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ABSTRACT 

There is general agreement that, despite the 

common experience of suffering that the seriously 

mentally ill share, they are not one group but many 

different subtypes with varying levels of disability and 

need. In the last several decades, mental health 

researchers and service providers have been refining 

methods of classifying psychiatric patients into 

homogeneous subgroups based upon their symptom 

profiles. Criticisms of traditional psychiatric 

classification and mantal health policy demands for 

specific knowledge regarding the service needs of 

mental patients have focused greater attention upon the 

problems of classifying and identifying the mentally ill. 

Improvements in the specificity of psychiatric 

treatments as well as innovations designed to match 

patients with the most appropriate treatment modality 

have encouraged this effort. 

The focus of the study was to follow a recently

generated line of research that uses an empirical and 

statistically-based approach to classifying psychiatric 

patients. By using the exploratory multivariate 

techniques of factor and cluster analysis, and applying 

confirmatory procedures to test the prognostic utility of 
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a given classification scheme, an empirically-based 

classification scheme was generated to provide 

prognostic information about patients that may not be 

available when traditional, symptom-based diagnostic 

procedures are used alone. 

The study investigated the effects of using social 

functioning dimensions as well as symptom data to 

subgroup seriously mentally ill patients for the purpose 

of discerning differences between the subgroups on 

clinically-relevant criteria, such as needs for specific 

types of treatment. A cluster analysis of seven 

symptom and social functioning factors yielded five 

meaningful patient subtypes: "Young Adult Chronic," 

"High Functioning Chronic," "Mainstream Chronic," 

"Socially Isolated/Withdrawn," and "High Functioning 

Psychotic." The groups differed significantly on three 

of six areas of treatment needs: for residential 

services, outpatient services, and crisis services. 

Statistically significant differences were also found on 

the Resource Associated Functional Level (RAFL) rating. 

The five subtypes did not differ significantly in terms 

of DSM-III diagnosis. On sociodemographic variables, the 

groups differed in terms of education and employment 

status. 

When comparisons were made between the DSM-III 

Axis I diagnostic categories on these same external 
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criteria, no differences were found on any of the six 

treatment needs or on prior service utilization. The 

Axis I groups did differ in terms of RAFL rating and 

employment status. Thus, the clustering scheme yielded 

information about the patients' treatment needs and 

service utilization that was not provided by the DSM-III 

diagnostic categorization. 

The implications and limitations of the findings are 

addressed and suggestions are made for further research. 
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INTRODUCTION 
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Although the study of classification in 

psychopathology has held a long-respected place in the 

psychological and psychiatric literature, mental health 

researchers, policy makers and service providers have 

recently been reemphasizing the importance of 

identifying the characteristics of unique subtypes within 

the seriously mentally ill population. Despite the 

common experience of suffering that the seriously 

mentally ill share, they are not one group but many 

subgroups with varying levels of disability and need 

(Mechanic, 1986). The increasing degree of specificity 

of psychiatric treatments as well as innovations designed 

to improve systems of care (Talbott, 1985; Test & Stein, 

1980; Santiago, 1987) have contributed to this renewed 

emphasis. In addition, criticisms of traditional 

psychiatric classification and mental health policy 

demands for specific knowledge regarding the service 

needs of mental patients have focused attention upon 

the problems of classifying and identifying the mentally 

ill. Concurrently, attempts have been aimed towards 

facilitating the matching of appropriate services to 

patients' specific needs (National Institute of Mental 

Health, 1987; Morrison & Bellack, 1987; Harris & 
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Bergman, 1987; Santiago et al., 1986). The recent 

widespread publicity regarding the poor quality of life 

of seriously mentally ill persons has led to the 

development of local, state, and federal initiatives to 

more specifically define patient subtypes in order to 

meet their treatment needs (Test & Stein, 1977). Thus, 

a major aim of investigators working to identify the 

characteristics of seriously mentally ill patients is to 

enable the matching of patients with particular 

diagnoses, psychosocial characteristics and functioning 

levels with specific somatic treatments such as 

psychoactive medication, as well as with psychosocial 

interventions such as psychotherapy, vocational 

rehabilitation, and case management (NIMH, 1987). 

Because of the recent availability within the past 

several decades of alternative approaches for treating 

the seriously mentally ill, the importance of accurate 

identification and classification has become enhanced. 

An understanding of the heterogeneity of the mentally 

ill population can now be seen as a prerequisite for 

appropriate services planning and provision. Much more 

than an academic exercise, methods for identifying and 

quantifying the characteristics of patient subgroups can 

prove useful to all segments of the mental health 

services network, including the planner, administrator, 

and clinician. 
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As will be elaborated upon later, a valid and useful 

classification system not only provides information about 

differences between patient subgroups, but also enables 

one to more accurately predict some outcome for the 

patients who are classified. The proposed research 

attempted to meet both of these criteria. The major 

aim of the study was to generate an empirically-based 

model that uses both traditional, symptom-based criteria 

as well as social functioning dimensions to subgroup 

seriously mentally ill patients for the purpose of 

discerning differencs between the subgroups on 

clinically-relevant criteria, such as needs for specific 

types of treatment. The "class-quantitative" 

classification scheme that was generated was then 

examined for its interpretability and validity. 
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classifying psychiatric patients has its earliest roots in 

pre-DSM-I (American Psychiatric Association. 1952) 

studies of the reliability and validity of traditional 

psychiatric classification. However. the problems 

inherent to classification became more salient as a 

result of the movement known as deinstitutionalization. 

Triggered around 1955 by the discovery of effective 

psychotropic medications and a heightening awareness 

of civil rights. the deinstitutionalization movement led 

to a 70% drop in the psychiatric inpatient census 

(Borus. 1981). There were approximately 560.00 

patients in public mental hospitals in 1955; there are 

about 116,00 today. Once viewed as an effort to 

improve the quality of care for chronic mental 

patients, deinstitutionalization has been criticized for 

perpetuating the very service deficiencies it intended 

to correct (Bachrach, 1976). The deinstitutionalization 

era has been characterized by a decentralization of the 

responsibility for providing mental health services; 

whereas before the major service entity was the state 

psychiatric hospital, a variety of public and private 

agencies now serve the seriously mentally ill. Often, 
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the service providers communicate poorly, i~ at all, 

about their mutual patients. As a consequence, there has 

been a decentralization o~ the sources o~ in~ormation 

regarding the groups who are in need o~ such services 

(National Institute o~ Mental Health (NIMH) 1987; 

Goldman, 1984). Further, although the seriously mentally 

ill were once identi~ied by their status as long-term 

residents o~ psychiatric hospitals, since deinstitution

alization it has become di~~icult to reach any consensus 

regarding the de~inition o~ chronic mental illness 

(Bachrach, 1987; Goldman, 1984; Braucht & Kirby, 

1986) . 

Traditionally, diagnostic systems with their 

typological approaches have tended to focus 

predominantly upon symptoms. As Strauss (1975) pOints 

out, however, such a simplistic view precludes the 

consideration of other important aspects of mental 

disorders. He urges the inclusion of five components in 

a diagnostic scheme: symptoms, circumstances 

associated with the symptoms, previous duration and 

course of symptoms, level of occupational functioning, 

and quality of personal relationships. The latter three 

of these are powerful prognostic and treatment 

indicators (Strauss & Carpenter, 1974a; Strauss & 

Carpenter, 1974b). Axes III, IV, and V in DSM-III 

(American Psychiatric Association, 1980) and DSM-III-R 
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(American Psychiatric Association, 1987) are attempts to 

incorporate some o£ these components into the 

diagnostic picture. However, as will be discussed later 

in this proposal, there are serious reliability and validity 

questions regarding the measurement o£ a complex 

construct, such as "level o£ adaptive £unctioning" on 

Axis V, through the assignment a single score 

(Blash£ield. 1984). Axis V represents a £irst step 

towards considering psychosocial characteristics as part 

of the diagnostic picture, but offers at best only the 

most basic information about a patient's psychosocial 

features. 

E£forts to develop nosologies that would accurately 

subclassify psychiatri,c patients and/or their disorders 

have differed vastly in terms o£ their degree o£ 

methodological and statistical sophistication, 

generalizability, and clinical usefulness. Blashfield 

(1984) divided classi£ication systems according to 

whether they were developed using a Kraepelin 

(traditional psychiatric) approach or an empirical and 

quantitative (statistical) approach. An alternative way 

of conceptualizing di££erences among classification 

approaches is to characterize them according to the 

degree to which they are based upon empirical data and 

statistical technology. Skinner (1981) o££ers perhaps the 

most precise scheme by subdividing typological 
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approaches into five basic models: the categorical, 

dimensional, hierarchical, circumplex, and hybrid. 

Because they are the most prominent in the 

classification literature, are the most focus of the 

greatest controversy, and form the foundation for the 

present study, the categorical and dimensional models 

will be examined in detail. 

Before the methodology and the literature 

associated with the categorical and dimensional 

approaches are presented, the history leading to the 

genesis of today's traditional psychiatric classificatory 

system, as represented by DSM-III-R (American 

Psychiatric Association, 1987), will be reviewed. It was 

the criticisms leveled against this system and its 

predecessors that led to the development of alternative, 

quantitatively-based classification procedures. 

A brief history of psychiatric classification: the Neo

Kraepelin approach 

DSM-III (American Psychiatric Association, 1980) 

represented the reaction of the psychiatric system to 

the attacks upon traditional diagnosis and classification 

that were prominent during the decades of the 1950's 

and 60's. Around 1970, a back-to-basics movement 

developed in psychiatry that emphasized the importance 

of the medical model and of classification for the 

understanding of psychopathology. Those espousing this 
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approach were called neo-Kraepelinian because their 

views reflected the thinking of Emil Kraepelin, a 

German physician. 

Kraepelin is perhaps most famous for his sixth 

edition of his Textbook of Psychiatry (Kraepelin, 1899). 

In this work he emphasized two revolutionary concepts: 

manic-depressive insanity (bipolar disorder) and dementia 

praecox (schizophrenia). Kraepelin organized the 

fragmented ideas of 19th century psychiatry regarding 

the functional psychoses by classifying together several 

syndromes based upon age of onset and common outcome 

and calling them dementia praecox (Strauss & Carpenter, 

1972). Also, prior to this time, mania and melancholia 

had been viewed as two distinct disorders, but Kraepelin 

united them through the concept of manic-depressive 

illness. 

It was apparently not Kraepelin's intention to 

create a new classification scheme, but in fact 

Kraepelin's system is considered the foundation of 

modern psychiatric classification. The 13 major 

categories of disorders outlined in the Textbook of 

Psychiatry, Sixth Edition (Kraepelin, 1899) are still 

used to conceptualize the major categories of illness, 

such as alcoholism and organic dementia. Perhaps more 

important among his contributions, however, was his 

approach to classification, which emphasized observation 
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of patients, the specificity of certain symptoms to a 

given disorder, and the idea that patients could be 

grouped together according to the course of their 

disorder (Blashfield, 1984). 

Kraepelin's ideas were carried to the United States 

by Adolf Meyer, a Swiss physician and a seminal thinker 

in the area of psychiatry, around the turn of the 

century. One of Meyer's major contributions to the 

field of psychiatry was his recognition of the 

importance of including a patient's social functioning in 

the evaluation of his or her illness (Glazer, Aaronson, 

Prusoff, & Williams, 1980). Along with espousing 

Kraepelin's and Freud's contributions, he developed his 

own holistic theory of psychiatry called "psychobiology." 

He eventually became disenchanted, however, with the 

usefulness of classificatory systems, believing that 

human beings were too complex to classify. He came to 

believe that a diagnostic label should be replaced or at 

least supplemented by data regarding the patient's 

hereditary, enVironmental, constitutional, social, and 

psychological factors. Rather th~~ using traditional 

classification methods, psychiatry should base its 

treatment of patients on the patient's behavior, rather 

than on some arbitrary label assigned to the patient. 

Meyer's focus upon treatment and prevention, and 

upon understanding the "why" and "how" of a patient's 
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disorder, gained popularity among mental health 

professionals during the early and middle parts of this 

century. His anti-classification stance contributed 

significantly to the movement away from diagnosis 

towards a more holistic description of the patient. 

During World War I, a taxonomy was adopted in 

the United States that utilized the Kraepelinian 

concepts of dementia praecox, manic-depressive disorder, 

and paranoia (Menninger, 1963). After this war, 

interest in classification waned as interest in 

psychoanalysis and other psychological therapies peaked. 

With the arrival of World War II, however, the 

psychiatric establishment was forced to reassess the 

adequacy of its diagnostic system for addressing the 

psychological problems arising during that era. The 

American Psychiatric Association decided to form a task 

force to create a standard system that would be used in 

the United States. The Diagnostic and Statistical 

Manual of Mental Disorders, first edition (American 

Psychiatric Association, 1952) resulted. 

The structure of DSM-I was designed to allow for 

greater communication among members of the mental 

health professions. In fact, care was taken to use 

concepts that were popular among professionals at that 

time; a 10% sample of members of the 
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American Psychiatric Association was polled in order to 

make revisions to DSM-I's early drafts. Three major 

categories were decided upon: disorders caused by or 

associated with impairment of brain tissue function (e.g., 

organic brain syndromes), disorders of psychogenic 

origin, that is, without a clearly clinical or structural 

cause (e.g., personality and psychotic disorders), and 

mental deficiency. DSM-I's emphasis upon communication 

spread to the international psychiatric community and 

eventuated in a consensual psychiatric classification 

system, the mental disorder section of the International 

Classification of Diseases, eighth edition (World Health 

Organization, 1967). The American version of the ICD-8 

was the Diagnostic and Statistical Manual of Mental 

Disorders, second edition (American Psychiatric 

Association, 1968), or DSM-II. This edition expanded the 

three-category system into one that included 164 

psychiatric diagnoses organized into 10 groups (Mahrer, 

1970) . 

