35» P<.0001; a2 v a3, t = 0.94, d.f. = 31, ns.

These comparisons showed that at the time of the key admission the

group with the highest level of symptomatology differed from the other

two groups, but the latter groups did not differ from each other.

Consistent with the previous arguments regarding the other state measures,

the implication would be that Q4 was only signifioantly elevated during

illness in the group with the highest level of symptomatology (or most

severe illness). In the other groups, Q4 appeared to function as a trait
2

measure. Since the three groups did not differ at T , Q4 could not be

regarded as being associated with factors predisposing to the development

of different levels of symptomatology.

Of the measures related to extraversion, 16PF Et F and H at T^
had been found to be associated with the initial level of symptomatology

-|
across outcomes. 16PF E and H had also been shown to change from T

2
to T . It was wished to examine these measures in the same way that

the state measures had been examined, in order to discover whether,

within the "good" outcome group, change was uniform across symptom level,

and hether differences between groups occurred across occasions.

Although not subject to change, F was also included for completeness

of description.
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Table 37.

16PF E. F AIT!) H ; DIFFERENCES UITHIH TEE "GOOD" OUTCOME GROUP

Measure Means:
b1 b2 b1+b2

. Analysis of Variance
significance levels

16PF E a1 4.18 4.91 4.55
a2 4.67 5.00 4.83
a3 5.53 6.20 5.87

A. ns.

B. ns.

AB. ns.

16PF F a1 4.18 4.46 4.32
a2 4.83 5-00 4.92
a3 6.07 6.87 6.47

A. P<.01
B. ns.

AB. ns.

16PF H a1 3.00 3.96 3.48
a2 4.17 5«06 4.61
a3 5-80 6.40 6.10

A. P<.0001
B. P< .01
AB. ns.

It can be seen, from Table 37» that 16PF E produced no significant

differences due to change or groups. In earlier analyses, involving

the './hole sample, E was found to be related to both change and groups,

but the associations were not very marked and in the present analysis,

with only the "good" outcome subgroup, the associations failed to reach

statistical significance. 16PF F differentiated groups across occasions

and, as expected, did not change. 16PF H differentiated groups across

occasions, but also showed change across groups; the interaction term

was not significant. For F and H, individual comparisons were made

bet'ween groups across occasions (Table 38).
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Table 38.

iCPF ? MP II : IITFIVITUAL COJ.TPARISOIIG BTT-JTIT GROUPS AC TtOSGOC CASI01TS

16PF F A1 v A2 •
4 F = 1.26, d.f. = 1, 38, ns.

A1 v A3 •
• F « 14-52, d.f. = 1, 35» P< .001

A2 v A3 •
• F = 6.92, d.f. = 1, 31, P< .02

16PF II A1 v A2 •
4 F ^ 4.88, d.f. - 1, 38, P* .05

11 v A3 4
• F = 23.64, d.f. = 1, 35, P<.0001

A2 v A3 4
4 F - 7.01, d.f. - 1, 31, P< .02

Table 38 shows that differentiation of groups on F was due to

the difference between the T*' PD group and the T^ PD and ?PD groups.

Whereas the former group had a mean score somewhat above the general

population mean, the other groups tended to be lower than "normal".

Thus F might be a trait measure related to predisposition to develop

symptomatology (as defined by the SSl). In the case of H, all three

groups differed across occasions. Since H also changed between occasions

across groups, its functioning was very similar to that of Intropunitive-

ness, 16PF C and 16PF 0. Those who remained lowest on H after recovery

1
had developed the most symptoms at T . In accord xtfith the arguments

presented for the state measures, the trait component of H was inferred

to be related to predisposition to develop different levels of

symptomatology (or different degrees of severity of illness) end to be

subject to change during illness (i.e. subjects becoming more sly and

timid with illneBs).

Among the measures related to psychopathy, only Srtrapunit.iveness

and 16PF L were considered here, since these measures had been shown to

change. The results obtained on these measures are reported in Table 39«

V
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Table 39.

EXTRAPUHTTIV1I3TESS AHP 16PF L :

DIFFERENCES . TTHDi TIL "GOOD" OUTCOME GROUP

Measure Means:
b1 b2 b1+b2

. Analysis of Variance:
significance levels

Eztrapunitiveness a1 6.91 5*14 6.02
a2 5.33 5-06 5-19
a3 5-67 5-93 5-30

A. ns.

B. P <.02
AB. P <..02

16PF L a1 6.32 4-86 5.59
a2 5.17 4.67 *4.92
a3 6.13 4*67 5.40

A. ns.

B. P<.001
AB. ns.

Table 39, indicated that 16PF L changed between occasions across

groups, but that there were no significant differences between groups.

Thus it appeared that there had been a general lowering in suspiciousness

with recovery from illness. It had previously been found that L increased

in the "poor" outcome group. Prom the available evidence, it was

concluded that L probably increased with illness, regardless of

symptom level, and decreased again with recovery from illness or, if

illness became chronic, increased still further. In any event, L seemed

to reflect illness status rather than to be a predispositional factor.

ExtrapunitivenesG produced a significant interaction effect. The

results of testing for simple main effects are given in Table 40*

Table 40.

EKTRAPTOTITIVniPSS : PJiSULTS OF TESTING POP SIITLE MAIN T'FFECTS

A at b1 •

• F = 3.57, d.f. ® 2, 52, p<.05
A at b2 •

• F = 0.98, d.f. - 2, 52, ns.

B at a1 •
• F B 15.23, d.f. = 1, 52, P<.001

B at a2 •
• F = 0.31, d.f. « 1, 52, ns.

B at a3 •
• F = 0.24, d.f. - 1, 52, ns.
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1
As Table 40 shows, there were differences between groups at T

2
but not at T . When individual comparisons between groups were made

at T , the results x^ere: a1 v a2, t = 2.45, d.f. = 33, P^.02; a1 v a3,

t = 1.71» d.f. = 35, ns.; a2 v a3» t = -0.50, d.f. = 31, ns. The difference
1

at T was significant only for the comparison of the PD and ?PD. Table 40

1 2also shows that change from T to T occurred only in the PD group.

Thus, in the other groups Extrapunitiveness appeared to function as a

trait measure. The inferences drawn from these results were that Extra-

punitiveness increased with illness, but only among the high symptom

group, and that Extrapunitiveness did not predispose to degree of symptom¬

atology.

The results presented in this section of the analysis indicated that

Intropunitiveness and 16PF C, 0, P and H might be related to factors

implicated in predisposition to develop greater symptomatology (or more

severe illness) when "breakdown" occurred. 16PF Q4 and Extrapunitiveness

were elevated during illness in those presenting with the most symptoms,

but otherwise these scales functioned as trait measures. These scales

did not seem likely to be relevant to the issue of predisposition.

16PF L was found to reflect illness status and not to be associated with

level of symptomatology or predisposition. The relationship between

16PF E and illness was shown to be weak and probably not of importance.

The implications of the results obtained here for the understanding of

the nature of the scales, as measures of personality or illness, and

of the distinction between symptoms and states, will be considered in

Chapter 9, where all the relevant evidence can be reviewed.
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Short-term change in relation to longterm illness outcome

The final question investigated was whether the outcome groups

(defined by assessment of illness status three years after the key

admission) differed in their initial response to the key admission.

Presly (1971) retested a random sample of 51 subjects one month

after the initial assessment at the key admission. Of these subjects,

40 oompleted all the psychological tests at follow-up, three years later;

20 were in the "good" outcome group and 20 were in the "poor" outcome

group. There was no significant difference in the proportions of the

two outcome groups for which this intermediate information was available

(x = 1.25, d.f. = 1, ns.). Since direct comparisons between the two

intermediate retest groups were not of interest, the groups were analysed

separately. Each group was assessed for its representativeness, as regards

the whole of its respective outcome group (Appendix V). There were no

significant differences between those members of the "good" outcome group

who had been retested at one month and those who had not. Similarly,

there were no significant differences between those members of the "poor"

outcome group who had been retested at one month and those who had not.
1

For each group, the analysis of change was simply the comparison of T

scores with the scores obtained one month later.

One month was well within the mean length of the key admission, and

so it was not expected that clear evidence of recovery would emerge,

but rather that there would be evidence of improvement. Given that the

duration of the key admission had been shown to be related to longterm

outcome, it was expected that changes would occur only in the "good"

outcome group.