Concurrent with the development of DSM-II was 

the "antipsychiatric" stance of the 1960's that will be 

detailed later. In response to the attacks of the 

antipsychiatrists, a "Neo-Kraepelinian" movement arose 

to reaffirm the importance of psychiatric classification. 

This movement was spurred by the "Feighner paper" 

(Feighner, Robins, Guze, Woodruff, Winokur, & Munoz, 
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1972), which proposed 16 diagnostic categories, and by 

the Research Diagnostic Criteria (Spitzer, Endicott, & 

Robins, 1975), which outlined speci~ic criteria ~or the 

diagnosis o~ schizophrenia and a~~ective disorders 

(Blash~ield, 1984). The ultimate ~ruition o~ the neo

Kraepelinian movement was the development o~ DSM-III 

(American Psychiatric Association, 1980), which improved 

upon the earlier DSM versions by o~~ering clear 

diagnostic criteria and thus greater reliability. DSM-

Ill's multiaxial approach can be seen as an integration 

o~ traditional psychiatric categorization with the trend 

towards multidimensional description. Further, its use 

o~ hierarchical structures on Axes I and II, along with 

the quantitative ratings used on Axes IV and V, 

quali~ies it as a hybrid o~ hierarchical and dimensional 

classi~ication models (Skinner, 1981). DSM-III's 

classi~ication structure could also be called class

quantitative. 

Initial ~ield trials o~ DSM-III suggested improved 

interrater diagnostic reliability in comparison with DSM

II. Spitzer, Forman, & Nee (1979) reported a kappa 

coe~~icient o~ .78 ~or Axis I diagnoses made using joint 

interviews and o~ .66 ~or diagnoses derived ~rom 

separate interviews. The reliabilities ~or Axis V were 

similar, although Axes II and IV did not per~orm as 

well. 
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The persistence of these efforts to improve the 

reliability and validity of the psychiatric diagnostic 

scheme demonstrates the esteemed place that 

classification holds in psychiatry and psychology, as it 

does in other realms of study. 

The importance of classification 

Classification is crucial to all branches of science. 

In the study of psychopathology, classification enables 

those who study individuals with mental disorders to 

organize their observations in ways that enable 

communication among researchers and clinicians, and to 

the patients suffering from a disorder. In the mental 

health fields, diagnosis, which literally means to 

distinguish or differentiate, is frequently viewed as 

paramount to a clinician's effort to successfully treat. 

Yet, despite this vital role, attempts to develop more 

precise classification systems have been alternately met 

with favor and disfavor. As was pOinted out earlier, 

during the mid-twentieth century, when the popularity 

of Thomas Szasz (1961) antipsychiatric stance was at 

its zenith, psychiatric classification was heavily 

criticized. It was during that era that Rosenhan's 

(1973) classic expose, "On Being Insane in Sane Places," 

presented a cogent argument against the reliability and 

accuracy of psychiatric diagnosis. Even today, with the 

vastly-refined technology offered by DSM-III-R 
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(American Psychiatric Association, 1987), the 

classification of at least some of the diagnostic entities 

(e.g., personality disorders) is hampered by the same 

deficits that have been prevalent throughout the 

history of psychiatric classification. 

If understanding of psychopathology and its 

treatment is to advance as a science, some form of 

classification or typing is essential. Knowing the 

constellation of attributes that characterizes 

schizophrenic patients, for example, enables members of 

that category of pathology to be distinguished from 

members of another category, e.g., bipolar disorder. 

Such knowledge helps to advance psychological theory 

and can be considered of scientific interest in its own 

right (Lorr, Klett, and McNair, 1963). To label a person 

schizophrenic or bipolar enables one to anticipate 

symptoms and prognosis, to decide upon treatment plans, 

to anticipate treatment outcomes, and to communicate to 

others information regarding a given patient's symptoms, 

treatment and prognosis. Knowledge of patient classes 

also enables the researcher to ascertain the predisposing 

factors that are held in common by members of a given 

class. Further, understanding of the differences in 

etiology among the various classes of disorder is 

essential to the development of preventive interventions. 
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As Lorr (1970) points out, classifying a patient on 

the basis of an entire profile of scores, considered 

simultaneously, preserves information that is lost in 

single attribute measurement. Type'membership can 

provide enhanced predictions of outside criteria, such as 

treatment outcome. A homogeneous subtype of patients 

will also tend to be more uniform in terms of criterion-

relevant behavior (e.g., social skills) than will a mixed 

sample (Toops, 1948). 

Given the crucial role that classification has held 

and continues to hold within the fields of psychiatry 

and psychology, what are the factors responsible for the 

controversy surrounding it? 

Problems with traditional psychiatric classification 

First, the unacceptably low reliability associated 

with psychiatric diagnosis has been empirically 

demonstrated and documented. In one of the earliest 

studies of this issue, Masserman and Carmichael (1938) 

observed that, in a follow-up of 100 inpatients in a 

university hospital, 40% received a revised diagnosis one 

year later. A similar result occurred in Ash's (1949) 

famous comparison of the diagnoses given individually to 

52 men by three psychiatrists. Beck (1962) reviewed a 

series of eight studies conducted in the 1950's for 

which the rate of diagnostic agreement never exceeded 

42%. Goldfarb's (1959) investigation of the degree of 
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agreement of diagnoses given by four experienced 

clinical psychologists revealed equally dismal degrees of 

reliability. These observations led to a growing disfavor 

towards diagnostic systems at the very time that more 

precise treatment techniques warranted a refined 

classification system (Zubin, 1967). 

Researchers interested in improving the reliability 

of classification set out to investigate whether the lack 

of standardized conditions and a specific nomenclature 

were responsible for low reliability figures. Kendall's 

(1975) criticisms of these early reliability studies pOint 

out that their methodological weaknesses render their 

findings inconclusive. In fact, Beck, recognizing the 

flaws in the studies he reviewed, formulated what he 

considered to be the basic requirements needed to 

conduct an adequate interrater reliability study. He and 

his colleagues in Philadelphia carried out a study using 

these criteria (Beck, Ward, Mendelson, Mock, and 

Erbaugh, 1962). Applying the diagnostic system of 

DSM-I (American Psychiatric Association, 1952), the two 

psychiatrists that interviewed each of the 153 patients 

yielded 54% agreement on specific diagnoses. An 

agreement of 15-19% would have been expected to occur 

by chance. Another study that generated more optimism 

was the Chichester study (Kreitman, Sainsbury, 

Morrissey, Towers and Scrivener, 1961). Using eleven 
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different diagnostic categories, overall diagnostic 

agreement was 63~. A later study, using a 

standardized interview schedule called the Present State 

Exam, found a concordance rate of 92~ (Wing, Birley, 

Cooper, Graham and Isaacs, 1967). 

Spitzer and Fleiss (1974) reviewed the reliability 

literature related to psychiatric classification and 

concluded that: 1) reliability is a necessary feature of 

classification systems; 2) the reliability studies 

conducted prior to 1975 show that psychiatric 

classification is unreliable; and 3) the reason for poor 

reliability was the vagueness in the nomenclature used 

by DSM-I (American Psychiatric Association, 1968) and 

DSM-II (American Psychiatric Association, 1980). They 

then reanalyzed previous reliability studies using the 

kappa statistic, which corrects for the different base 

rates at which disorders occur. Based on their review, 

they concluded that the reliabilities for organic brain 

syndromes and alcoholism were acceptable, but that for 

other disorders, such as the neuroses, personality 

disorders, and affective disorders, interclinician 

agreement was unacceptable. 

As one progresses chronologically through the 

literature on classification, the factors influencing the 

reliability of diagnosis become clearer. Factors that 

vary across studies, such as interviewing technique, 
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training and orientation of the rater. the setting of the 

psychiatric interview. the similarity of the subjects 

being classified. the types of pathology (e.g .• psychotic 

versus personality disorders). and even. as mentioned 

above. the statistic used to indicate concordance (e.g .• 

percentage agreement versus kappa) can have an impact 

upon reported reliability figures. It could be argued. 

then. that classification systems have no inherent 

reliability. but rather that the reliability of diagnosis 

results from an interaction between the strength of the 

nomenclature and one or more of the factors mentioned 

above. In fact. after reviewing the reliability literature 

that received such an emphasis by the neo-

Kraepelinians. Blashfield (1984) concludes that the 

importance of reliability has been overstressed. and that 

the validity of classificatory concepts are relatively 

more crucial. 

The second criticism that was lodged against 

classification attempts concerns the congruence between 

psychiatric classification and the medical model. The 

medical model conflicts with a number of movements 

that have gained precedence in the mental health 

profession. such as the behavioral. humanistic. and the 

psychoanalytic (Blashfield. 1984). "Antipsychiatrists" 

such as Szasz (1961). who denied the existence of 

mental illnesses. were at the forefront of these attacks 
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upon traditional psychiatry. The more recently

developed treatment approaches, which tend to focus on 

patients' here-and-now experience, such as Gestalt 

therapy, the links between cognitions and distress, such 

as cognitive therapies, and on overt behaviors, as do 

operant behavioral approaches, have had little use for 

imputing the existence of diagnostic entities. 

The third criticism arose through the application 

of labeling theory (Goffman, 1959), which suggests that 

labels become self-fulfilling prophecies. Scheff (1963) 

pOinted out that much of the disability and suffering 

that is associated with a diagnosis of, say, 

schizophrenia is due to the social stigma accorded to 

those inflicted with such a label. 

Kendall (1975) counters the above points by 

arguing for both the usefulness and the unavoidability 

of psychiatric diagnosis. The concept of schizophrenia, 

he maintains, allows us to draw generalizations about 

patients relegated to that category of illness, i.e., that 

they share certain behavioral and experiential anomalies, 

that there is a likelihood of familial prevalence, and 

that certain psychotropic drugs are effective in relieving 

their symptoms. He argues further that epidemiological 

research demands some classification system, as does 

developing some plan for distributing psychiatric 
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services. Without a nosology, scientific and inter

clinician communication would be impossible. 

This was not meant to deny the need for 

formulations that take into account the unique 

characteristics of patients and their environment. 

Menninger (1963) advocated a detailed delineation of the 

patient's predicament, including his or her symptoms and 

their evolution, interpersonal relationships, 

characterological strengths and weaknesses, and 

defenses. Diagnosis, by itself, is not sufficient for 

individual treatment planning, but it is essential to the 

advancement of knowledge regarding effective 

treatments for various disorders. The ideal approach 

would seem to be one which utilizes both a refined 

nosological system in combination with an exploration of 

other factors that contribute to psychiatric disorders 

and their treatment. 

The development of a classification scheme 

Empirical methods for developing classification 

models should, according to Skinner (1981), follow a 

general framework in order to ensure the model's 

scientific merit. Prior to actually deriving a statistical 

solution, a theoretical formulation leading to specific 

and testable hypotheses should be made. Included in 

this theoretical component is a definition of each type, 

a specification of the relationships among the various 



32 

types, and a description of prognosis and appropriate 

treatment interventions. The next phase focuses upon 

internal validation. This involves choosing an 

appropriate statistical technique to develop the 

classification solution, replicating the derived solution in 

new samples, and evaluating reliability, validity, and 

coverage. Given that there is a vast array of 

classification techniques to choose from, the method 

chosen should hinge upon theory. Ordination methods, 

which display relationships among individuals within 

multidimensional space (Rohlf, 1972) and clustering 

strategies, which place individuals into discrete or 

overlapping categories, represent two diverse theoretical 

viewpoints on what is the best model to develop a 

typology. As will be discussed later, the literature is 

replete with arguments over the superiority of one 

model or the other. But empirical evidence alone 

cannot settle the argument, because each model can be 

made to fit any data set. Simply fitting a statistical 

model to the data gives no definitive information 

regarding the nature of psychopathology. Skinner (1981) 

believes it is necessary to use confirmatory procedures 

that would allow models to be tested for goodness of 

fit. 

Finally, external validation requires study of the 

prognostic usefulness of the classification, an 



33 

examination of its descriptive validity, and efforts to 

generalize the scheme to other populations. 

The evaluation of a classification scheme 

Skinner (1981) presents reliability, validity, and 

coverage as important criteria for evaluating a 

classification scheme. In a reliable system, for example, 

patients with similar characteristics should be assigned 

to the same category. Likewise, diagnosticians should 

agree on the diagnosis assigned to a given patient 

(interdiagnostician reliability) and the same diagnostician 

should make the same diagnosis over time 

(intradiagnostician reliability). Coverage indicates the 

degree to which the entire population of patients can be 

classified within the diagnostic system. Descriptive 

validity exists when the subgroups that have been 

identified are homogeneous with respect to important 

characteristics. When a system has predictive validity, 

prediction regarding treatment response and prognosis 

can be accurately made. 

Pointing out that psychiatric classification affords 

losses as well as gains, Blashfield and Draguns (1976) 

add another crucial criterion. They maintain that the 

clinical utility of the classification scheme must 

outweigh its negative aspects, which include a loss of 

information about the patient and labeling effects. With 

their propensity towards categorization, clinicians tend 
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to overlook the ~act that reliance on a diagnostic label 

can hamper their ability to predict individual treatment 

outcome. Yet, conversely, the predictive power a~~orded 

by classi~ication schemes has been proposed as a major 

rationale ~or their development (Lubin, 1968; Shakow, 

1968; Wilson, 1968). These authors argue that 

classi~ication is justi~ied provided that it enhances one's 

ability to predict etiology. prognosis, and treatment 

response. Kendall (1975) agrees that the use~ulness and 

validity o~ a classi~ication method depends upon its 

prognostic and therapeutic use~ulness. One crucial test 

o~ any classi~ication scheme, then, would be to assess 

the extent to which classi~ication scores or membership 

in a diagnostic category predicts some aspect o~ 

outcome, such as community adjustment or treatment 

outcome. Although classi~ication schemes can be 

evaluated on their ability to predict etiology as well as 

outcomes, the identi~ication o~ etiology is a much more 

complex undertaking that requires the consideration o~ 

biological as well as psychosocial variables. Thus, this 

criterion was considered to be beyond the scope o~ this 

study. 

Nontraditional approaches to classi~ication 

The literature on psychiatric taxonomies has widely 

expanded since around 1970 (Blash~ield, 1984), and 

prevalent both immediately be~ore and during this period 
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were attempts to develop more comprehensive systems. 

Many of the proposed systems were multidimensional, 

focusing upon sets of characteristics that distinguish 

patient groups from one another and from healthy 

samples. Thus, around the same time that DSM-III was 

in preparation, classification approaches using 

multivariate statistical techniques, such as factor 

analysis and cluster analysis, proliferated. These 

techniques allowed for the development of empirically

based classification models using large numbers of 

variables. By classifying patients in terms of a broader 

range of clinically-relevant variables, such classification 

models attempted to correct for the sole reliance upon 

symptoms that was characteristic of DSM-I and DSM-II. 

Particularly prevalent were numerical taxonomies 

(Sneath & Sokal, 1973) developed through various 

clustering techniques. Such empirically derived 

taxonomies were expected to yield more reliable 

classification schemes than traditional diagnostic 

procedures. 

Although many of these recently-developed 

empirical models were data- and statistically-based, 

there have been several theory-based, nonstatistical 

approaches to identifying homogeneous subgroups within 

the larger heterogeneous population of seriously 
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mentally ill patients. These merit attention £or their 

clinical utility. 

For example, one common approach to identi£ying 

the existence o£ subgroups has been to explore single 

psychiatric service entities. This has £requently 

involved the use o£ clinicians' judgments to identi£y 

the characteristics typical o£ a given subgroup, and 

o£ten yields an "armchair philosophy" regarding the 

£eatures and needs o£ the population. For example, 

the "young adult chronic patient" label (Pepper & 

Ryglewicz, 1980) was applied to a group o£ patients 

with chronic psychiatric disorders who exhibited 

troublesome service needs and patterns o£ usage. Once 

identi£ied, this patient group became the £ocus o£ 

national attention (Glass, 1983) as well as the subject 

o£ intensive empirical investigation (see, £or example, 

Schwartz & Gold£inger, 1981, and Pepper & Ryglewicz, 

1982). However, Bachrach (1984) commented that, 

despite the recognition given to this group in the 

popular and pro£essional literature, little agreement 

regarding their speci£ic needs and characteristics 

exists. Although young adult chronic patients have 

been characterized as sharing similar coping 

mechanisms, service usage patterns, and complicating 

problems such as substance abuse, they also di££er 

widely in "diagnosis, age at onset o£ illness, level o£ 
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premorbid functioning, degree of psychopathology, 

symptomatology, and institutional history" (Bachrach, 

1 984, p. 578). 

A similar classification was made by Goldfinger, 

Hopkin, and Surber (1984), who described a 

subpopulation termed "acute care recidivists." These 

individuals, whose frequent use of mental health 

services results in appareatly poor outcomes, often 

have substance abuse and medical problems, display 

unreliable attendance in treatment programs, and 

exhibit other behaviors that interfere with treatment. 

Overlapping with the young adult chronic population, 

this group is characterized by these authors as 

particularly vulnerable to the lack of consistency, 

coherency, and coordination that plagues the 

deinstitutionalization-era mental health system. 

Another subgroup that has been the focus of 

intense scrutiny, both empirical and nonempirical, in 

recent years is the homeless mentally ill (see Lamb, 

1984, for a review of the literature). However, the 

rapidly-expanding body of data on this population has 

suffered from the absence of clear and accepted criteria 

for the universe in question. Identification o~ the 

characteristics and problems of this group has been 

hampered due to differences in sampling methodologies 

used by the various investigators which have 
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consequently led to a lack of comparability across 

studies (Bachrach, Santiago, Berren, & Hannah, 1988). 

An alternative classification approach has been 

based upon clinicians' judgment of characteristics that 

distinguish one patient type from another. An example 

of the development of subgroups based upon clinical 

judgment is provided by Sheets, Prevost, and Reihman 

(1982). These authors interviewed 22 direct service 

providers who were involved daily with young adult 

chronic patients. They found that these patients differ 

in terms of developmental stage, functional ability, 

socioeconomic background, and life style. They used 

these observed differences as the basis for 

hypothesizing three distinct subgroups of young adult 

chronic patients: a low energy, low demand group 

which passively depends upon the mental health system, 

a high energy, high demand group, which is typified by 

the difficult, "revolving door" patient, and a high 

functioning, high aspiration group of patients who want 

to exercise control over their condition and treatment. 

Harris and Bergman (1987) based their typology 

solely on their ratings of patients' social interaction 

skills. They assessed 110 young adult chronic patients 

on six variables: overt symptomatology, manifest 

anxiety, contact-seeking, motivation, negativity, and 

level of functioning. They then inferred the presence 
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treatment approaches. 
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Although these attempts to describe subgroups 

provide additional information regarding the diversity 

among mentally ill persons, identifying subpopulations 

in terms of a clinician's judgment along a single 

dimension, such as homelessness or medication 

compliance, may be too global, given the diversity of 

financial, social, and psychological resources within any 

subgroup. Description of patients along anyone 

dimension is generally insufficient for meeting service 

planning needs. Further, the uses of clinical judgment 

or theory alone introduce the possibility of observer 

bias, as well as a host of other methodological problems. 

The likely outcome is unreliability, lack of 

generalizability, and lack of replicability of the 

classification scheme. 

The identification of appropriate services for a 

mentally ill individual hinges in part upon the service 

provider's ability to objectively assess the patient on 

characteristics related to some component of treatment 

outcome, such as post-morbid functioning. A more 

pragmatic approach to the classification of patients, 

then, would be to develop empirically-derived 

multivariate taxonomies based upon the objective 

measurement of variables related to some variant of 
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outcome. In fact, there is a significant body of 

literature on the social, social- psychological, and 

psychiatric variables associated with therapeutic outcome 

(see Avison & Speechley, 1987, for a review). 

As Skinner (1981) points out, the selection of 

variables on which the classification is based is crucial, 

because a classification based on, for example, current 

symptoms can differ greatly from one based upon 

etiology. He suggests developing theoretical frameworks 

for integrating important content areas. Engel's 

biopsychosocial model (1977) offers an example of a 

framework which includes a broad range of relevant 

dimensions, including social, psychological, behavioral, 

and biomedical factors. 

In summary, a vast range of approaches for 

identifying and classifying the seriously mentally ill has 

been developed. Investigators agree that the seriously 

mentally ill vary widely in terms of their clinical 

conditions, functional disabilities, strengths, and 

service needs, and that an understanding of this 

variability is an important component of treatment 

provision. Thus, if service providers are to be able to 

offer an array of services tailored to meet the 

disparate needs of patients, a scheme for differentiating 

the unique subpopulations of chronically mentally ill 

patients along salient dimensions must be made (National 
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Institute of Mental Health, 1987; Bergman & Harris, 

1987) • 

The perspectives that underlie the two major 

statistically-based classification models, along with the 

arguments for and against each approach, will now be 

presented. 

The Categorical Model of Classification 

The categorical model is based upon the assumption 

that individuals can be grouped into one of a finite 

number of diagnostic categories according to the 

similarity of their symptom pattern. Patients 

categorized into a given subgroup are determined to be 

more similar to one another than they are to patients in 

a different group. Ideally, the subgroups or 

subcategories are mutually exclusive and exhaustive. 

In this model, the units are assigned on an all-or

none basis; either the patient does or does not have, 

for example, a schizophrenic disorder. Because 

treatment decisions often hinge upon which category the 

patient is relegated to, clinicians tend to rely upon this 

model. 

The assignment of patients to diagnostic 

categories, as is done with Axes I and II in the DSM

III-R (American Psychiatric Association, 1987), is based 

upon a special case of the categorical model known as a 

hierarchical model (although in total DSM-III is a hybrid 
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model). In this model, the categories are placed in a 

hierarchical arrangement, e.g., an affective disorder is a 

category that encompasses bipolar disorder, which has 

subcategories of mixed, depressed and manic. 

Advocates of the categorical model argue that this 

type of classification is the norm in many areas of 

human endeavor: in medicine, in other biological 

sciences, and even in language. Categorization allows 

for simplicity of description and conceptualization of 

the members of a given category. Assigning a patient to 

a category with known characteristics allows the 

clinician to communicate to others the clinical features 

of a patient (Kendall, 1975). Thus, for research 

purposes, for planning of services, and for scientific 

communication, the division of patients into groups is 

almost unavoidable. 

The major criticism of the categorical model has 

been based upon the conflicting evidence for one of its 

primary assumptions, which is that there is discontinuity 

between diagnostic categories. Particularly prior to 

DSM-III (American Psychiatric Association, 1980) 

clinicians used borderline labels such as anxious 

depression, pseudoneurotic schizophrenia, and 

schizoaffective psychosis, indicating that the major 

diagnostic categories are treated as less discrete in 

practice than they are considered to be in theory. The 
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question of whether or not there exist points of rarity 

or discontinuity between categories has been the subject 

of a great deal of discussion and controversy (Kendall, 

1975). If, in fact, the multivariate distribution of the 

variables used to categorize patients is bimodal, that is, 

patients tend to "cluster" in two or more different areas 

of the distribution curve, then the data are consistent 

with the categorical model. Likewise, if the distribution 

is unimodal, then an arbitrary division of patients into 

discrete groups is superfluous, and the dimensional 

model offers a better fit (Blashfield, 1984). 

In spite of the improvements gained for the 

categorical model by the more specific diagnostic 

criteria of DSM-III (American Psychiatric Association, 

1980), there is still some equivocation regarding how 

patients are to be diagnosed. There is a vast difference 

between interviewing a patient to ascertain his or her 

symptom pattern and actually observing the patient's 

symptoms (e.g., watching the patient respond to auditory 

hallucinations). Yet, the variability associated with the 

methods used to categorize patients, such as behavioral 

observation and self-report, is generally ignored by 

categorical systems (Blashfield, 1984). 

The categorical model is known by a number of 

names, including the typological model, classification 

model, and cluster model. The statistical technology 
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most frequently associated with the categorical model is 

actually a group of procedures known as cluster 

analysis. Cluster analytic techniques vary a great deal 

in terms of their statistical methodology, but have in 

common their major feature, which is to partition a 

data set in such a way that the entities being clustered 

form homogeneous classes (Blashfield, 1984). Blashfield 

reports that there are at least 150 methods referred to 

as cluster analytic techniques. Applying any two of 

these techniques to the same data set can yield 

different cluster solutions, which calls into question the 

validity of any single cluster-analytic solution. 

Although there are various procedures that can be 

applied to validate a given clustering scheme, such as 

the use of cross-validation and the validation of results 

through discriminant function or regression analysis, 

cluster analysis must still be seen as an exploratory 

technique which requires follow-up studies to provide 

final answers regarding the nature of underlying 

subpopulations. 

The Dimensional Model of Classification 

In contrast with the categorical model, the 

dimensional model does not assign patients to discrete 

categories, but rather finds a set of dimensions along 

which each patient is assigned a position. The 

individual's place along these various dimensions is used 
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to assess and to visualize his or her relationship to 

other patients. The dimensional model does not use a 

single concept, such as a diagnostic category, as does 

the categorical model, but describes patients in terms of 

the multiple dimensions. 

Dimensional systems are not used as frequently as 

categorical systems; in fact, dimensional models are 

derived only when there exists an appropriate measuring 

instrument for assigning scores along the dimension. 

However, advocates of this model cite the fact that 

there is no loss of information, as can occur with 

categorization, as a main advantage. That is, with 

dimensional classification, each individual's actual score 

is retained; in categorical models, patients are 

dichotomized into groups based upon similarities between 

their scores. One example is a score on a creativity 

measure being used for categorization as opposed to 

being seen as a point along a dimension. A T-score of 

65 and a T-score of 80 might place two people into the 

"creative" category, but the considerable difference 

between these two individuals would be lost. Likewise, 

once patients are placed into categories such as 

"schizophrenia, residual type," data regarding other 

features of the patient, such as the degree to which she 

or he has interpersonal attachments, tends to be 

overlooked and forgotten. Further, unlike categorical 
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classification, dimensional schemes do not distort 

perceptions of the patients who lie between categories. 

For example, a patient whose symptoms place him or 

her near to two different diagnostic categories is not 

forced into one or the other, which then tends to cause 

the clinician to overlook the patient's unique 

symptomatology (Kendall, 1975). 

The dimensional model also has a primary 

disadvantage, however. In applying it to assess the 

characteristics of patients, the dimensional system 

usually has to be reduced to categories before the 

information it contains can be used clinically. Thus, a 

patient with score X on Dimension I and score Y on 

Dimension II is eventually defined as, having, for 

example, anxious depression. It is generally 

theoreticians, rather than clinicians, who are able to 

resist the temptation to categorize (Kendall, 1975. 