Table 41 shows the evidence of change found in the "good" outcome group.
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Table 41

CHANGES III TEC; "GOOD" OUTCOME GROUP RETESTED AFTER ONE MONTH

Measure At admission:
Mean S.D.

After one month:
Mean S.D. t (d.f. = 19)

Personal
Disturbance Scale 4.50 3.52 2.65 2 32 2.18*

Ext rapunitiveness 5.85 2.23 5.90 1.68 -0.11
Intropunitiveness 7.10 2.36 6.35 2.72 1.53

16PF A 5.00 2.22 5.75 2.34 -1.62
3 7.00 1.59 7.75 1.59 -2.26*
C 3.80 2.38 4.50 2.01 -1.63
E 4.45 2.40 5.05 2.61 -1.30
F 4.45 2.48 5.75 1.68 -2.83**
G 5.65 1.81 5.60 1.96 0.14
H 3.65 2.16 4.65 2.08 -2.10*
I 5.55 2.12 5.40 1.79 0.38 !
L 5.75 2.05 5.90 1.65 -0.38
M 5.85 1.95 5.65 1.60 0.38
N 5.70 1.66 5-45 1.93 0.68
0 7.40 1.54 6.20 1.80 3.09***
Q1 5.95 1-82 6.35 1.84 -0.72
Q2 6.15 1.69 5.70 1.92 1.44
Q3 6.00 2.27 5.75 2.02 0.67
Q4 6.30 1.75 5.35 1.87 1.90

*P < .05, **P <• .02, ***P<.01.

At this early stage several changes were already evident. There

was a significant decline in symptomatology (Personal Disturbance Scale)

and on 16PF 0 (apprehensiveness). Another state measure, 16PF Q4, just

failed to reach the two-tailed level of significance. Neither Intro-

punitiveness nor 16PF C had changed significantly. Of the other measures

which changed over three years (Extrapunitiveness, and 16PF E, H and L)

only H had changed over one month. An unexpected change was on 16PF F,

which did not change at all over the three-year interval. Between the

retest at one month and that at three years, F changed back again

(t = 3.71» d.f. = 19» P<-.01). It appeared, therefore, that the change
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reported in the above table was a transient effect. It seemed also

that the "good" outcome group benefited from practising 16PF B

(intelligence).

Table 42 gives the test-retest results of the "poor" outcome group.

Only one significant change was found, in 16PF Q4, and given the number

of comparisons made (19)» this may easily have been a chance finding.

Table 42

CHANGES BT THE "POOR" OUTCOME GROUP RETESTED AFTER ORE MOMTH

Measure At admission:
Mean S.D.

After one month:
Mean S.D. t (d.f. - 19)

Personal
Disturbance Scale 8.35 4.25 7.30 5.43 1.15

Extrapunitiveness 7.20 2.55 6.95 2.21 0.60
Int ropunitivenes s 8.20 2.63 7.70 2.79 1.06

16PF A 4.85 2.35 5.35 2.25 -1.23
B 7.05 2.12 7.60 1.57 -1.24
C 2.95 2.19 3.10 2.29 -O.50
E 4.80 2.51 4.70 2.39 O.24
F 4.95 2.48 4.40 2.48 1.37
G 4.35 2.28 5.05 2.01 -1.58
H 3.35 2.35 3.50 2.04 -0.51
I 5.95 2.31 5.85 2.46 O.46
L 6.20 1.71 6.85 2.03 -1.32
M 6.25 2.45 6.35 2.01 -0.26
IT 5.10 2.22 4.70 1.98 1.00
0 7.90 2.47 7.40 1.96 1.52
Q1 6.30 1.22 6.00 1.65 0.95
Q2 7.20 1.80 7.15 1-95 0.16
Q3 4.20 2.53 4.85 2.16 -1.55
Q4 7.90 1.94 7.15 2.16 2.16*

*P <.05.

When the point in time at which outcome is assessed is the point

at which change is also assessed, then clear differential change, with
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respect to outcome, can be anticipated. However, when an attempt is

made to investigate differential patterns of change at a point in time

removed from the time of the outcome assessment, the relationship is

not so direct and the extent of differences in change can be expected

to be less. Nevertheless, in this part of the investigation, the pattern

of change in the "good" outcome group was found to be similar to that

found in the longer term. It was of interest that early changes occurred

on two measures associated with extraversion, although the change on P

(i.e. increased energy and enthusiasm) appeared to be only a transient

fluctuation. In the "poor" outcome group there was little evidence of

change, except, perhaps, a reduction in tension (Q4)» In summary, the

evidence presented here suggested that patients who fared best, in the

longer term, showed an initial positive response to treatment, while

those who fared less well, in the longer term, failed to show such an

initial positive response to treatment.
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Chapter 9.

Discussion of Results and Conclusions

Representativeness of the reteated sample

The attempt to retest the 1971 hard 1 study cohort of patients

three years after the key admission was only partly successful. Of

the original 134 subjects, 95 (71$) completed all the psychological

tests at follow-up.

The task of tracing the 1971 Ward 1 study cohort of patients proved

to he a more formidable one than had been anticipated. In trying to

trace subjects, all reasonable sources of information were pursued (e.g.

other colleagues involved in treatment, last known G.P., relatives, etc.).

Despite all efforts, 7 subjects could not be traced. A further 5 subjects

had died since the key admission. As 3 of these deaths were due to

suicide or suspected suicide, it is clear that the loss of these cases

from the study affected the representativeness of the "poor" outcome

group. Of those who were traced and alive, 20 did not participate in

the research. A small number of these subjects now lived too far from

Scotland to make it possible either for them to return, or for the

researchers to visit them. By far the majority were lost to the study

because they refused to participate. Often the refusal to participate

tool; the form, initially, of failing to keep agreed appointments, and

only later became explicit. In some instances the refusal appeared to

be related to current disturbance and, indeed, a fe\; subjects were

subsequently re-adnittod to a psychiatric hospital (including re-admi3sion

to hard 1). Other subjects seemed to be faring satisfactorily but, of

these, some expressed hostility to the psychiatric setting, and some,

while expressing gratitude for help received, appeared to wish to forget

all about having hud any contact with psychiatry. For many 3ubject3, it
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was evident that their own views, and t1 ose of their relatives, about

psychiatry, and the stigma attached to receiving psychiatric treatment,

were influential factors. Exemplifying this, a woman who had married

since 1971, had not told her husband of her psychiatric history and

expressed great anxiety about being contacted by the researchers, in

case her husband would discover her "secret". However, the whole range

of attitudes to psychiatry, and to the treatment they had experienced,

could be easily detected as also present among those who were retested.

3even subjects were interviewed for the concurrent psychiatric follow-up

study and were partially retested (i.e. did not complete the 1 6P?). The

test results of these subjects were not included in the data analyses

which have been reported, 3ince it was felt that having a different IT

at different stages of the analysis would be confusing. Although not

reported here, the effect of including these cases wa3 examined at

relevant stages of the analysis and found to make no consequential

difference.

When the representativeness of the retested sample was directly

investigated, no significant differences on the psychological tests vrere

found, between those who were retested and those who were not. Of all

the measures considered, only the clinical diagnosis of soeiopathy, and

the associated clinical ratings on the Personality Deviance Scale,

significantly differentiated those who were retested and those who were

not. Although subjects diagnosed as sociopathic were less likely to be

rctcsted than wore those given other diagnoses, the majority of those

who were not retested were not diagnosed as sociopathic. Thus much

more than "sociopathy" was involved in failure to be retested. moreover,

as argued in Chapter 4, it is not clear what meaning is conveyed by a

clinical diagnosis of psychopathy (or a related diagnosis such as

sociopathy). The "meaning" of the diagnosis, as used by the clinicians
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in this study, is a topic investigated in the concurrent psychiatric

follow-up study. In the context of the present study, this element of

unrepresentativeness may have biased the results, but it is not thought

that any such bias would be of major importance as regards the inter¬

pretation of the results reported here. Interest, in this study, is in

traits associated with the concept of psychopathy, and in their

implications throughout the population under investigation, and not in

the current clinical usage of the diagnosis of psychopathy (or aocio-

pathy). As far as the other main objectives of this research are

concerned, it is not thought that a difference, such as that found,

would be likely to affect markedly the identification of measures of

personality and illness or the investigation of predispositional factors.

The JG1 Personal Disturbance ocalo as an index of illness outcome

The outcome classification derived in this study was based upon

the distinction between those who showed no evidence of "personal

disturbance" and those who showed at least some evidence of such

disturbance. In SGI terms, "personal disturbance" is defined by the

presence of symptoms and, to a lesser extent, states. The SSI categories
2

at T were found to be consistently related to other indices of illness
2

status at T and throughout the three years since the key admission.