The statistical technique associated with the 

dimensional model is factor analysis. The oldest of the 

exploratory techniques, it has a longer history of use in 

the study of psychopathology than does cluster analysis. 

Factor analysis is designed to yield a reduced number of 

dimensions or factors to represent data gathered on a 

larger number of variables. The factors are linear 

composites of the variables and are derived so that the 

greatest amount of variance in the data is captured. 
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Factor analysis is frequently used as a data-reduction 

technique and as a means of discovering latent 

structures or underlying factors that explain the 

relationship among the original variables. 

Like cluster analytic techniques, factor analysis has 

features that make it an imperfect tool for the 

classification of psychopathology. It, too, is more a 

collection of techniques than a single methodology, and 

thus comes with a set of methodological choices that 

require subjective judgment on the part of the 

investigator. Variability in solutions for the same data 

set is a possible outcome of these judgments. As with 

cluster analysis, the array of choices at various points 

in the factoring procedure calls for a level of statistical 

sophistication that many users do not have. And similar 

to the conflicting opinions regarding the "best" 

clustering method, experts conflict in their advice about 

which options to choose at the various steps of a factor 

analysis (Blashfield, 1984). It is relatively easy to 

submit a data set to a computerized factor analysis 

program and to derive a number of factors. It is quite 

another thing to determine whether the obtained 

solution is the "true" one or even if the solution is 

meaningful. Cross-validation and the use of 

confirmatory procedures are needed if results are to 

have any scientific merit. 
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Even i~ all o~ the problems associated with both o~ 

these models were to be addressed, the argument 

regarding the superiority o~ the categorical versus the 

dimensional model is unlikely to ever be settled. Cattell 

(1970) contends that whether one describes patients 

through categorization or by their scores on various 

attributes, one is using the same basic descriptive 

system. Kendall (1975) concludes that the question o~ 

which model is "correct" is a meaningless one. Rather, 

one should ask which approach is more use~ul or more 

appropriate ~or the purpose at hand. 



CHAPTER III 

REVIEW OF THE LITERATURE: 

THE DIMENSIONAL MODEL 

49 

As applied to research in psychopathology, factor 

analysis is a technique which attempts to isolate 

syndromes of co-occurring symptoms (Blashfield, 1984). 

By doing so, it identifies the hypothetical structures 

that underlie the diverse manifestations of mental 

disorders. 

Perhaps the earliest researcher to apply factor 

analysis to the study of psychopathology was Moore 

(1933). Moore studied symptom ratings for 367 male 

and female functional psychotics from two hospitals. 

Observers rated the patients on the presence or absence 

of thirty-two symptoms that describe schizophrenic and 

bipolar disorders. Raters counted a symptom as being 

present if it had occurred at any point in the patient's 

illness. Moore isolated seven syndromes: Catatonic, 

Deluded and Hallucinated, Paranoid Irritabilities, Manic, 

Cognitive Defect, Constitutional Hereditary Depression, 

and Retarded Depression. Moore's study was criticized 

because he mixed current symptoms and interview-based 

variables with past symptoms and ward behavior. Lorr, 

Klett & McNair (1963) point out that the simultaneous 

inclusion of all of these information sources makes the 



50 

syndromes that were isolated uninterpretable. In fact. 

L.L. Thurstone, a prominent figure in the development 

of factor analysis, reanalyzed Moore's data in a paper 

entitled "Vectors of the Mind" (Thurstone, 19'4). He 

found five, instead of seven factors. Lorr, Jenkins & 

O'Connor (1955) later used some of Thurstone's factors 

in combination with conventional diagnostic syndromes 

to study the dimensions underlying psychopathology and 

behavior in hospitalized psychotics. 

A later reanalysis (Degan, 1952) of Moore's data 

yielded six syndromes that were to be reconfirmed in 

subsequent factor analytic studies; these were 

Hyperexitability, Catatonia, Hyperprojection, Depression, 

Schizophrenic Dissociation, and Traumatic Hysteria. It 

should be noted that Degan used a centroid factoring 

method, which was the standard method of factor 

analysis prior to the use of high-speed computers 

(Blashfield, 1984). 

In his doctoral dissertation, Dahlstrom (1949) used 

l' MMPI scores plus 41 symptoms to extract five 

factors. Four of these factors (Neuroticism, Distortion 

of Reality, Self-Preoccupation, and Control) were later 

replicated in studies using rating scales. 

Blair (1952) studied the social behavior of 100 

schizophrenic patients. He extracted six factors 

describing interview behavior, as opposed to symptoms; 
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these included General Social Orientation, Socio-Motoric 

Responsiveness, Curiosity, and Reactive Assertion. 

Another doctoral dissertation by Guertin (1952) 

used symptom ratings alone to yield six factor 

syndromes: Excitement-Hostility, Retardation and 

Withdrawal, Guilt Conflict, Confused-Withdrawal, 

Persecutory-Suspicious, and Personality Disorganization. 

Unfortunately, some syndromes, such a Mania, were 

absent due to the restriction of the study sample to 

only schizophrenic patients. 

Guertin (1955) also looked at ward behavior alone 

for a group of 100 hospitalized veterans. Using the 

Hospital Adjustment Scale (McReynolds, Ballachey, and 

Ferguson, 1952), Guertin isolated. three factors, which 

he named Lack of General Interest, Social Withdrawal, 

and Personal Unconcern. As pOinted out by Lorr, Klett, 

and McNair (1963), these factors were almost 

indistinguishable from one another due to their lack of 

simple structure, i.e., the item correlations with each of 

the three factors were similar. 

Later, Guertin and Krugman (1959) factor analyzed 

fifty-five items of a behavioral rating scale, which 

observers used to rate patients' behavior in a number of 

different settings. Using data from 100 patients, six 

factors emerged; these were Deteriorated Behavior, 

Interpersonal Tensions, Emotional Controls, Resistive 
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Isolation, Regressive Agitation, and Reality Concern. 

Only one of them, Emotional Controls, had been isolated 

by other investigations, and had then been considered a 

Hostile Belligerance factor (e.g., Guertin, 1952; Lorr, 

Jenkins, & O'Connor, 1955). 

In one of Lorr's earlier applications of factor 

analysis to psychopathology, he used 7~ rating scales 

that were descriptive of behavioral traits, severity of 

symptoms, and complaints of psychiatric outpatients 

(Lorr & Rubenstein. 1955). The authors were using this 

variety of signs and symptoms, rather than symptoms 

alone, to find confirmation for syndromes that had been 

observed clinically. They found 10 oblique factors, with 

two being descriptive of temperament, three of dynamic 

traits, and the other five characteristic of symptoms. Of 

the 15 factors hypothesized, only seven were actually 

confirmed. 

Lorr and Rubenstien's (1955) study of 

characteristics in psychiatric outpatients, as opposed to 

inpatients, highlights some of the underlying problems in 

the literature on factor analysis and psychopathology. 

Already one can see clear differences between the 

studies in terms of the sets of factors that were 

thought to underlie psychopathology; the reasons for 

these discrepancies also vary from study to study. For 

example, even when the same data set was analyzed by 
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several investigators (e.g., Moore, 1933; Degan, 1952), 

different number of variables were included. Likewise, 

various researchers have called similar symptom clusters 

by different names. Other sources of variation across 

studies include differences in the information sources 

used (e.g., ward behavior versus rating scales), in the 

degree of heterogeneity of samples (e.g., schizophrenic 

versus mixed diagnoses), in the phase of illness that 

subjects are experiencing (e.g., acute versus chronic), 

in the coverage of symptoms by the various rating 

schedules (narrow versus broad range of symptoms), in 

the reliability of ratings and of scales used, in the use 

or lack of use of marker variables, and in factoring 

methodology (e.g., orthogonal versus oblique factor 

rotation). Anyone or combination of these can 

influence the number and type of factors discovered. 

This variability in the application of factor analysis has 

been a major impediment to its acceptance as a valid 

procedure for studying psychopathology (Blashfield, 

1984) . 

On the other hand, in his review of 18 factor 

analytic studies that were published between 1951 and 

1965, Bolton (1973) concluded that the studies could be 

viewed as a series of independent replications that 

successfully identified major dimensions of 
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psychopathology. Although the 18 studies differed to 

some degree in terms of samples, raters, rating scales 

used, and factoring methodology, 12 primary dimensions 

emerged from the series. Bolton contends that 

discovering common factors despite the diversity across 

the studies enhances the validity of the factor 

identifications. 

An extremely fruitful series of investigations were 

undertaken by Wittenborn. In 1950, Wittenborn reported 

the first study in which he used the Psychiatric Rating 

Scales (PRS) to rate patients' symptoms. In developing 

the PRS, he had used guidelines for such rating scales 

that would reduce some of the sources of irrelevant 

variance outlined above (Wittenborn, 1951). His initial 

factor analytic study derived seven syndrome factors 

from 50 PRS scales measured on 140 male patients at a 

Veteran's Administration Hospital (Wittenborn, 1951). 

These syndromes were named Hebephrenic or 

Deteriorated, Mania versus Depression, Conversion 

Hysteria, Catatonic Excitement, Agitated Depression, 

Paranoid Schizophrenia, and Paranoid Condition. A 

follow-up study (Wittenborn & Holzberg, 1951) corrected 

some of the methodological weaknesses of the first, 

such as its lack of systematic sampling. The Wittenborn 

and Holzberg study replicated much of Wittenborn's 

initial findings, although the Catatonic Excitement and 
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Hebephrenic factors dropped out, and two new ones, 

Excited and Obsessive-Phobic, appeared. Based upon 

this second study, Wittenborn and Holzberg concluded 

that the factors that emerged from both studies were 

stable ones. 

Attempts to assess the stability of factors found in 

studies of psychotic syndromes include a reanalysis of 

the data. as was done by Degan (1952) to Moore's data. 

comparison of two or more ways of factoring the data, 

and replication of a study, as was done by Wittenborn 

and Holzberg (1951). Lorr, who was to become a 

prominent figure in the literature on classification of 

psychotics and who made perhaps the most consistent 

efforts to uncover stable factors, reanalyzed the 

Wittenberg-Holzberg data (Lorr, 1957). He discovered a 

Conceptual Disorganization factor that had not been 

identified and did not discover the Excited factor. 

Further, the Mania versus Depressed and Paranoid 

Condition syndromes disappeared, with Hostile 

Belligerance and unipolar Manic Excitement replacing 

them. 

Later, Wittenborn explored the extent to which the 

factors he'd discovered in earlier studies existed in 

different patient groups: involutional psychotics 

(Wittenborn & Bailey, 1952), organic psychotics 

(Wittenborn, 1952) and manics (Wittenborn & Weiss, 
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1952). These studies, according to the authors, 

demonstrated that the clinical diagnostic categories in 

current use were too broad, and that patients should be 

subcategorized into smaller homogeneous groups 

(Blashfield, 1984). 

Lorr, Jenkins, and O'Connor (1953) used the 

Northport Record with 423 male veterans in five 

hospitals. The Northport Record was based upon 

Thurstone's (1934) analysis of Moore's data. It was 

hypothesized to measure 12 factors that were based on 

interview information and observer ratings. Factor 

analysis of the data revealed 11 rather than 12 

syndromes, with seven based on the interview variables 

and four on ward observations. Lorr, O'Connor, and 

Stafford (1957) investigated the stability of these 

factors and the comparability of different rating 

schedules by collecting data on 116 functional psychotic 

patients. They used an instrument, based in part on the 

Northport Record, that was designed to measure 13 

syndromes that had been identified in at least one 

earlier study. Results of the factor analysis revealed 

only eight interpretable syndromes: Resistiveness, 

Paranoid Projection, Anxious Depression, Perceptual 

Distortion, Motor Disturbances, Activity Level, 

Grandiosity, and Conceptual Disorganization. Given that 

the 1957 study had sample size and restriction of range 
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problems, its findings are questionable (Lorr, Klett, & 

McNair, 1963). 

Another study that suffered from sampling and 

other methodological problems was that of Bostian, 

Smith, Lasky, Hover, and Ging (1959). These 

investigators used a sixty scale mental status exam to 

gather symptom rating data for 45 patients, with a 

resulting case-to-variable ratio of less than 1:1. 

Consequently, their factor analysis yielded only two 

factors, Hostile Acting Out and Anxious Remorse, that 

were consistent with earlier findings. 

Trouton and Maxwell (1956) measured 45 major 

symptoms and social history characteristics on 819 males 

diagnosed with a psychiatric disorder. Again, 

methodological difficulties precluded a reliable solution, 

and the researchers identified only two complex factors 

called Psychoticism and Neuroticism. Lack of coverage 

of the universe of symptoms, the combination of 

different sources of variance, and questionable 

interrater reliability limited the interpretability of these 

findings. 

Lorr and O'Connor (1962) factor analyzed the 

Psychotic Reaction Profile (Lorr, O'Connor, and 

Stafford, 1960), which is an inventory of patient ward 

behavior. Five hundred male psychotic patients in 57 

different hospitals were rated. The six factors that 
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arose as clear ~irst-order ~actors (derived ~rom the 

original variables) were Paranoid Projection, Hostile 

Belligerance, Resistiveness, Dominance, Excitement, and 

Agitated Depression. 

Lorr, McNair, Klett, and Lasky (1962) contributed 

to an ongoing program o~ research on the dimensions 

underlying severe psychosis by using an early 

experimental ~orm o~ the Inpatient Multidimensional 

Psychiatric Scale (IMPS) (Lorr, Klett, McNair, & Lasky, 

1963). The IMPS was initially designed to measure 9 

psychotic syndromes, some o~ which had emerged in a 

number o~ earlier studies (e.g., Degan, 1952; Wittenborn, 

1951; Lorr, 1954). Lorr and his associates were to use 

the IMPS to carry out some o~ the most signi~icant 

applications o~ ~actor analysis to the study o~ 

psychopathology. One o~ the reasons that the work o~ 

Lorr and his associates became so important is that it 

integrated much o~ what had been discovered about 

psychopathology in earlier. studies. 

A later version o~ the IMPS (Lorr & Klett, 1966) 

contained 10 hypothesized ~actors: Excitement, Paranoid 

Projection, Hostile Belligerence, Agitated Depression, 

Withdrawal with Retardation, Perceptual Distortions, 

Grandiose Expansiveness, Motor Disturbances, Thinking 

Disorganization, and Disorientation. 
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The IMPS was a rating schedule that consisted primarily 

of scales used to rate patients on a variety of overt 

behaviors that are symptomatic of psychopathology. 

Ratings were made following interviews of 30 to 45 

minut~s in length. 

In their 1962 study, the authors selected 296 

psychiatric patients, each of which was considered to be 

representative of a particular symptom pattern, such as 

anxiously depressed, markedly delusional, or disorganized 

in thought processes. This was done to ensure that all 

syndromes would be present in the sample. 

A factor analysis of the responses confirmed, to 

varying degrees, the existence of all of the postulated 

factors. Further, the authors identified several higher

order factors that emerge by correlating the ten 

primary factors. The second-order factors of 

Excitement versus Withdrawal, Hostile Paranoia, and 

Thinking Disorganization were considered to be broader 

patterns made up of first-order syndromes. 

In their review of the early applications of factor 

analysis to psychotic symptomatology, Lorr, Klett, and 

McNair (1963) summarized the factor syndromes that had 

been derived repeatedly by a number of studies, that is, 

that had stability across samples and different 

methodologies. The authors subdivided these factors 

• 
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into those based upon interview ratings and those 

derived from observations of ward behavior. 

Seven studies reported an Excitement factor that 

was correlated with increased psychomotor activity, 

elevated mood and self-esteem, and reduced emotional 

restraint. This cluster of symptoms is similar to those 

associated with DSM-III Bipolar Disorder, Manic Phase. 

(However, Lorr, Klett, and McNair (1963) hold that 

constructs such as this are dimensional and do not 

isolate groups, such as is done by a diagnostic category. 

Lorr and his associates, in fact, later went beyond the 

identification of dimensions and combined dimensional 

information in order to derive classes; see, for example, 

McNair, Lorr, & Hemingway, 1964.) 

In three studies, a Hostile Belligerence group of 

symptoms emerged. This factor had high loadings with 

variables such as hostile attitude, verbal expressions of 

hostility and resentment, irritability, and criticism and 

complaints about others. 

Paranoid Projection was found in seven different 

studies. The symptoms correlated with the syndrome 

factor, such as ideas of reference and other paranoid 

delusions, were similar to those associated with DSM

Ill's Paranoid Schizophrenia. 

Grandiose Expansiveness, which emerged in six 



separate analyses, was seen as correlated with 

Excitement and Paranoid Projection. 
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Perceptual Distortion, composed o~ variables related 

to the hallucinatory experiences characteristic o~ 

Schizophrenia, appeared in ~ive studies. 

A syndrome called Anxious Intropunitiveness was 

characterized by ~ee1ings o~ guilt and anxiety. It was 

isolated in eight studies. 

Retardation and Apathy appeared in ~ive studies. 

This ~actor correlates with many o~ the negative 

symptoms o~ Schizophrenia (Andreason, 1982), such as 

apathy, memory deficit, blunting o~ emotion and ~acia1 

expressions, and slowed motor activity. 

Disorientation Syndrome received less empirical 

support than the other ~actors, but it did arise in at 

least two studies, which related it to a patient's 

disorientation to time, person, and/or place. 

Catatonic Syndrome consisted o~ symptoms 

characteristic o~ Schizophrenia, Catatonic type. 

Identified in ~our studies, it is related to bodily tension, 

posturing, inappropriate giggling, and similar motor 

behavior. 

The ~ina1 ~actor, yielded by six investigations o~ 

interview data, was called Conceptual Disorganization. 

It was characterized by psychotic-like thought 
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Schizophrenia. 

62 

The studies of ward behavior produced three 

consistent factors: Hostile Belligerence, which 

manifested on the wards as impulsive acting-out 

behaviors, Resistiveness, manifesting as a reluctance to 

cooperate, and Overactivity, which was correlated with 

behavioral hyperactivity. 

Lorr and his colleagues went on to refine the 

Inpatient Multidimensional Psychiatric Scale (IMPS) 

(Lorr, Klett, McNair, & Lasky, 1963), one of the 14 

different instruments Lorr developed through factor 

analytic techniques (Blashfield, 1984). Using the later 

version of the IMPS, Lorr and Klett (1965) discovered 

that the same syndromes appeared in both male and 

female samples. Lorr, Klett, and Cave (1967) next 

explored whether the 10 IMPS factors could be reduced 

to a smaller number of higher-level syndromes. They 

used IMPS scores from a sample of 2,303 patients 

representing a broad range of psychiatric disorders. 

After factor analyzing the matrix of correlations among 

the 10 first- order syndromes, they discovered five 

second-order factors: Disorganized Hyperactivity, 

Schizophrenic Disorganization, Paranoid Process, Hostile 

Paranoid, and Intropunitiveness. Thus, the information 

provided by scores on the 10 IMPS syndromes could be 
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adequately represented by five higher-order constructs. 

Of these five, four (Intropunitiveness, Disorganized 

Hyperactivity, Schizophrenic Disorganization, and 

Paranoid Process) corresponded to major categories of 

psychopathology as conceptualized by the earlier DSM 

system (Psychotic Depression, Manic Excitement, 

Schizophrenia, and Paranoid state, respectively) (Lorr & 

Klett, 1969). 

Later, Lorr & Klett (1969) explored the syndromes 

underlying psychopathology as manifested by hospitalized 

patients in six foreign countries (England, France, 

Germany, Italy, Japan, and Sweden). They hypothesized 

that, within each country, they would find 12 

syndromes; 10 of these were based on their earlier IMPS 

factor analytic studies and two (Functional Impairment 

and Obsessional Phobic) were added later. They 

discovered that the same factor structure or set of 

syndromes appeared consistently across all countries. 

Lorr and Hamlin (1971) examined the convergent 

and discriminant validity of the 10 IMPS syndromes. 

They found that the convergent and discriminant 

validity for eight of the 10 psychotic syndromes was 

strongly supported by evidence from two to four 

individual sources of variance. 

During the period that Lorr was developing the 

IMPS as a major tool for uncovering the basic 
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psychiatric syndromes, other investigators were using 

somewhat different approaches to studying the factors 

underlying psychopathology. For example, Tatom (1958) 

used rating scale information derived from 20 male 

veterans who were stratified according to four 

diagnostic categories: Hysteric, Anxiety State, 

Schizophrenic, and Obsessive-Compulsive. She factor 

analyzed the correlation matrix of 67 rating scales and 

discovered four primary factors. She used patients' 

positions on these four dimensions as an indicator of 

group membership (a technique that Lorr, Klett, and 

McNair (1963) and Maxwell, 1972, discouraged). The 

isolated factors cut across clinical diagnostic categories 

and were identified as Outpatient Paranoid 

Schizophrenic, Conversion Hysteric, Intrapunitive and 

Socially Mature Personality versus Narcissistic 

Personality, and Passive Dependent Personality versus 

Anti-Social Personality. It should be noted that Tatom 

had an unacceptably low case-to-variable ratio (20:67) 

which renders her results at best questionable. 

Although Lorr, Klett, and McNair (1963) advised 

against using broad-based data (e.g., combinations of 

symptom ratings, behavioral ratings, and social history 

information) with factor analysis, Klein and Spohn 

(1962) contended that use of a diverse 
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range of information would yield more representative 

dimensions. The latter authors made repeated 

behavioral observations on 104 chronic schizophrenic 

patients and combined these data with scores on clinical 

tests, scores on intelligence and projective tests, 

background material, and demographic information. A 

factor analysis of 21 variables resulted in a five factor 

solution which included a health factor, three factors 

related to pathological ward adjustment, and a factor 

that was defined by a single variable that concerns 

negativity towards social interaction. 

Cohen, Gurel, and Stumpf (1966) were interested 

not only in the factor structure underlying psychiatric 

symptom ratings, but also in the degree to which this 

factor structure changes as a function of length of time 

of hospitalization. The subjects were 1,274 male 

functional psychotics at 12 Veterans' Administration 

hospitals who were rated on the Symptom Rating Scale 

(SRS) (Jenkins, Stauffacher, and Hester, 1959) at 12 

points in time, although not all subjects were available 

for all administrations. Factor analyses applied to each 

wave of data collection revealed five factors: 

Uncooperative, Depression-Anxiety, Deteriorated 

Thinking, and Unmotivated. A high degree of factor 

similarity was found over time, place (hospital versus 

community), and rater (psychologist or social worker). 
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The investigators thus argued for the robustness of the 

five syndromes. A comparison of these five factors 

with those discovered by Lorr and associates reveal that 

at least three of the Lorr et ale syndromes (Hostile 

Belligerance, Anxious Intropunitiveness, and Paranoid 

Projection) matched those found by Cohen et ale 

(Uncooperativeness, Depression-Anxiety, and Paranoid 

Hostility, respectively). This offers some evidence for 

the validity of the Lorr et ale factors. 

Along with the IMPS (Lorr et aI, 1963) another 

major instrument used in factor analytic studies was the 

Brief Psychiatric Rating Scales (BPRS) (Overall & 

Gorham, 1962). The BPRS has been used in a number of 

studies of psychiatric patients, particularly in studies of 

treatment response. The BPRS contains 18 symptom 

scales that are rated according to the degree of 

severity of the symptoms. Fourteen of the scales were 

based on the factors found in earlier studies by Lorr 

and his associates. Investigations conducted by Overall 

with others (e.g. Overall, Hollister, & Pichot, 1967) 

reveal that four factors underlie the BPRS scales: 

Thinking Disorder, Anxious Depression, Hostile 

Suspiciousness, and Withdrawal/Retardation. Blashfield 

(1984) considered the BPRS as the culmination of the 

work begun by Moore, Wittenborn, and Lorr, and argued 
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that its four factors tap the major constructs necessary 

for an understanding of psychopathology. 

Schaeffer (1970) studied the factor structure of 

background and symptom variables in schizophrenic and 

depressed women. He separately factor analyzed a 

group of 39 background variables (e.g., demographics, 

family history, work history) and 19 symptom variables 

that included scales from Wittenborn's (1964) Psychiatric 

Rating Scales. The two analyses yielded 10 background 

and four symptoms factors. Schaeffer then investigated 

the relationship between the background and symptom 

factors and how the patterns of thes~ relationships 

differed for the schizophrenic and the depressed 

samples. He found that the schizophrenic women had a 

history of withdrawal and a gradual onset of the illness 

associated with symptoms of apathy and paranoia. 

Other schizophrenic women had a history of acting out 

coupled with symptoms of either apathy or agitation. 

The background of the depressed women included a 

history of withdrawal with feelings of rejection as a 

child, and this was accompanied by symptoms of 

dysphoria and paranoia. Schaeffer concluded that these 

patterns were consistent with clinical observations. 

Eysenck (1952) proposed a well-elucidated theory 

of psychoticism as a dimension of personality, with 

neurotics and psychotics occupying the extreme ends of 
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the dimension. The type of psychotic illness is seen as 

a function of the individual's placement on another 

dimension called Introversion-Extroversion. An 

introverted psychotic individual would manifest, for 

example, symptoms of withdrawal and apathy. Eysenck 

vigorously disagreed with the use of psychiatric 

diagnostic categories and suggested a dimensional 

approach to diagnosis and personality description. He 

saw diagnostic categories as simply points in 

multidimensional space that represent patients' scores on 

various dimensions, such as Psychoticism-Neuroticism 

and Extroversion-Introversion. Patients manifest with a 

vast range of symptoms and personality traits that do 

not tend to cluster at the pOints corresponding to 

diagnostic groups. Therefore, psychotic disorders are 

best understood through dimensional analysis (Verma & 

Eysenck, 1973). 

Verma and Eysenck (1973) studied 68 psychotic 

men and 85 psychotic women using symptom ratings 

from the IMPS (Lorr, Klett, & McNair, 1968), 

personality inventories, including Eysenck's PEN 

(Psychoticism, Extroversion, and Neuroticism scales) and 

objective tests. A factor analysis of the data revealed 

three major factors named Psychoticism, Extroversion, 

and Age. They concluded that their results lent support 

to Psychoticism as a valid dimension and to 
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Extroversion as a dimension that manifests as various 

symptom patterns in psychotics. 

Graham, Lilly, Paolino, Friedman, and Konick 

(1973) were interested in the assessment of factors 

underlying adjustment of ex-patients in the community. 

Using the Katz Adjustment Scale (KAS) (Katz & Lyerly, 

1963), they compared the factors derived through self

ratings with those derived from ratings by others for 

464 ex-patients. Eight factors were derived from the 

KAS ratings by others: Belligerance, Social 

Conformity, Withdrawal-Retardation, Immaturity, 

Disorientation, Agitation-Depression, Paranoid-Alienation, 

and Loss of Control. Of these, four (Social Conformity, 

Belligerance, Agitation-Depression, and Psychomotor 

Retardation) were congruent with the factors derived 

from self-ratings. Because there was some variability in 

the information provided by the two sources, the 

authors concluded that both self-and other-ratings 

should be used to assess the adjustment of ex-patients. 