The adopted classification of outcome groups was associated with

differences in the probability of being rated as having greater clinical

severity of current symptoms, greater social disability consequent upon

current symptoms, and unsatisfactory illness status throughout the

follow-up period. In addition, the adopted classification was associated

with differences in the probability of having current psychiatric

treatment contact and current psychotropic medication. The poorest
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differentiation was for psychiatric admissions during the follow-up

period. In this case, those scoring in the SSI "borderline" category
p

at T were similar to those scoring in the "not personally disturbed"

category, and were different from those scoring in the "personally

disturbed" category. This was taken to reflect a difference within the

"poor" outcome group in the severity of disturbance likely to be present

(an interpretation particularly supported by the data on rated social

disability consequent upon current symptoms). Accepting that the "poor"

outcome group contained a range of less than satisfactory outcomes,

the adopted classification appeared to be a tenable indication of

illness outcome, both at the time of retest and during the preceding

three years.

Identification of measures of illness and personality

The first of the major objectives of this research was to gather

further information which would assist in clarifying the illness/

personality 3tatu3 of the available test scales.

From the evidence reviewed in Chapter 3» doubt existed as to the

stability/change characteristics of the HDHQ, Intropunitiveness and

Sxtrapunitivenesa. The major doubt concerning Intropunitivencsa arose

from the study by Horvath et al. (1973), in which no significant change

vras found over three weeks in a mixed group of non-psychotic patients,

independently rated as clinically improved. Horvath et al. considered

that their results may have differed from those obtained by other workers

due to the absence of psychotic patients from their sample, or due to

the brevity of the test-retest interval in their study. In the present

study, scores on Intropunitiveness changed, as expected, in the "good"

outcome group, but not in the "poor" outcome group. In addition, it wa3

found that scores changed, in the former group, irrespective of the level
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of symptomatology presented at T . Since the T ED and ?PD groups were

also 3hown to he associated with the absence of "psychotic" diagnoses,

it would seem that the negative results obtained by Horvath et al.

were probably due to the brevity of the test-retest interval and not

to the absence of psychotics.

Host of the test-retest studies employing HDHQ Extrapunitiveness

found that scores on this measure did not change with illness change.

However, Foulds (1965) reported change in a mixed group of patients

retested from four to six weeks after admission; those patients

independently rated as improved showing a decline in scores on Extra¬

punitiveness. Furthermore, Blackburn (1974) found that "recovered"

manics scored as less extrapunitive than "ill" manics. In the present

study, scores on Extrapunitiveness were found to change in the "good"

outcome group. Analysis of change within the "good" outcome group

revealed that change on Extrapunitiveness was confined to those scoring
1 2

as ED on the SSI at T . This group did not differ at T from those

scoring as ED or ?ED (at ). It was inferred that scores on Extra¬

punitiveness were elevated during illness, but only among those presenting

with a high level of symptomatology (or a greater severity of illness).

In this way, Extrapunitiveness would seem to function in a manner some¬

what similar to state measures. However, the investigation of -prediction

of outcome indicated that Extrapunitiveness did not function in the

same way as state measures. Whereas the association between state

measures and outcome could be explained as due entirely to their association

with illness, the association between Extrapunitiveness and outcome could

not. Extrapunitiveness was found to have an association with outcome,

independent of its association with illness. These results were

anticipated, in essence, by Fould3 (1976, pp. 43-44). Granted the

relationship between Extrapunitiveness anu psychopathy, both personality
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and illness need to be considered in order to explain the functioning

of thi3 scale. The interpretation seeming mo3t probable i3 that extra-

punitiveness increases during severe illness in those who are not

normally especially extrapunitive, and, in these cases, is not predictive

of outcome, other than by being paid; of the presenting illness, among

those who are normally very extrapunitive, if illness occurs, a "poor"

outcome can be expected, regardless of the severity of the illness. In

order to test this interpretation, it would be necessary, at the time

of illness presentation, to clearly differentiate between marked extra-

punitivenes3 of recent onset and narked extrapunitiveness of long duration.

The previously reviewed evidence suggested that 16PF G (emotional

instability), 0 (apprehensiveness) and Q4 (tension) functioned as illness

state measures in clinic 1 populations. The present findings confirmed

this view, in that scores on all of these measures changed toward

normality in the "good" outcome group and did not change in the "poor"

outcome group. Investigation of change within the "good" outcome group

revealed that C and 0 changed across symptom levels, but that 24 only

changed among those with a high level of initial symptomatology. Thus

G and G functioned in the same way as Intropunitiveness, while Q4 was

more similar to Sxtrapunitiveneo3 (as regards change).

16PF G (expediency), L (suspiciousness) and Q3 (impulsiveness)
were thought to be trait measures associated with psychopathy and so

were not expected to change with illness change. For G and 13, this

proved to be the case. However, L was found to be affected by change
-1

in illness status. The two outcome groups did not differ on L at T ,

but the "good" outcome group became less "suspicious" and the "poor"
2

outcome group became more "suspicious", so that at T the groups were

markedly different. These results were completely unexpected and require

to be cross-validated. For the moment, it seems reasonable that a lack
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of trust in others 3hould become more marked with the persistence of

disturbance and the failure of "helping agencies" to help. Within the

"good" outcome group, change on L occurred across symptom levels, and

there were no differences on L between symptom levels. This suggests
1

the possibility that L was elevated at T , not so much as a function of

illness itself but of becoming hospitalised or of adapting to the role

of a patient. Against this, the scores were not especially high and
p

the T scores were rather low, and thus it may be more a matter of

subjects, who had been ill and had recovered, having learned to place

more trust in others.

The 16PF scales associated with Extraversion proved to be varied

in their illness/personality relationships. Factors A (aloof - outgoing),

F (serious - enthusiastic) and Q2 (group-dependent - self-sufficient)
1 2

did not change from T to T and so could he regarded as trait measures.

16PF E (dominance - suhmisoiveness) changed across outcome groups, and

1 6PF H (shy - venturesome) changed only in the "good" outcome group.

The cliange on ii was not unexpected, since this measure is also involved

in Cattell's second-order factor of Anxiety. Within the "good" outcome

group, H changed across levels of initial symptomatology. The results

were interpreted as suggesting that, during illness or hospitalisation,

patients become more shy and timid (ll) and more submissive (e), but

that the other elements of Exuraver3ion are not affected (or the scales

used here are not sensitive to any such effects).

In attempting to identify illness and personality measures, attention

has been focused upon the relative transience of illness and endurance

of personality, and in the analyses it 1ms been assumed that if the

"poor" outcome group recovered from their illness they too would change

on the putative illness measures. For those who become chronic "patients",

this assumption, by definition, cannot be directly tested. This i3 a
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methodological limitation of the approach adopted in thi3 study. Perhaps

of greater importance is that the existence of a substantial group

shoring little or no change on "illness" measures over three years

underlines the difficulty in making a sharp distinction between personality

and illness. While it seems probable that measures -unaffected by

illness, can be identified and classed as personality measures, it may

be that the status of measures which are affected by illness will, by

the nature of the phenomena to which they refer, always be uncertain.

For example, should an anxiety "state" which has been present for

years be regarded as an attribute of personality or of illness? duch

a "state" might be distinguished from the range of "normal" personality

by the former's greater egodystonicity (especially the distress aspect

of egodystonicity), but not from what would usually be regarded as

maladjustive deviant personality. In clinical practice, it is not

uncommon to encounter patients with complaints which have survived all

therapeutic endeavours over many years and which have become integral

features of the mode of adjustment to life. The view taken in the

present 3tudy is that, for many people, a reasonably clear distinction

can be made between personality and illness, but that this distinction

cannot be made in all cases. However, the separate consideration of

personality and illness provides a starting point for the systematic

investigation of all cases. Without such a starting point, confused

thought compounds the complexity of the problem (as can be seen from

much of the psychiatric literature on the neuroses and personality

"disorders").

Factors predictive of illness outcome

The second major objective of this research was the investigation
1

of T measures predictive of illness outcome.
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Of the bio,graphical and clinical measures at T , only duration of

the key admission was related to outcome. The "poor" outcome group,

on average, had spent five weeks longer in hospital. That the illness
1

diagnoses at T were not related to outcome may have been due to the

fact that the diagnoses had to be simplified into five categories.