The BPRS (Overall & Gorham, 1962), a symptom 

rating measure, and the Psychotic Inpatient Profile 

(Lorr & Vestre, 1969), a behavior rating measure, were 

compared as indices of dysfunction by Young & Pandi 

(1978). Ninety-nine patients were rated over a period 

lasting between three weeks and three months. Scores 

on the two different indices were factor analyzed, and 
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two factors emerged: a Thought Disorder factor and a 

Mood Disorder factor. Young and Pandi recommended 

that information from both of these dimensions be 

obtained for treatment planning and evaluation purposes. 

Schmidt (1978) examined the relationship between 

level of psychopathology as rated for a patient by other 

patients and as rated for a patient by staff members. 

He was also interested in the relationship between the 

perceived severity of a patient's disorder and 

sociometric choice, that is, the patient's popularity and 

mutual friendships. A factor analysis of these and 

several other variables, including age and length of 

hospitalization, revealed two factors: one indicating 

agreement across raters on a patient's level of 

psychopathology and need for hospitalization, and a 

second related to patient popularity. Schmidt concluded 

that there was little relationship between the severity 

of a patient's psychopathology and sociometric choice of 

that patient or the degree to which the patient forms 

mutual friendships. 

This review of the literature on factor analysis and 

psychopathology suggests that factor analysis has been 

an enlightening procedure for exploring the syndromes 

that underie psychopathology. An examination of the 

series of studies by Lorr using the Inpatient 

Multidimensional Psychiatric Scale (Lorr & Klett, 1963), 
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for example, reveals remarkable consistency of the 

findings. Other lines of investigation, such as that of 

Overall and his development of the Brief Psychiatric 

Rating Scale (Overall & Graham, 1962), made significant 

contributions to an understanding of the major 

symptoms underlying psychopathology (Blashfield, 1984). 

The diversity of the methodology used and the factors 

discovered by various researchers, however, demonstrate 

some of the limitations of factor analysis for the 

purpose of classification. As was mentioned earlier, any 

of the number of decisions made by the investigator in 

the areas of subject sampling, choice of variables used, 

number of variables used, and factoring methodology can 

have a decisive influence on the outcome of the 

ana~ysis. Some (e.g., Lorr, 1966; Maxwell, 1972) view 

factor analysis as fundamentally inappropriate for 

isolating clusters of patients who share a given 

syndrome, because the method is designed to isolate 

dimensions rather than clusters. Lorr argues that the 

rotation process will tend to "miss" certain diagnostic 

categories because a number of groups will tend to fall 

between the dimensions that have been rotated in 

multidimensional space. Most persons will have extreme 

scores on a number of type-factors, so that the 

information yielded by the factors must eventually be 

summarized by placing the patient into a category. This 
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prohibits any reliance upon factor analysis as an 

alternative classification procedure. Lorr (1966) 

concludes that dimensional models like factor analysis 

should not be applied to discrete subgroups. He 

proposed the use of cluster analytic procedures that 

utilize previously-gathered dimensional information to 

isolate subgroups based upon similarity of factor score 

profiles. POinting out that factors express relationships 

between symptoms rather than relationships between 

individuals, Everitt, Gourlay, and Kendall (1971) also 

discourage the use of factor analysis for classification. 

Maxwell (1972) concurs, pointing out that factor scores 

cannot be used for classification because they are often 

orthogonal and have a unimodal distribution. Citing 

Torgerson (1968), Maxwell holds that the most 

appropriate form of classification might be partly 

dimensional and partly categorical. 

The literature on cluster analysis, considered here 

as the representative of the categorical model of 

classification, will now be presented. 
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Cluster analysis is a technique which attempts to 

divide a population of patients with heterogeneous 

symptoms into smaller homogeneous groups or clusters 

(Everitt, 1972). Cluster analysis began to gain 

prominence as a method for classifying psychiatric 

patients after the publication of Sneath and Sokal's 

(1973) seminal work on "numerical taxonomy," which 

outlined various cluster analytic techniques for use in 

the biological and social sciences. Interest in the 

application of cluster analytic techniques in 

psychological research grew primarily in the 1970's, 

when the search for alternative schemes for classifying 

psychopathology was at its zenith (Blashfield & 

Aldenderfer, 1978). The use of clustering procedures as 

an alternative to traditional classification was 

emphasized in many areas of pathology, including 

alcoholism, childhood disorders, delinquency, mental 

retardation, and depression, as well as in psychosis 

(Blashfield, 1984). Simply calling a study "cluster 

analytic," however, is a gross oversimplification: there 

is a vast range of clustering methodologies. In fact, 

Blashfield stated that identification of the various 
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cluster analytic methodologies was hampered by 

something as basic as a lack of consensus over the 

terminology associated with the different techniques. 

Several of the programs of research that used 

cluster analysis in the classification of psychopathology 

were spearheaded by the same individuals who conducted 

the major factor analytic investigations. 

Overall, for example, who developed the Brief 

Psychiatric Rating Scale (Overall & Gorham, 1962), used 

BPRS scale scores to form subgroups of patients with 

similar profiles. He applied the Q procedure of 

generating "factor types" separately to schizophrenic 

and depressed patients to observe how patient profiles 

on the 16 scales clustered together. He identified five 

schizophrenic "modal" types (a profile type occurring 

with greater frequency than most other profiles) and 3 

depressed modal types. The schizophrenic types were 

Withdrawn-Disorganized, Thinking Disturbance, Anxious

Tense-Disorganized, Withdrawn-Tense-Suspicious, and 

Anxious-Tense-Unusual Thinking; depressed patients 

formed types called Anxious-Tense, Anxious-Hostile, and 

Withdrawn-Retarded. 

Lorr, another prominent name in the factor 

analytic literature, undertook with his colleagues a 

series of studies to determine whether stable and 

homogeneous classes of psychotic patients could be 
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discovered through quantitative procedures. After 

reviewing the earlier attempts to statistically classify 

psychotic patients, Lorr, Klett, and McNair (1963) 

concluded that methodological and sampling problems 

precluded the usefulness of nearly all of the studies. 

They improved on preceding approaches by using a well

developed tool, the Inpatient Multidimensional 

Psychiatric Scale (IMPS) (Lorr & Klett, 1963), to yield 

ratings on ten syndromes, and by replicating the 

syndrome-based types in later studies. 

In their earliest clustering study, Lorr, Klett, and 

McNair (1963) generated cluster-types of patients using 

IMPS scores from five separate subsamples. These initial 

analyses were accomplished without the aid of a 

computer and were less rigorous and systematic than 

Lorr et al.'s later attempts, yet they yielded findings 

that proved to be surprisingly stable. 

The IMPS, consisting of 75 brief rating scales and 

dichotomous items, was designed to measure 10 

psychotic syndromes confirmed in repeated factor 

analyses (Lorr, Klett, & McNair, 1963). The subsamples 

comprised a total of 556 psychotic patients that had 

been previously used as the normative sample for the 

IMPS. The patients were predominantly from Veterans' 

Administration hospitals and were selected to include a 

broad range of syndrome variation. Q correlation (the 
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product-moment correlation between persons) was chosen 

as a measure of similarity between patient profiles. The 

clustering method subgrouped persons based upon their 

similarity as expressed by Q. Cluster analysis of the Q 

correlations on the first subsample of 100 patients 

revealed six homogeneous and mutually-exclusive types. 

The types that were generated on the first subsample 

were replicated on the four remaining subsamples. 

Six psychotic types emerged from the five separate 

analyses: Hostile-Paranoid, Excited-Grandiose, Excited

Hostile, Intropunitive, Disorganized, and Retarded. 

Patient types could be interpreted by their mean profile 

on IMPS syndrome scales; for example, the Excited

Grandiose type was defined by elevated scores on 

Excitement and Grandiose Expansiveness. In general, 

the types were invariant across the five samples. The 

profiles for each of the six types across the five 

samples were quite consistent, as was demonstrated by 

median correlations ranging from .88 to .93 for the six 

types. A discriminant function analysis revealed the 

significant distinctiveness of each type. The authors 

considered several of the types to correspond with 

traditional diagnostic categories. However, only thirty 

percent of the 556 patients were allocated to the 

patient classes. But as McNair, Lorr, and Hemingway 

(1964) pointed out, the purpose of these typing studies 
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was not to classify the maximum number of patients, 

but to identify and define classes of psychotics. 

McNair, Lorr, & Hemingway (1964) attempted to 

replicate these six types using a different patient 

sample and to determine if different patient types could 

be discovered. They used three samples of male and 

female newly-admitted schizophrenic patients enrolled in 

a National Institute of Mental Health drug-effectiveness 

study. These patients differed from those in the 

preceding study in that they came from private and 

public psychiatric hospitals and represented both sexes. 

They were also younger than the earlier VA sample. 

Analyses were made separately on each of three 

subsamples. 

Q correlations between the IMPS profiles and 

clustering procedures similar to those applied in Lorr, 

Klett, and McNair's (1963) previous study were used. A 

total of 192 cases (52% of the total sample) were 

assigned to replicable types. All of the six types found 

earlier were replicated by at least one of the three 

subsamples. Three new types were also identified and 

replicated; these were Intropunitive-Retarded, Paranoid

Hallucinatory, and Grandiose-Belligerent-Excited. 

Later Lorr and his colleagues (Lorr, 1965) reported 

on four additional replications of these psychotic 

subgroups. They applied cluster analysis to four new 
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samples o£ patients: acutely disturbed psychotics £rom 

16 hospitals, chronic male psychotics, long-term patients 

involved in a drug-discontinuation study, and newly 

admitted schizophrenics in nine hospitals. 

Lorr used the IMPS to generate a pro£ile o£ 10 

£actor-syndrome scores £or each patient. Again, 

subtypes o£ patients were generated through a cluster 

analysis o£ the syndrome scores. Lorr's method created 

clusters one at a time. He used cuto££ criteria £or 

inclusion into and exclusion £rom cluster membership. 

The similarity measure was, again, the Pearson 

correlation between persons (Blash£ield & Morey, 1980). 

Cluster-types were de£ined in re£erence to the 

syndromes on which they received elevated scores, e.g., 

a 1-10 pro£ile re£erred to an Excited-Conceptually 

Disorganized patient type. 

The acute psychotic sample consisted o£ 374 men 

and 448 women, o£ whom 75% were diagnosed as 

schizophrenics, 23 percent as depressives, and 5% as 

manics. The patients were experiencing either their 

£irst or second hospitalization. Among the males, nine 

types were isolated: Excited, Excited-Hostile, Hostile

Paranoid, Hallucinated-Paranoid, Grandiose-Paranoid, 

Anxious-Depressed, Retarded with Motor Disturbances, 

Disoriented, and Anxious-Disorganized. There were 

varying degrees o£ concordance between given cluster-
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types and the psychiatric diagnosis given its members. 

For example, of the Anxious-Depressed types, 55~ were 

diagnosed as depressed, although only 22~ of the 

Excited types were diagnosed as Manic. Some of the 

subgroups of patients were defined by only one or two 

extreme scores, whereas others (e.g., Anxious

Disorganized) showed a complex cluster of 

characteristics. 

Seven of the female types matched the male types. 

However, the women showed two cluster-types that did 

not appear among the men: an Excited-Disorganized 

type that was elevated on many scales and that 

appeared to be acutely disturbed, and a Retarded

Disorganized type that combined the features of the 

Disoriented and the Retarded Motor Disturbances male 

types. 

Klett and McNair (1966) evaluated the reliability of 

these acute psychotic types by examining interrater 

agreement. They assessed the extent to which two 

different observers agreed on their ratings for individual 

IMPS items and found that agreement ranged from .61 

to .92, with a median intraclass correlation of .77. 

Klett and McNair then examined the degree to which 

the description of patients by independent raters 

resulted in the same type classification. Two observers 

agreed in their classification of 73~ of the male sample. 
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The authors concluded that, at both the item and 

syndrome level o~ the IMPS, there was a high degree o~ 

interrater agreement. 

Lorr (1966) reported on a computer-assisted 

reanalysis o~ the data ~rom 556 relatively chronic male 

psychotics that had been hand-clustered and reported on 

earlier (Lorr, Klett, and McNair, 1963). The group 

included 207 male psychotics displaying a broad range of 

symptoms. These patients dif~ered ~rom the acute 

psychotics in having had several prior hospitalizations. 

All o~ the chronic patients were receiving some type of 

psychoactive medication. Among these patients, seven 

types emerged; six of these were substantially similar to 

the acute types, and one new type, Retarded, occurred. 

The Excited and Hallucinated-Paranoid types ~ailed to 

appear. In comparison with the 1963 cluster analysis, 

only one o~ the original six types, Excited-Grandiose, 

was not replicated. 

Next, a subgroup o~ 450 male schizophrenic 

patients who had undergone long-term hospitalization 

were studied. All of the patients in this group had 

been hospitalized ~or at least two years. Seven types 

again emerged ~rom these long-term chronic patients; 

~our o~ these were identical to types ~ound among the 

acute patients (Hallucinated-Paranoid, Retarded-Motor 

Disturbed, Disoriented, and Intropunitive types). Two 
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new types, Excited-Disorganized and Hostile-Motor 

Disturbed, were found. 

At this pOint, the caveats mentioned in relation to 

factor analysis'should also be applied to the family of 

cluster analytic techniques. As cluster analysis began 

to gain in popularity as an alternative method for 

identifying homogeneous subgroups of psychiatric 

patients, many users and consumers developed a 

heightened awareness of its limitations. Strauss, Bartko, 

and Carpenter (1973), for example, warned that the 

results of cluster analyses are sensitive to both data 

preparation methods and to choice of cluster 

techniques. The process of conducting a cluster 

analysis is replete with decision points; there are over 

50 similarity measures (Sneath & Sokal, 1973), and at 

least 150 clustering analysis methods have been 

identified (Blashfield, 1984). The jargon associated with 

the techniques is confusing, with several investigators 

referring to the same technique by different names 

(e.g., the "complete linkage method" is also referred to 

as the "furthest neighbor method" and "maximum 

method" (Blashfield, 1980). Various authors (Everitt, 

1972; Blashfield and Aldenderfer, 1978) have proposed 

validation techniques and other approaches for 

overcoming the weaknesses inherent in cluster analysis 
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and for determining the reliability and validity of 

cluster solutions. 

Blashfield (1976), for example, who has extensively 

studied ,the issues involved in the classification of 

psychopathology, compared four different clustering 

methods (single linkage, complete linkage, average 

linkage, and Ward's method) on the same data set. He 

used data for which the underlying subgroup structure 

was known, and compared the four clustering solutions 

to determine the accuracy of their classification. His 

results showed that the four methods yielded subgroups 

with varying degrees of accuracy, and that the minimum 

variance method obtained the most accurate solution. 

However, he emphasized that none of the solutions 

produced by any of the methods are inerrant, and that 

findings should be subjected to confirmatory procedures. 

Later, Blashfield and Morey (1980) used monte 

carlo procedures to generate data sets that resembled 

three different MMPI profiles (psychotic, neurotic. and 

personality disorder). Lorr's clumping method, inverse 

factor analysis, average linkage, and Ward's method, all 

of which had been used in studies of psychiatric 

classification, were each applied to the data.' 

Classification results from the different methods were 

replicated and then compared. Although the data was 

known to contain three distinct subgroups, one method 
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(Lorr's) yielded seven clusters; the four methods had 

varying amounts of coverage and misclassifications. In 

general, the average linkage method performed the best, 

althoug~ on replication Lorr's method had the lowest 

rate of misclassification. 

The tentative nature of cluster analytic findings is 

further demonstrated by the findings of several 

researchers who addressed the classification problem 

during the 1970's. Fleiss, Lawlor, Platman, and Fieve 

(1971) applied Q analysis (also known as inverted factor 

analysis) to symptom data from a sample of 52 manic 

depressive patients. The solution yielded five types that 

made clinical sense, but the authors observed that, 

because the multivariate distributions of the variables 

used in the typology were symmetrical and unimodal, 

cluster analysis would not provide the best fit for the 

data. They discouraged the use of Q factor analysis. 

However, Morf, Miller, and Syrotuik (1976) compared 

Johnson's (1967) maximum method of cluster analysis 

(also known as single linkage) with Q factor analysis 

for classifying two groups of severely disturbed patients 

and normals. Given that the Q clustering technique 

classified 65% of patients in comparison with 35% for 

the maximum method, the authors concluded that Q 

factor analysis was the superior method. But Fleiss and 

Zubin (1969) considered Q factor analysis unacceptable 
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because the Q correlation on which it is based is 

uninterpretable. Clearly, individual studies cannot make 

de~initive statements about the use~ulness o~ cluster 

analytic methods. Conclusions about any single attempt 

must be viewed in re~erence to the goals o~ the 

classi~ication, the nature o~ the data, and the validation 

procedures that have been applied. 

Strauss, Bartko, and Carpenter (1973) examined 

how di~~erent methods o~ data preparation and 

clustering a~~ected the results o~ cluster analysis. They 

used pooled data ~rom ~ive diagnostic groups o~ 

~abricated psychiatric patients. They ~ound that using 

various data preparation methods, e.g., using a certain 

type o~ ~actoring technique prior to using cluster 

analysis, a~~ected the outcome. Likewise, their 

comparison o~ ~our di~~erent clustering programs 

revealed that each method produced a somewhat 

di~~erent solution. For example, the number o~ 

clusters produced by the ~our di~~erent cluster methods 

ranged ~rom three to ~ive, even though the ~abricated 

"patients" came ~rom ~ive diagnostic subgroups. These 

authors next applied the approaches that had per~ormed 

best on the ~abricated data to data ~rom 132 actual 

patients. In~ormation about the symptoms experienced 

by patients during the previous month was gathered 

using a standardized interview and rating schedule. 
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Ratings were combined to produce 32 dimension scores, 

which were analyzed by a hierarchical cluster program. 

Eight clusters resulted, and the patients' membership in 

these clusters were compared with the diagnosis 

assigned them by the interviewing psychiatrist. The 

relationship between cluster assignment and conventional 

diagnostic categories was significant, although not 

perfect, indicating that the cluster solution was 

capturing and using information in a manner somewhat 

different from that used in assigning a diagnosis. 

Everitt, Gourlay, and Kendall (1971) also were 

interested in the extent to which classifications yielded 

by cluster analysis agree with conventional psychiatric 

diagnoses. They studied two separate groups of patients 

with a variety of diagnoses who had been admitted to 

public mental hospitals in London and New York. A 

total of 70 mental status and history variables were 

used in two separate factor analyses for the English and 

American samples. The factor scores for each group 

were then submitted to two different clustering 

techniques, thus yielding four cluster solutions. All 

four solutions contained a Manic group, Psychotic 

Depression group, Paranoid Schizophrenic group, and a 

Chronic Schizophrenic group. The greatest 

correspondence between the cluster solutions and 

diagnoses occurred for the Manic group; all four 
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analyses clustered into a single group most of the 

patients diagnosed with Mania. Apart from 

Schizophrenia and Unipolar Depression, no other 

diagnostic categories were clearly represented in the 

clustering solutions. The authors pOinted out a variety 

of methodological reasons for this outcome, but 

concluded that there is higher correspondence between 

cluster categories and psychiatric diagnosis for the 

psychotic groups than for the neurotic ones. 

Another attempt to use cluster analysis on a group 

of patients with mixed diagnoses was undertaken by 

Williams, Barton, White and Won (1976). They used a 

hierarchical clustering technique on 39 symptom ratings 

for 151 patients; four clusters were discovered. Next. 

they used discriminant function analysis to determine 

the best linear combination of variables (canonical 

variates) that would effectively explain differences 

between the four cluster groups. The variables most 

heavily loaded on the discriminating variates and thus 

the best predictors of cluster membership were 

overactivity, violent behavior, elated mood, retarded 

behavior, and lack of interest. Williams et al. also 

examined the usefulness of the clustering scheme for 

predicting clinical outcome variables. They found a 

significant difference between the cluster groups on 

type of care and medication given and the effectiveness 



87 

o~ treatment. When, alternatively, diagnostic category 

was related to these outcome variables, only type o~ 

medication given was ~ound to correlate significantly 

with diagnosis. Predictably, most patients with a 

psychotic disorder received a major tranquilizer, and 

those with a personality disorder received no 

medication. 

Townes, Martin, Nelson, Prosser, Pepping, Maxwell, 

Peel and Preston (1985) used Q ~actor analysis to 

classi~y patients based on a pro~ile o~ 25 

neuropsychological variables that are indicative o~ 

competencies and deficits. The samples consisted of a 

total o~ 495 psychiatric patients who had gone through 

neuropsychological screening. Patients were classi~ied 

on the basis of the size of their loadings on the 

~actors, (a conventional basis for clustering in a Q-type 

analysis). The sample was divided into three in order 

to permit replication o~ the classi~ication scheme. The 

procedure isolated five distinct neuropsychological 

subtypes. Subtype membership was ~ound to be related 

to presence or absence of hallucinations/delusions, 

disorganization, learning disability, and drug abuse. 

There was no signi~icant difference between the 

groupings on medication prescribed and DSM-II 

(American Psychiatric Association, 1962) diagnosis. 

These findings were consistent across the two 
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replications. The authors concluded that a classification 

model based upon neuropsychological deficits and 

competencies could utilized for treatment planning 

purposes. 

This emphasis upon developing alternative 

classification systems for the purpose of treatment 

planning was the focus of Braucht and Kirby's (1986) 

empirical typology. They gathered symptom ratings and 

information on demographics and psychosocial 

characteristics for 108 seriously mentally ill patients 

who had sought treatment at a local community mental 

health center. After a factor analysis of 83 variables, a 

cluster analysis of scores on the four factors yielded 21 

patient types. These types were merged through the 

use of Euclidean distance as a measure of similarity. 

Five types emerged, and these were described both in 

terms of their scores on the initial four factors and by 

observing significant differences between the subtypes 

on a number of other clinical and psychosocial variables 

that were not used in the typology. The five types 

were named "middle-aged female homemakers," 

"mainstream chronically mentally ill patients," 

"neurotically distressed and service dependent chronics," 

"institutionalized clients," and "young acting-out 

schizophrenics." The implications for differential 

treatment of the five subtypes were made. 
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The review of the literature here considers only 

typologies developed on patients who would now be 

considered as seriously and persistently mentally ill. 

Historically, this population has usually included 

patients with schizophrenic, bipolar, psychotic depressive 

disorders, and other psychoses, and has often excluded 

patients with organic syndromes, substance dependence 

disorders, and neurotic disorders. It should be noted, 

however, that cluster analysis has been applied not only 

to identify subgroups within samples of patients with a 

mixture of severe mental disorders but also to patients 

within given diagnostic categories. For example, Paykel 

(1971, 1972a, 1972b) conducted a series of studies 

designed to uncover the natural subcategories of 

depression. All of the studies identified one psychotic 

and three neurotic (anxious, hostile, and personality

disordered) clusters of patients. Likewise, Overall, 

Hollister, Johnson, and Pennington (1966) used ratings 

on the Brief Psychiatric Rating Scale (BPRS) (Overall & 

Gorham, 1962) to categorize patients and found three 

clusters that resembled Paykel's subgroups: retarded 

depression, anxious depression, and hostile depression. 

Other areas of psychopathology in which cluster analysis 

has been frequently used to create new classifications 

are alcoholism, delinquency, mental retardation, organic 

brain syndrome, and childhood disorders. (See 
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Blashfield, 1984, for a bibliography of cluster analytic 

studies of psychopathology.) These studies vary 

considerably in the degree to which the authors address 

the methodological limitations of cluster analysis. 

One of the more sophisticated attempts was made 

by Finney and Moos (1979), who combined clinical and 

empirical approaches in developing their typology of 

alcoholics. They used variables from several domains

sociodemographic, social-psychological, and social 

environmental- as typing dimensions. The 429 patients 

were drawn from five heterogeneous treatment programs. 

A total of 87% of the patients were assigned to one of 

eight subtypes. Each subgroup was then characterized 

in terms of its level of social competence. Subgroups 

were also compared on five outcome variables (e.g., 

drinking behavior after release) to determine the 

prognostic utility of the eight subtypes. As expected, 

the high social competence types showed more positive 

outcomes. Finally, the possibility of an interaction 

between patient subtype and treatment program on 

outcome variables was examined; no significant 

interaction effects were found. Thus, Finney and Moos' 

typology provided at least some evidence of coverage, 

predictive validity, and descriptive validity, which, as 

Skinner (1981) recommends, are minimal criteria for a 

classification scheme to meet. 
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The present study attempted to build upon the 

work of Braucht and Kirby (1986), Finney and Moos 

(1979), and others who developed empirical typologies 

using a mixture of clinical symptom and psychosocial 

variables. The emphasis here, as was recommended by 

Skinner (1981) and others, was on developing a 

classification scheme with clinical utility; prediction 

here focused on the relationship between patient 

subtype, as defined by symptom, personal, and 

interpersonal functioning factors, and needs for and 

consumption of treatment. It combined both dimensional 

and categorical features, as proposed by Maxwell (1972), 

and followed Lorr's line of research in using patients 

who have been diagnosed with some form of functional 

psychosis. The typology adheres to Strauss' (1975) 

recommendations regarding multivariable diagnosis: it 

includes multiple personal and interpersonal factors, 

including symptom severity, maladaptive behaviors, 

quality of interpersonal relationships, and work and role 

performance. Finally, confirmatory validation procedures 

similar to those performed by Finney and Moos (1979) 

were used to assess the clinical meaningfulness of the 

typal constructs (Skinner, 1981) 

Given that the typology used an integration of 

symptom-based variables and variables related to 

patients' interpersonal interactions or "social 
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functioning," a review of approaches used to measure 

this broad class of variables in psychiatric populations 

is in order. 



CHAPTER V 

THE SIGNIFICANCE OF MEASURING SOCIAL 

FUNCTIONING IN MENTAL HEALTH STUDIES 
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A set of correlates that has been alternatively 

termed "social adjustment" or "adaptive social 

functioning" (National Institute of Mental Health, 1985) 

has been used in mental health studies for several 

purposes: to describe clinically-relevant characteristics 

of psychiatric patients, to assess differences between 

normals and mental patients (Henderson, Duncan-Jones, 

McAuley & Ritchie, 1978) and to assess the postmorbid 

adjustment of psychiatric 

Turner & Gartrell, 1978). 

patients (Weissman, 1975; 

Social functioning is a 

general concept which can be viewed as including all 

human behavior in social roles and c~ntexts (NIMH, 

1985). DSM-III (American Psychiatric Association, 1980) 

considers the concept of "adaptive social functioning" as 

important enough to measure on one of its five axes, 

although, as Blashfield (1984) notes, the use a 6-point 

rating scale to summarize such a complex construct is 

an absurd oversimplification. Yet, investigators have 

reached little consensus on how to measure the concept. 