This procedure was necessary owing to the number of different diagnoses

recorded, but it may have obscured variations in outcome. Ken tended

to have a better prognosis than women, but the difference was not

significant (cf. for example, Kay et al,. 1969). This tendency raises

the possibility that significant sex X diagnosis interactions may have

been missed due to the design of the present study (cf. for example,

Kerr et al.. 1970; Pemberton, 1967). However, to have investigated this

possibility, given the number of recorded diagnoses, would have required

a much larger sample than wa3 available in this 3tudy. The personality

diagnoses at die key admission were not related to outcome, disappoint¬

ingly, the clinical ratings of personality were also not related to

outcome. Thus, although these ratings have satisfactory inter-rater

reliability, their utility still remains to be demonstrated. This issue

is examined in detail in the concurrent psychiatric follow-up study.

as expected, the .ersonal disturbance Scale, HDHQ Intropunitiveness

and 16PF 0,0 and Q4 were all significantly related to outcome; the

"poor" outcome group obtaining more abnormal scores. Of the measures

believed to be associated with psychopathy, HDHQ Extrapunitivenes3 and

16ii G and Q3 were related to outcome, but 16PF L was not. However, of

the measures associated with Extraversion, only 1 6PF Q2 was predictive

of outcome. Therefore, the main predictive factors were those concerned

with the illness at t', and with "psychopathic" traits. Extraversion

measures were of much less importance.
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1 2
When the relationehip between the T and T SSI categorisations

wa3 examined in terms of the outcome indices obtained from the concurrent
1

psychiatric follow-up study, it was found that the T categorisation

was a less efficient predictor of outcome among those presenting with

many symptoms, than among those presenting with fewer symptoms. Following

from this evidence from the independent outcome indices, and since

achieving maximum predictive efficiency was not an objective of this
1 2

study, the 301 classifications at T and T were employed to discover

whether any of the other test scales had an association with outcome
1

which was not attributable to the T level of symptomatology. Only

the three predictive measures related to psychopathy had such an

association. It appeared that the state measures were predictive of

outcome only as aspects of the presenting illness, but that this was

not the case for Jxtrapunitivene3S, G and Q3. The predictive interaction
1

between the T 381 categorisation and the measures related to psychopathy
1

was then illustrated in a simple manner. In so far as the T SSI

categorisation could be inferred to reflect severity of illness, the

results of these analyses were interpreted a3 suggesting that, among

patients who were more severely ill at the key admission, the presence

or absence of deviance on "psychopathic" traits was an important factor

as regards illness outcome, but that, among patients who were less severely

ill, the presence or absence of deviance on these traits was of lesser

importance, in that most of these patients had a "good" outcome anyway.

It should be stressed that, consistent with the arguments presented in

Chapter 4, deviance on "psychopathic" traits is not synonymous with a

clinical diagnosis of "psychopathy". The results obtained here referred

to a much wider range of patients than just those who would be diagnosed

as "psychopaths", and are taken to demonstrate the potential value of the

trait approach to the concept of psychopathy, described in Chapter 4.
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Factors predisposition?.! to -psychiatric illness

The third major objective of this study was the identification of

measures relevant to predispositional factors. Interest here was

focused upon the state and Extraversion measures. As outlined in

Chapter 2, the role of states, within Foulds' model of a hierarchy

of classes of personal illness, is that of a link between the universe

of discourse of personality and the universe of discourse of illness.

As such the trait aspect of a state seems likely to be implicated in

predisposition. However, if Foulds i3 correct in his view that states

are the common factor among the personally ill, then the trait aspect

would be more probably predispositional to becoming ill or to developing

a severcillness (in either of the meanings of "severity" considered in

this study) than to developing a particular type of illness, within any

given class level. Inch of the relevant work has been conducted with

Eysenck*s Neuroticism Scale. This work Iso involved Extroversion,

and some studies have reported that this measure has predispositional

implications. However, a3 the brief review in Chapter 5 indicated, the

results of these investigations are by no means consistent. It should

be noted that, within Foulds• system, extraversion measures might be

associated with predisposition to particular types of illness within

a given class, but this possibility could not be investigated here

(cf. for example Eysenck's distinction between hysterics and dysthymics,

and also Verma and ayseiick, 1975, specifically regarding psychoses).

In the present study, when allowance was made for change in illness

status, no clear differences were found between the patient sample and

the general population on any of the available measures. Thus there

was no evidence to suggest that these measures were relevant to pre¬

disposition to become psychiatrically ill. In contrast to this, it
•t

was found that state and Extraveraion measures at T were related to
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331 categorisation at T^. These relationships were present regardless

of outcome. When change in illnes3 status was taken into account, by

considering only the "good" outcome group, a number of associations with
1

the 331 categorisation at T emerged. As a result, it v?as inferred that

three of the state measures and two of the Extroversion measures might

be relevant to predisposition to develop more or less symptomatology,
1

when breakdown occurred. All three 331 categories, at T , were

differentiated across occasions on Intropunitiveness, 16rF C and 16PF

H. The T PD differed from the other two categories on 16PF 0, and

the T^ PD differed from the other two categories on 1 6PF F. On these

2
measures at T , the means of the three 331 defined groups were dispersed

around the expected general population mean. The PD group tended to be

more intropunitive, emotionally unstable, apprehensive, serious and 3hy

than the general population norm, while the FD group tended to have these

characteristics to a lesser degree than is the norm for the general

population; the ?PD being intermediate between the PD and the PD.

These results suggest that, in terms of the available measures, anyone

may become psychiatrically ill, but that premorbid personality may play

a part in determining the severity of the illness developed (i.e. taking

the 331 categorisation to reflect severity of illness). From this

interpretation, it can be expected that the results of predispositional

studies comparing mixed clinical samples, or specific diagnostic groups,

with the general population will vary, at least partly, according to

the severity of illness present in the former groups. P'or example,

Rosenberg (1967) studied a group of obsessional neurotics after they

had been treated, and found that 3cores on 16PP C, 0, Q4 and H were

deviant in terms of the general population moans. These results are

largely the same as those obtained for the PD group in the present

investigation, hut differ from the results obtained for the PD and
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?PD groups. Rosenberg's group differed greatly and equally from all

of the groups in this study, as regards diagnosis. Certainly, Rosenberg's

results could not be viewed as specific to obsessionals, but should his

results be viewed as consistent or inconsistent with the findings of

this research? As argued here, the answer would depend, at least to

some extent, on the severity of illness present in Rosenberg's sample.

Similarly, the results of investigations comparing different diagnostic

groups can also be expected to vary. As explained earlier, "severity"

as used in this study, is a mixture of two concepts; the difference

between a neurosis and a psychosis, and differences in degree within

the neuroses and psychoses, respectively. It was not possible to

evaluate the relative contribution of each of these types of "severity"

to the results obtained in this study, and so a more precise formulation,

than that given above, cannot be made on the basis of the present data.

However, pursuit of this lino of thought may prove to be more enlightening

than the usual procedure of relying on diagnosis has been (as witnessed

by the accumulation of inconsistent results obtained from studies such

as those using lleuroticism and Extraversion, reviewed in Chapter 5).

In fairness to diagnosis, part of the inconsistency in these studies

may be due to the use of ;ro .',e state and extraversion measures,

e.g. Jysenclc's IT and E. This investigation has demonstrated very

clearly that the components of Cattell's second-order factors of Anxiety

and Extraversion, respectively, vary widely in their functioning as

personality or illness measures, in their prognostic significance and

in their predispositional implications. Operating at the second-order

level niu3t confuse so many different relationships that consistent

results with regard to prognosis or predisposition could not he expected

(this would seem to be especially the case with extraversion measures).
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Minor objectives of the study

In addition to the major objectives of the research, attention

was paid to the assessment of short-term change in relation to long

term outcome, and also to the question of the relationship "between

symptom and state measures.

It was found that at one month after admission to hospital (at

the key admission) the "good" outcome group shcn-red a reduction in

symptomatology (3Sl), apprehensiveness (16PF o) and shyness/timidity

(16PF H) and an increase in liveliness, enthusiasm (16PF F). These

changes indicated that the "good" outcome group had an initially positive

response to treatment. This impression was reinforced by the evidence

that the "good" outcome group had a substantially briefer admi33ion than

did the "poor" outcome group. Therefore, in studies attempting to

maximise the efficiency of prediction of outcome, it may be advantageous

to take account of short-term change. The results obtained here also

have implications for clinical practice, since they emphasise the need

to specify the objectives of a prolonged admission and to assess the

extent to which these objectives are achieved. Without such further

evidence, it may be that the benefits actually derived from a prolonged

admission are not sufficient to justify the procedure. This consideration

is likely to be especially pertinent in the case of patients who are

deviant on traits associated with psychopathy (though not necessarily

diarcnosed as psychopathic).
Several points emerged from observation of the relationship between

symptom and state measures at the relevant stages of the analysis.

However, interpretation is made difficult by the fact that the Personal

Disturbance Scale, although predominantly a sjraptom measure, does include

some state items, and so no critical test of Fould3' hierarchy model
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was possible. As discussed in Chapter 3, state measures nay be of

two types; a measure designed to discriminate patients from "normals"

and to discriminate within the patient population, or a measure designed

to discriminate throughout the entire population. The Sol items are

of the former type, and Intropunitiveness and 1 6PF C, 0 and 04 are

of the latter type. The difference between these types reflects,

resuiaably, a difference in the degree of severity of disturbance

assessed.

The value of employing the latter type of scale was demonstrated

by the finding that, of the four state measures available, only Q4

functioned a3 simply a measure of an aspect of the illness presentation.

Intropunitiveness, C and 0 had, in addition, implications regarding

predisposition (i.e. through their trait components). According to

Poulds' (1976) view, only states could produce such a finding, since

symptoms, being qualitative and relatively transient changes, would not

be sufficiently common in the general population or have sufficient

endurance to have trait components. ..hether or not one agrees with

this view is partly a matter of definition of terms. However, it is

clear that symptoms (in Foulds' sense) may become chronic and, as

considered previously, may become difficult to distinguish from nai¬

adjust ive personality deviance. It could also be that "symptoms" persist,

at a subclinical level of severity, prior to the development of any

frank illness and so could be akin to traits. Evidence relevant to this

possibility is scarce, as are appropriate measures. An example of a

potentially relevant measure might be the Leyton Obsessional Inventory

(Cooper,1970 ). If the methodological deficiencies of this instrument

were rectified, it could be used to investigate whether obsessional

"symptoms" and "traits" are best considered as differing quantitatively

or qualitatively (i.e. in terms of distressfulnes3 and fre:uency).
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As regards prognosis, none of the state measures bad an association

with outcome not attributable to illness. This finding would not lead

one to think that the tis.it component of these measures was markedly

influential in predicting outcome.

In Chapter 2, it was argued that evidence from the 3tudy of change

was relevant to the question of the relationship between symptoms and

states. In this investigation, change, short of recovery, on the 331

was found without accompanying change on the state measures. It was

also found that, in the absence of symptoms (i.e. in those scoring as

PD at T^ on the 331), change could occur on state measures; Intro-

punitiveness being the clearest example of this. These findings would

tend to support Foulds' view that states and symptoms belong to

different classes. However, the 331 includes state items and psychotic

items, as well as neurotic symptom items (in Foulds1 sense). Therefore,

the present results cannot be directly interpreted in terms of Foulds'

model and require to be treated with extreme caution. Of greater interest,

was the observation that, 3ince there was evidence of state change in
1 — 1

the T PD group and, even at T , the state scores of this group were

normal by general population standards, disturbance may be reflected in

change within the individual, even though the changed functioning would

be normal by general population standards. This indicates a limitation

of the population normative approach which is an important aspect of

Foulds' system. Certainly for states, more attention needs to be paid

to change with respect to the individual's norms.
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Conclusions and implications

The present study has concentrated upon the distinction between

illness and personality and upon a particular approach to this

distinction. The attempt to utilise the adopted approach to identify

measures of illness and personality has largely substantiated the

expectations arising from previous research in which the test-retest

intervals were shorter. Thus, HDHQ Intropunitivenes3 and 16PF G, 0

and Q4 appear to bo viable illness state measures, 16PF G and 3 appear

to be viable trait measures and, of the measures associated with

Extroversion, some were found to function as trait measures (i.e.

16?F A, F and Q2) while others were affected by illness (i.e. 16PF H

and, less clearly, E). In addition, as anticipated by "'ouldo (1976),

HDHQ Extrapunitivenes3 was found to function in a complex manner with

regard to the personality/illness distinction. Only one measure,

1 6PF L, was found to function in a completely unexpected manner. The

investigation of the predispositional and prognostic implications of

the available measures has revealed a diversity of functioning, the

det ils of which undoubtedly require cross-validation. However, it

was found that some of the 3tate measures (i.e. Intropunitiveness and

1 6PF C and 0) and some of the Extroversion measures (i.e. 161? ? and

il) may be relevant to redisposition. The separate consideration of

illness and personality would seem to be of value as regards prognosis,

since the latter had predictive effects not attributable to the former,

and the interaction of illness and personality was found to be important.

s expected, the scales believed to be associated with psychopathy were

the predictively significant personality measures. difficulty here

is that diagnosed "psychopaths" who are hospitalised have often been

noted to present with an unexpectedly high level of symptomatology,
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both clinically and on psychological tests (e.g. Forrest, 1967;

Fould3, 1967); the implication being that "paychopaths" tend to

exaggerate their degree of disturbance. although the majority of

the high symptom level/"poor" outcome cases in this 3tudy were not

diagnosed as "psychopaths", and although "severity" of illnes: was

very deliberately inferred from evidence other than the 131, never-

thele33 this tendency nay have contaminated the results to some

extent. The consequence of any such contamination would be an over-

estimation of the relationship between psychopathic traits nd illness

factors, This may have accounted for the marked association between

Sxtrapunitiveness, G and Q3 and the 331 categories at T^ (Table 29,

page 128). The net effect would be that the present study would have

underestimated the predictive value of the separate assessment of

illness and personality.

The implications of the obtained results for the intex-pretation

of the findings of previous studies of predisposition have already

been discussed. The model inferred from this study, is that a^one

may become psychiatrically ill but, if illness occurs, the premorbid

levels of intropunitivoness, emotional stability, apprehensivene3s,

liveliness/enthusiasm end shyness/timidity will be associated with

the degree of severity of the illness; while the longer tern outcome

of the illness can be, at east partly, accounted for by the interaction

of severity of illness nd deviance on traits associated with psycho¬

pathy (regardless of personality diagnosis). Clearly, very many aspects

of illness nd personality could not he investigated in this study, hut

the results seem sufficiently encouraging to justify further research

along similar lines.

dork such as that of Foulda and Bedford (1975) and of ing, Cooper
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and Sartorius (1974) has drawn attention once more to the variety of

types of symptoms with which the individual patient may present.

Although Wing et al. have shown that reliable diagnoses can be made,

and although diagnosis may be useful for some purposes, it may be

premature, or erroneous, to assume that diagnosis is the appropriate

level at which to study predisposition. The diagnostic process involves

differentiation and exclusion, but given our present state of knowledge,

it a iy be that the full r nge of illness phenomena present requires to

be taken into account. The usual mode of investigation, based on

diagnostic groups (even where individual symptoms are considered),
ha3 not been an outstanding success, and may be too simplistic to

reveal predisposition::! relationships. By applying assessment

techniques, such as those made available by Foulds (i.e. the Deluoions-

Bymptoms-,states Inventory) and king et al. (i.e. the Present ^tate

.lamination), across the spectrum of the psychologically disturbed

(rather than to specific diagnostic groups) it would seem to be entirely

feasible to carry out much more comprehensive, systematic and

sophisticated studies than have hitherto been undertaken in the.area

of predisposition, ouch techniques offer the opportunity to investigate

the different types of symptoms, both at the individual 3ynptom level

and at the syndrome level, and also the patterns of symptom presentation

at a given point in tine and across tine. This last point is potentially

import nt since one of the problems in studying predisposition i3 that

associations are being sought between relatively stable attributes

(personality) and attributes which may change either quantitatively

or qualitatively (illner ,). In addition, these tcchni ;ues could be

employed to a certain predispositional relationships with different

concepts of severity of illness. For example, in terms of Foulds•
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hierarchy model, differences in severity within a given clans, and

differences in severity between classes. By their complexity and

flexibility, such techniques could similarly be U3ed to increase

the sophistication of our knowledge of the prognostic implications

of illness factors.

In order to do justice to the complicated problems of redisposition

and prognosis it would seem essential to consider other aspects besides

personality and illness (e.g. situational factors, life events, etc.).

Thus traits may be predispositional in the sense of influencing the

prob -bility of being placed in i stressful situation and the probability

of responding to stress in a coping or a maladaptive manner. However,

life events and situational factors can also be expected to affect

these probabilities, and in some inst nces. factors such as genetics

or biochemistry may be influential. ,\s regards prognosis, the problems

are just .3 complex, but with the addition of treatment f ctors nd

the social nd emotional repercussions of being psychiatrically ill

nd receiving treatment. If there is ever to be any clear understanding

of maladjustive behaviour, the interactions among many such factors

will have to be studied. Recognition of the importance of interactions

is apparent in the increasing interest being shown in multiaxial

diagnostic systems (cf. liezsich, 1979).



169.

Appendix I

Sex differences on the psychological tests

at the time of the 1971 Ward 1 Study
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Kale v female co::aarisons within the ret est ed sample
SSI, HDHQ and '16PF scores obtained at time of original testing
'1971 'ard 1 study).

1*1 •

m I"SD)
r

m rSD)
» i»i • V u • 0

Tap =""93)
SSI
Personal Disturbance 5.16 (3*66) 6.14 (4.20) t = -1.16

HDHQ
Int ropunit ivenes s 7.51 [2.45) 7.48 ;2.38) t = 0.06
Extrapunitiveness 6.27 [2.02) 6.97 [2.34) t = —1.49

16PP
A. 5.57 ;i.98] 5.36 1.91; t = 0.51
B. 7-89 [1.60; 6.J6 tl.76! t = 3.17*-*
C. 4.11 [2.33; 3.66 r2.l2( t = 0.98
E. 4.16 [2.30: 5.40 [2.09: t = -2.70**
P. 4.68 h.96; 5.12 ;2.5ij t = -0.92
a. 4.38 '1.79; 4.69 [2.22: t = -O.72
H. 3.76 [2.10; 4.21 i2-23! t = —O.98
1. 6.35 !1*89] 5.35 [1.96J t = 2.48*
L. 5-78 1.62] 6.31 [1.99J t = -1.35
M. 6.24 [2.295 5.79 [1.775 t = 1.08
N. 4.54 [2.04] 5.83 I1'73! t = -3.30**
0. 7.08 [2.09] 7-31 [2.10] t = -O.52
Q1. 5.57 !2-21J 5.95 [1.53 t = -O.99
Q2. 6.73 [1-825 6.50 1.71; t = 0.62
03. 5.24 [2.24 4.72 !2-13! t = 1.13
04. 6.73 [2.23] 6.93 '2.00; t = -O.46

* P < .05.
** P <. .01.
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Appendix II

The psychological tests: i) stability/change and

ii) outcome prediction. Analysis of variance summary "tables.
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The analyses of variance summarised here are all of the same

design, i.e. 2 X 2 analysis of variance, with repeated measures on

one factor and unequal group sizes (least-squares solution). This

design and the analysis are fully described by Winer (1970).

In the summaries of the analyses of variance, the notation

used is as follows

A m group (defined by the SSI at T^).
B « occasion.

AB = group X occasion interaction.

The summary tables are presented in the order in which the

results are discussed in Chapter 8. (i.e. illness measures,

psychopathy measures, extraversion measures and residual measures).
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1). HDHQ Intropunitiveness.

Source SS df MS F.

Between subjs. 996.47 94

A 191.63 1 191.63 22.15, P< .00001.

Subjs. within gps. 804.84 93 8.65

Within subis. 273.00 95

B 56.92 1 56.92 29.04, P<.000001.

AB 34.19 1 34.19 17.44, P< .0001.

BX Subjs. within gps. 181.89 93 1.96

2). 16PF C.

Source SS df MS F.

Between subis. 752.97 21

A 182.33 1 182.33 29,70, PC. 000001.

Subjs within gps. 570.64 93 6.14

Within subis. 258.00 95

B 11.14 1 11.14 4.55, PC.05.

AB 18.62 1 18.62 7.60, P C.01.

BX Subjs. within gps. 228.24 93 2.45
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3). 16PF 0.

Source SS df MS F.

Between subls. 655.24 94

A 134.93 1 134.93 24.10, P <.00001.

Subjs. within gps. 520.31 93 5.60

Within subjs. 183.50 95

B 6.45 1 6.45 3.71, ns.

AB 15.43 1 15.43 8.87, P<.01.

BX Subjs. within gps. 161.62 93 1.74

4). 16PF 04.

Source SS df MS F.

Between subjs. 653.26 94

A 213.19 1 213.19 45.07, P<.000001.

Subjs. within gps. 440.07 93 4.73

Within subjs. 237.50 95

B 7.20 1 7.20 3.17, ns*

AB 18.89 1 18.89 8.32, P<.01.

BX Subjs. within gps. 211.41 93 2.27
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5).

Source SS df MS

Between subjs. 725.65 94

A 208.47 1 208.47

Subjs. within gps. 517.18 93 5.56

Within subis. 228.50 95

B 2.32 1 2.32

AB 16.74 1 16.74

BX Subjs. within gps. 209.44 93 2.25

F.

37.50, P <.000001.

1.03, ns.

7.44, P <.01.

6). 16PF G.

Source SS df MS F.

Between subjs. 585.18 94

A 88.87 1 88.87 16.64, P<

Subjs. within gps. 496.31 93 5.34

Within subjs. 165.50 95

B 2.79 1 2.79 1.59, ns.

AB 0.15 1 0.15 0.09, ns.

BX Subjs. within gps. 162.56 93 1.75
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7). 16PF L.

Source SS df MS F.

Between sub1s. 583.61 94

A 98.30 1 98.30 18.83, P <.0001.

Subjs. within gps. 485.31 93 5.22

Within subis. 242.50 95

B 5.73 1 5.73 2.73, ns.

AB 41.60 1 41.60 19.81, P <.0001.

BX Subjs. within gps. 195.17 93 2.10

8). 16PF Q3.

Source SS df MS F.

Between subis. 629.89 94

A 154.45 1 154.45 30.23, P <.000001.

Subjs. within gps. 475.44 93 5.11

Within subis. 204.00 95

B 0.19 1 0.19 0.09, ns.

AB 5.86 1 5.86 2.75, ns.

BX Subjs. within gps. 197.95 93 2.13
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9). 16PF A.

Source ss df MS F.

Between subis. 544.81 94

A 3.95 1 3.95 0.68, ns.

Subjs. within gps. 540.86 93 5.82

Within subis. 164.50 95

B 1.52 1 1.52 0.88, ns.

AB 2.23 1 2.23 1.29, ns.

BX Subjs. within gps. 160.75 93 1.73

10). 16PF E.

Source SS df MS F.

Between subis. 599.40 94

A 10.45 1 10.45 1.65, ns.

Subjs. within gps. 588.95 93 6.33

Within subis. 233.00 95

B 15.35 1 15.35 6.56, P <.02.

AB 0.01 1 0.01 0.004, ns.

BX Subjs. within gps. 217.64 93 2.34
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11). 16PF F.

Source ss df MS F.

Between subis. 796.24 94

A 4.89 1 4.89 0.58, ns.

Subjs. within gps. 791.35 93 8.51

Within subis. 272.50 95_

B 0.05 1 0.05 0.02, ns.

AB 8.01 1 8.01 2.82, ns.

BX Subjs. within gps. 264.44 93 2.84

12). 16PF H.

Source SS df MS F.

Between subis. 726.84 94

A 27.90 1 27.90 3.71, ns.

Subjs. within gps. 698.94 93 7.52

Within subis. 157.50 95

B 8.00 1 8.00 5.41, P<

AB 11.85 1 11.85 8.01, P<

BX Subjs. within gps. 137.65 93 1.48
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13). 16PF Q2.

Source SS df MS F.

Between subjs. 435.65 94

A 29.14 1 29.14 6.67, P <.02.

Subjs. within gps. 406.51 93 4.37

Within subis. 129.00 95

B 3.03 1 3.03 2.24, ns.

AB 0.08 1 0.08 0.06, ns.

BX Subjs. within gps. 125.89 93 1.35

14). 16PF B.*

Source SS df MS F.

Between subis. 427.24 88

A 25.30 1 25.30 5.48, P^ .05.

Subjs. within gps. 401.94 87 4.62

Within subjs. 106.00 89

B 4.41 1 4.41 3.84, ns.

AB 1.61 1 1.61 1.40, ns.

BX Subjs. within gps. 99.98 87 1.15

(•6 subjects did not complete Scale B at retest)
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15). 16PF I.

Source ss df MS F.

Between subjs. 626.98 94

A 1.69 1 1.69 0.25, ns.

Subjs. within gps. 625.29 93 6.72

Within subjs. 156.50 95

B 5.73 1 5.73 3.58, ns.

AB 2.12 1 2.12 1.33, ns.

BX Subjs. within gps. 148.65 93 1.60

16). 16PF M.

Source SS df MS F.

Between subjs. 458.49 94

A 7.45 1 7.45 1.54, ns.

Subjs. within gps. 451.04 93 4.85

Within subjs. 222.50 95

B 0.25 1 0.25 0.11, ns.

AB 0.80 1 0.80 0.34, ns.

BX Subjs within gps. 221.45 93 2.38



101 .

17). 16PF N.

Source SS df MS F.

Between subjs. 495.98 94

A 8.50 1 8.50 1.62, ns.

Subjs. within gps. 487.48 93 5.24

Within subjs. 234.00 95

B 1.35 1 1.35 0.54, ns.

AB 0.30 1 0.30 0.12, ns.

BX Subjs. within gps. 232.35 93 2.50

18). 16PF Ql.

Source SS df MS F.

Between subjs. 378.26 94

A 0.41 1 0.41 0.10, ns.

Subjs. within gps. 377.85 93 4.06

Within subjs. 214.50 95

B 3.83 1 3.83 1.71, ns.

AB 2.01 1 2.01 0.90, ns.

BX Subjs. within gps. 208.66 93 2.24
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Append! III

Identification of associations with outcome v.'hich are not

attributable to illness: analysis of variance summary tables
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Hie analyses of variance summarised here were all of the

same design, i.e. 2x2 analyses of variance with unequal group

sizes (least-squares solution). The design and statistical

procedures are described by Winer (1970).

Hi the summary tables the following notation is used:-

A = initial level of symptomatology, according to

the SSI at T1

B ® illness outcome, according to the SSI at T^

AB as initial symptom level x outcome (interaction).

Hie summaries are presented in the order of discussion in

Chapter 8.
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1). HDHQ Intronunftlveness.

Source SS df MS F.

A 164.13 1 164.13 45.47, P<.000001.

B 0.05 1 0.05 0.01, ns.

AB 13.06 1 13.06 3.62, ns.

Error 328.58 91 3.61

2). 16PF C.

Source SS df MS F.

A 125.64 1 125.64 39.76, P<. 000001.

B 3.40 1 3.40 1.08, ns.

AB 0.30 1 0.30 0.10, ns.

Error 287.16 91 3.16

3). 16PF O.

Source SS df MS F.

A 58.91 1 58.91 16.74, P<.0001.

B 4.76 1 4.76 1.35, ns.

AB 0.00 1 0.00

Error 319.90 91 3.52

4). 16PF 04.

Source SS df MS F.

A 90.49 1 90.49 31.10, P <.000001.

B 10.13 1 10.13 3.48, ns.

AB 0.01 1 0.01 0.003, ns.

Error 264.86 91 2.91
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5). HDHQ Extrapunitiveness.

Source SS df MS F.

A 47.53 1 47.53 11.74, P <.001.

B 17.77 1 17.77 4.39, P <.05.

AB 0.50 1 0.50 0.12, ns.

Error 368.58 91 4.05

6). 16PF G.

Source SS df MS F.

A 29.99 1 29.99 8.59, P<.01.

B 15.09 1 15.09 4.32, P <..05.

AB 8.69 1 8.69 2.49, ns.

Error 317.83 91 3.49

7). 16PF L.

Source SS df MS F.

A
»

9.71 1 9.71 2.84, ns.

B 1.23 1 1.23 0.36, ns.

AB 0.01 1 0.01 0.003, ns.

Error 311.22 91 3.42

8). 16PF Q3.

Source SS df MS F.

A 48.65 1 48.65 13.33, P<-001.

B 15.74 1 15.74 4.31, P <.05.

AB 15.80
'

1 15.80 4.33, P <.05

Error 331.96 91 3.65
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9). 16PF A,

Source SS df MS F.

A 2.35 1 2.35 0.63, ns.

B 0.11 1 0.11 0.03, ns.

AB 5.53 1 5.53 1.48, ns.

Error 341.43 91 3.75

10). 16PF E.

Source SS df MS F.

A 28.08 1 28.08 5.83, P <.02.

B 17.38 1 17.38 3.61, ns.

AB 3.45 1 3.45 0.72, ns.

Error 438.21 91 4.82

-

11). 16PF F.

Source SS df MS F.

A 41.68 1 41.68 8.30, P<.01.

B 7.91 1 7.91 1.58, ns.

AB 1.94 1 1.94 0.39, ns.

Error 456.92 91 5.02

12). 16PF H.

Source SS df MS F.

A 88.76 1 88.76 22.76, P <.00001.

B 5.28 1 5.28 1.35, ns.

AB 1.39 1 1.39 0.36, ns.

Error 355.06 91 3.90
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13). 16PF Q2.

Source SS df MS

A 8.65 1 8.65 2,97,

B 5.10 1 5.10 1.75,

AB 0.41 1 0.41 0.14,

Error 264.82 91 2.91
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Appendix IV

Differences within the "good" outcome group:

analysis of variance summary tables
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The analyses summarised here were 3x2 analyses of variance

with repeated measures and unequal group sizes (least-squares

solution). The design and statistical procedures were as

described by Winer (1970).

In the following tables the notation was

A = group, defined by the SSI category at T*

B * occasion

AB m group x occasion (interaction)

The summary tables are presented in the order of discussion

in Chapter 8.
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1). HDHQ Intropunitiveness.

Source SS df MS F.

Between subjs. 490.09 54

A 132.89 2 66.45 9.67, P <.001.

Subjs. w. gps. 357.20 52 6.87

Within subis. 217.00 55

B 90.91 1 90.91 38.69, P <..000001.

AB 3.97 2 1.99 0.85, ns.

BX Subjs. w. gps. 122.12 52 2.35

2). 16PF C.

Source SS df MS F.

Between subjs. 353.09 54

A 106.59 2 53.30 11.25, P<.0001.

Subjs. w. gps. 246.50 52 4.74

Within subis. 200.00 55

B 28.51 1 28.51 9.32, P<.01.

AB 12.44 2 6.22 2.03, ns.

BX Subjs. w. gps. 159.05 52 3.06
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3). 16PF 0.

Source SS df MS F.

Between Subis. 242.36 54

A 41.86 2 20.93 5.42, P<.01.

Subjs. w. gps. 200.50 52 3.86

Within sub is. 143.50 55

B 20.08 1 20.08 9.01, P<..01.

AB 7.65 2 3.83 1.72, ns.

BX Subjs. w. gps. 115.77 52 2.23

4). 16PF Q4.

Source SS df MS F.

Between Subjs. 207.87 54

A 48.92 2 24.46 7.99, P<..001,

Subjs. w. gps. 158.95 52 3.06

Within subis. 178.50 55

B 23.64 1 23.64 9.38, P<.01.

AB 24.04 2 12.02 4.77, P< .02.

BX Subjs. w. gps. 130.82 52 2.52
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5). 16PF E.

Source SS df MS F.

Between Subjs. 302.00 54

A 32.62 2 16.31 3.15 , ns .

Subjs. w. gps. 269.38 52 5.18

Within sub Is. 164.00 55

B 9.31 1 9.31 3.15j ns.

AB 0.85 2 0.43 0.15, ns.

BX Subjs. w. gps. 153.84 52 2.96

6). 16PF F.

Source SS df MS F.

Between Subis. 379.40 54

A 84.14 2 42.07 7.41, P<

Subjs. w. gps. 295.26 52 5.68

Within subis. 158.50 55_

B 4.01 1 4.01 1.36, ns.

AB 1.86 2 0.93 0.32, ns.

BX Subjs. w. gps. 152.63 52 2.94
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7). 16PF H.

Source SS df MS F.

Between Subj s. 392.05 54

A 122.82 2 61.41 11.86, P<.000"

Subjs. w. gps. 269.23 52 5.18

Within subjs. 105.00 55

B 19.23 1 19.23 11.73, P <.01.

AB 0.60 2 0.30 0.18, ns.

BX Subjs. w. gps. 85.17 52 1.64

8). HDHQ Extrapunitiveness.

Source SS df MS F.

Between Subjs. 299.49 54

A 14.07 2 7.04 1.28, ns.

Subjs. w. gps. 285.42 52 5.49

Within subjs. 154.00 55

B 14.55 1 14.55 6.41, P<.02.

AB 21.25 2 10.63 4.68, P <.02.

BX Subjs. w. gps. 118.20 52 2.27
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9). 16PFL.

Source SS df MS F.

Between Subis. 272.36 54

A 9.27 2 4.64 0.92, ns.

Subjs. w. gps. 263.09 52 5.06

V/ithin sub is. 175.50 55

B 36.08 1 36.08 14.04, P<.001.

AB 5.58 2 2.79 1.09, ns.

BX Subjs. w. gps. 133.84 52 2.57
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Appendix V

Representativeness of Samples Retested One Month

After The Assessment At The Key Admission
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1). Test scores at key admission: within the

"good" outcome group, comparison between subjects

retested one month after assessment at the key

admission and subjects not retested at that time.

Retested
Mean S.D.

Not retested
Mean S.D. t

SSI Personal
Disturbance Scale 4.50 3.52 4.37 3.58 0.13

HDHQ
dxtrapunitiveness 5.85 2.23 6.17 2.09 -0.54

Intropunitiveness 7.10 2.36 6.94 2.40 0.24

16PF A 5.00 2.22 5.74 1.54 -1.46
B 7.00 1.59 7.66 1.41 -1.59
C 3.80 2.38 4.74 2.06 -1.54
E 4.45 2.40 4.86 2.19 -0.64
F 4.45 2.48 5.17 2.08 -1.15
G 5.65 1.81 4.83 1.86 1.59
H 3.65 2.16 4.43 2.19 -1.28
I 5.55 2.12 5.83 2.04 -0.48
L 5.75 2.05 5.97 1.74 -0.43
M 5.85 1.95 5.86 1.79 —0.01
N 5.70 1.66 5.34 2.11 0.65
0 7.40 1.54 6.37 2.02 1.98
Q1 5.95 1.82 5.51 2.11 0.77
Q2 6.15 1.69 6.34 1.81 -0.39
03 6.00 2.27 5.29 1.92 1.24
04 6.30 1.75" 6.17 1.98 0.24

All t-values are non-significant

(two-tailed test),

df = 53.
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2). Test scores at key admission: within the

"poor" outcome group, comparison between subjects

retested one month after assessment at the key

admission and subjects not retested at that time.

Retested Not retested
Mean S.D. Mean S.D. t

SSI Personal
Disturbance Scale 8.35 4.25 6.85 3.56 1.21

HDHQ
lixtrapunitiveness 7.20 2.55 7.95 1.50 -1.13

Intropunitiveness 8.20 2.63 8.15 1.95 0.07

16PF A 4.85 2.35 5.95 1.64 -1.72
B 7.05 2.12 6.75 2.10 0.45
C 2.95 2.19 3.15 1.76 -0.32
E 4.80 2.51 5.60 1.93 -1.13
F 4.95 2.48 5.05 2.44 -0.13
G 4.35 2.28 3.25 1.74 1.72
H 3.35 2.35 4.40 1.93 -1.55
I 5.95 2.31 5.55 1.47 0.66
L 6.20 1.71 6.60 2.06 -0.67
M 6.25 2.45 6.00 1.97 0.36
N 5.10 2.22 5.15 1.69 -0.08
0 7.90 2.47 7.85 1.87 0.07
Q1 6.30 1.22 5.65 1.79 1.35
Q2 7.20 1.80 6.85 1.53 0.66
03 4.20 2.53 3.95 1.54 0.38
Q4 7.90 1.94 7.55 2.19 0.54

All t-values are non-significant

(two—tailed test)

df = 38.
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Appendix VI

The Psychological Tests



The Personal Disturbance Scale of the SSI

1. Are you afraid of going out alone?

2. Have you lost interest in almost everything?

3. Is the simplest task too much of an effort?

4. Have you found it difficult to concentrate recently?

5. Does the future seem pointless?

6. Are you slower recently in everything you do?

7. Are people talking about you and criticizing you through no fault
of your own?

8. Are you distressed by silly, pointless thoughts that keep coming
into your mind against your will?

9. Are you unnecessarily careful in carrying out even simple everyday
tasks like folding up clothes, reading notices, etc.?

10. Do distressing thoughts about sex or religion come into your mind
against your will?

11. Do you feel you just have to check things again and again - like
turning off taps or lights, shutting windows at night, etc. -

although you know there is really no need to?

12. Have you an unreasonable fear that some careless act of yours
might have very serious consequences?

you have an uneasy feeling if you don't do something in a
certain order, or a certain number of times?

you feel that there is some sort of barrier between you and
other people so that you can't really understand them?

you think other people regard you as very odd?

you often feel puzzled, as if something has gone wrong either
with you or xd.th the world, without knowing just what it is?

you feel you cannot communicate with other people because you
don't seem to be on the same 'wave-length'?

you have very strange and peculiar thoughts at times?

you ever lose all feeling in any part of your skin - so that
you wouldn't be able to feel a pin prick - or do you ever have
burning or tingling sensations?

20. Are you ever so low in spirits that you just sit for hours on end?

13. Do

14. Do

15. Do

16. Do

17. Do

18. Do

19. Do



Personality Questionnaire (HDHQ)

Instructions

Please fill in this form by putting a circle round the "True"
or the "False" after each of the statements overleaf. If you find it
difficult to decide, ask yourself whether you think the statement is
on the whole true or false and put a circle round the appropriate word.

1. Most people make friends because friends are
likely to be useful to them. True False

2. I do not blame a person for taking advantage of
someone who lays himself open to it. True False

3. I usually expect to succeed in things I do. True False

4. I have no enemies who really wish to harm me. True False

5. I wish I could get over worrying about things I
have said that may have injured other
peopled feelings. True False

6. I think nearly anyone would tell a lie to keep
out of trouble. True False

7. I don't blame anyone for trying to grab
everything he can get in this world. True False

8. IQy hardest battles are with myself. True False

9. I know who, apart from myself, is responsible
for most of my troubles. True False

10. Some people are so bossy that I feel like doing
the opposite of what they request, even
though I know they are right. True False

11. Some of my family have habits that bother and
annoy me very much. True False

12. I believe my sins are unpardonable. True False

13. I have very few quarrels with members of my
family. True False

14* I have often lost out on things because I
couldn't make up my mind soon enough. True False



15. I can easily make other people afraid of me,
and sometimes do for the fun of it. True

16. I believe I am a condemned person. True

17. In school I was sometimes sent to the
principal for misbehaving. True

18. I have at times stood in the way of people who
were trying to do something, not because it
amounted to much but because of the principle
of the thing. True

False

False

False

False

19. Most people are honest chiefly through fear
of being caught. True False

20. Sometimes I enjoy hurting persons I love. True False

21. I have not lived the right kind of life. True False

22. Sometimes I feel as if I must injure either
myself or someone else. True False

23. I seem to be about as capable and clever as
most others around me. True False

24. I sometimes tease animals. True False

25. I get angry sometimes. True False

26. I am entirely self-confident. True False

27. Often I can't understand why I have been so
cross and grouchy. True False

28. I shrink from facing a crisis or difficulty. True False

29. I think most people would lie to get ahead. True False

30. I have sometimes felt that difficulties were

piling up so high that I could not overcome
them. True False

31. If people had not had it in for me I would
have been muoh more successful. True False

32. I have often found people jealous of my good
ideas, just because they had not thought of
them first. True False



33. Much of the time I feel as if I have done
something wrong or evil. True False

34- I have several times given up doing a thing
because I thought too little of my ability. True False

35- Someone has it in for me. True False

36. When someone does me a wrong I feel I should
pay him back if I can, just for the principle
of the thing. True False

37. I am sure I get a raw deal from life. True False

38. I believe I am being followed. True False

39. At times I have a strong urge to do something
harmful or shocking. Time False

40. I am easily downed in an argument. True False

41. It is safer to trust nobody. True False

42. I easily become impatient with people. True False

43. At times I think I am no good at all. True False

44. I commonly wonder what hidden reason another
person may have for doing something nice
for me. True False

45. I get angry easily and then get over it soon. True False

46. At times I feel like smashing things. True False

47. I believe I am being plotted against. True False

48. I certainly feel useless at times. True False

49. At times I feel like picking a fist fight with
someone. True False

50.
*

Someone has been trying to rob me. True False

51. I am certainly lacking in self-confidence. True False
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