Weissman (1975) defines social adjustment as the 

interplay between the individual and the social 

environment. It is a summary of a patient's 
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interpersonal interactions and role per~ormance, which 

may be but are not necessarily impacted by the 

patient's mental illness. Weissman pOints out that, 

given that social adjustment could, in some cases, be 

independent of symptoms, it should be measured in 

conjunction with symptoms. This would make possible 

the comparison o~ subgroups o~ patients for whom the 

relationship between social ~unctioning and symptoms 

differ. 

Interest in patients' social functioning grew along 

with the movement towards community outpatient 

treatment that burgeoned in the 1960's. Community-

based caregivers soon became aware that mental 

disorders occur within the context of the patient's 

family life, ~riendships, and work patterns, and that all 

of these aspects can have an impact on treatment and 

the course of illness (Weissman, 1975). In the 1970s, 

when it became clear that deinstitutionalized chronic 

patients were having di~ficulty adjusting in the 

community, social ~unctioning came to be measured 

routinely both to evaluate patients' initial state and to 

determine treatment outcome (Weissman, Sholomskas, & 

John, 1981). 

Variables that have been embraced within the 

construct of social ~unctioning or social adjustment 

include premorbid adjustment indicators such as 
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previous hospitalization and employment history 

(Anthony, Cohen, & Vitalo, 1978), psychosocial 

characteristics such as social support (Froland, Brodsky, 

Olson, & Stewart, 1979; Gottlieb, 1983), social 

interaction (Miller & Willer, 1976; Fontana & Dowds, 

1975), social networks (Caplan, 1974; Vaughn & Leff, 

1976, Moxley, 1988) and social competence (Zigler & 

Phillips, 1961). There have been a number of recent 

reviews of instruments designed to measure aspects of 

social functioning (Weissman, Sholomskas, & John, 1981; 

Weissman, 1975; NIMH, 1987). Avison and Speechley 

(1987) made a comprehensive review of studies that 

examine the social-psychological correlates of outcome; 

social functioning variables are included within this 

category. In sum, the broad class of social interactional 

factors that modify the course and outcome of mental 

disorders has become an important focus of study 

(Kessler, Price, & Wortman, 1987). 

The concept of social support has received a great 

deal of attention as a mechanism by which interpersonal 

relationships mediate the effects of stressors such as 

physical and mental illness. The general theme running 

through the results of social support studies is that the 

absence of social supports or the disruption of social 

networks is related to psychiatric disorder (Kessler, 

Price & Wortman, 1987). Mueller (1980) argued for the 
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importance of one's perception of social support to 

mental health. There have been numerous attempts to 

break down the concept of social support into 

measurable components. One of the constructs arising 

from the evaluation of the importance of social support 

is the social network, or the pattern of 

interrelationships between the patient and others. 

Froland, Brodsky, Olson, and Stewart (1979) used 

network analysis (Boissevain & Mitchell, 1973) to 

examine differences in the social networks of 107 

mental health clients receiving services in three 

treatment modalities. Their goal was to identify the 

factors associated with positive social adjustment. They 

hypothesized that social adjustment is related to the 

quality of the social network. Social adjustment was 

measured using the Denver Community Mental Health 

Questionnaire (Ciarlo & Reihman, 1977), which yields 

scale scores in the areas of psychological distress, 

productivity, sUbstance abuse, legal system difficulties. 

and use of public services. The social adjustment level 

of the patients was found to be lower than that of 

normals. The social networks of this patient sample 

were described as more limited and possessing a greater 

degree of instability than those of the general 

population. Networks having a more limited range of 

ties, less mutuality in helping exchanges, and less 
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satisfying relationships were characteristic of individuals 

who were psychologically distressed, less productive, and 

repeatedly sought treatment. The study indicated that 

stability of support and reciprocity of exchanges are 

central features of social support, and that a patient's 

social support network is related to successful social 

and community adjustment. 

Research comparing the social networks of 

psychiatric patients and normals has been reviewed by 

Mueller (1980) and Leavy (1983). Psychotics were found 

to have very tight kin-based networks, as compared 

with the looser networks of normals; however, Silberfeld 

(1978) saw psychiatric patients as actually receiving less 

social support from their networks with kin (relatives, 

spouse and children). Moxley's (1988) review of the 

social support literature reveals that psychiatric patients 

have fewer social network resources than normals or 

less impaired persons. Psychiatric patients are especially 

deprived in terms of the amount of total time spent in 

relationships (Silberfeld, 1978). 

Family relationships can be viewed as a subset of 

the social network. The role of a patient's family 

network in relapse has been studied in the context of 

"expressed emotion" (Vaughn & Leff, 1985). There has 

been some empirical support for the notion that high 

levels of tension and emotion in the families of 
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schizophrenics leads to a greater probability of relapse 

by the patient. In fact, Brown, Birley, and Wing (1972) 

found that the quality of ~motion expressed by a 

patient's key relative at the time of the patient's 

admission was the best single predictor of relapse nine 

months after discharge. It is less certain, however, 

whether this negative family atmosphere predates the 

onset of the schizophrenic disorder or whether it is 

provoked by the patient's postmorbid behavior 

(Gol dstein, 1987). 

Peruccu and Targ (1982) were interested in the 

relationship between a patient's social networks and the 

course of his or her career as a mental patient. To 

study this issue, the authors developed a typology of 

mental patients based upon behavioral symptoms and the 

availability of social and economic supports. This 

clinically-derived scheme yielded four types: protected 

patients, who have social and economic resources and 

are committed for severe medical-psychiatric symptoms; 

vulnerable patients, who have few resources and are 

committed for severe symptoms; protected deviants, who 

are patients with adequate supports but are committed 

nonetheless for nonpsychiatric reasons (i.e., deviant 

behavior that is not explicitly pathological); and 

vulnerable deviants, who have few support resources and 

are committed for nonpsych1atric reasons. The authors 
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then observed the differences between the types in 

terms of the quality of their social networks and the 

response of network members to the patient's 

symptomatic behaviors. They noticed, for example, that 

the protected type of patient had more structured and 

supportive social networks than the other types. The 

behaviors of the two deviant types, on the other hand, 

were apparently overpathologized by their network 

members. This left these patients vulnerable to being 

labeled as having a mental illness, whether or not they 

actually did. 

Moxley (1988) formulated a detailed 

conceptualization of social support and developed a tool 

for measuring social and personal networks. He 

emphasized that, because of the impact that network 

resources can have on social functioning, professionals 

must be able to identify strengths and weaknesses in 

their patients' social networks. Knowledge of their 

patients' social functioning along these dimensions can 

enable therapists to build upon strengths and ameliorate 

weaknesses. The Social Network and Support Tool 

(Moxley, 1988) measures several aspects of networks and 

other social resources. Networks are assessed in terms 

of a number of characteristics, including their size, 

differentiation (the variety of persons within the 

network), density (degree of interrelationsship among 
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people in the network), and duration. Social support 

resources are categorized as instrumental (task-related) 

support, material support, and emotional support. 

Moxley's evaluation of 29 mental patients on these 

social functioning characteristics suggested that network 

and support features are fairly stable over time and can 

be reliably measured. 

Henderson, Duncan-Jones, Byrne and Scott (1980) 

recognized the central role that interpersonal problems 

play in the onset and outcome of psychiatric problems. 

Henderson, Byrne, and Duncan-Jones (1981) developed a 

theory that related the onset of neurotic symptoms in 

persons who had experienced adversity to a lack of 

supportive relationships. In response to the need to 

develop a precise measurement of deficiencies in the 

interpersonal realm, Henderson, Duncan-Jones et ale 

(1980) developed an interview schedule to assess two 

related but distinct dimensions: the quantity or 

availability of relationships and the quality or adequacy 

of social relationships. The authors used Weiss' (1974) 

conceptualization of the "provisions of social 

relationships," to construct items that tap what an 

individual obtains from his or her social environment. 

The six provisions proposed by Weiss are: 1) attachment, 

provided by close affectional relationships; 2) social 

integration, which arises from sharing interests and 
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opportunity to nurture others; 4) reassurance of 
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personal worth; 5) a sense of reliable alliance, which is 

obtained from one's relatives; and 6) the opportunity to 

obtain help and guidance from others. Items were 

designed to quantify the availability and adequacy of 

each of these provisions as perceived by the patient. 

Four primary scores were derived from the 

administration of the instrument, which was called the 

Interview Schedule for Social Interaction (ISSI) 

(Henderson, Byrne, & Duncan-Jones, 1980): Availability 

of Attachment, Adequacy of Attachment, Availability of 

Social Integration, and Adequacy of Social Integration. 

Henderson (1981) used the ISSI to test his theory 

regarding a causal relationship between inadequate social 

relationships and psychiatric morbidity. He observed 

that, for persons who are experiencing adversity, 

symptoms emerge when individuals perceive themselves 

as deficient in care and concern from others. Although 

Henderson tested his theory on general populations and 

was concerned primarily with neurotic symptoms, his 

views have implications regarding the importance of 

social relationships for those experiencing more severe 

psychiatric symptoms. Applying Henderson's theory, it 

is likely that severe psychiatric illness negatively 

impacts the patient's social relationships, or that poor 
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social relationships trigger or exacerbate an underlying 

mental illness. The direction of causality, however, 

would be difficult to discern. 

Other authors have questioned the degree to which 

symptoms and social behavior are interdependent. As 

Weissman and Bothwell (1976) observed, symptom scales 

do not capture the full extent of the impact of mental 

illness on social functioning. There appears to be 

considerable variability between patients on the impact 

of their illness and its associated symptoms on social 

functioning. Platt, Weyman, Hirsch, and Hewett (1980) 

point out the distinction between symptom-related 

impairment (e.g., violence, withdrawal) and impairment 

in social performance. This distinction arises because 

of empirical evidence that disturbed behavior and 

impaired performance may vary independently of each 

other (Weissman and Paykel, 1974). Because both 

intrapersonal and interpersonal symptoms provide vital 

but relatively independent indices of a patient's illness, 

both should be separately assessed. 

There is a body of evidence regarding the social

psychological correlates of successful community 

adjustment after hospitalization, which is one of several 

measures of treatment outcome. Avison and Speechley's 

(1987) review of these correlates included social 

adjustment, which the studies in this review 



103 

conceptualized as the extent and quality of social 

interaction with others and the experience of receiving 

social support. 

Avison and Speechley surveyed the studies that 

examined recidivism as an indicator of community 

adjustment. In these studies. social interaction factors 

were found to be related to recidivism rates. Several 

studies (e.g .• Miller & Willer. 1976; Willer & Biggin, 

1976) found rehospitalization to be less likely among 

individuals who were more involved in social activities. 

Other studies (e.g., Caton. 1982; Franklin, Kittredge, & 

Thrasher, 1975) revealed a positive relationship between 

the amount of contact with friends and relatives and 

success in remaining out of the hospital. Caton and 

Franklin et al. also examined the quality as opposed to 

the quantity of social interaction, and found evidence 

~ suggesting that interpersonal conflicts in the home were 

associated with readmission. 

Few studies have examined social adjustment as an 

outcome measure. Tessler and Manderscheid (1982) 

discovered that patients who had basic community living 

skills also had greater social activity after discharge. 

Bland, Parker, & Orn (1978) found that symptoms of 

confusion and guilt were negatively related to post

discharge social adjustment. And Bland and Orn (1980) 

determined that symptoms displayed by the patient at 



first admission were related to long-term social 

adjustment. 
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From their review. Avison & Speechley conclude 

that social-psychological factors such as social 

interaction must be examined separately from psychiatric 

variables in attempts to understand the correlates of 

recidivism. 

The criteria for certain diagnoses, particularly 

Schizophrenia. include deteriorated social functioning in 

work. personal and interpersonal areas. However, there 

appears to be great variability within diagnostic 

categories on the extent to which social functioning 

deteriorates over the course of the illness. This, in 

fact, is recognized by the Axis V rating that was first 

included in DSM-III (American Psychiatric Association. 

1987) (Dohrenwend, Dohrenwend, Link & Levav, 1983). 

Further, even when psychiatric symptoms are controlled, 

many patients live socially impaired lives (Glazer. 

Aaronson. Prusoff, and Williams, 1980; Morrison & 

Bellack, 1987). Several authors have attempted to 

determine the factors responsible for the variability in 

social functioning among patients with similar diagnoses. 

One theory presented by Dohrenwend et al. is that it is 

the taking on of the patient role that leads to impaired 

social functioning. They tested the hypothesis that 

psychological symptoms are accompanied by impaired 
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social functioning only in patients who are in treatment, 

that is, who have been identified as patients. To do so, 

they studied a community sample that included persons 

with and without some type of psychopathology and a 

patient sample with mixed diagnoses, including 

schizophrenia and personality disorders. Measures of 

symptoms, social functioning, and diagnosis were 

obtained. Their results supported their hypothesis, 

although the relationships were weaker than expected; 

patients indeed had poorer social functioning than 

nonpatients. The authors suggested that the reason for 

this finding might be that persons who are selected into 

treatment have more severe symptoms and therefore 

lower functioning levels. They also concluded that the 

relationship between psychiatric symptoms and social 

functioning is stronger for persons with more severe 

disorders. This may be due to the chronic character of 

severe disorders that, over time, allows symptoms, as 

opposed to other determinants of social functioning, to 

have an impact. Or it may be due to the nature of the 

psychiatric symptoms themselves, to societal reactions to 

the symptoms, or to some combination of all of these. 

In an earlier study of the relationship between 

patients' symptomatology and social interaction, Phillips 

and Habinovitch (1958) developed a typology of patients' 

social attitudes by examining the relationships among 39 
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psychiatric symptoms. The symptoms appeared to form 

three statistically-determined subgroups: the first 

category of symptom variables represent~d a withdrawal 

from others (e.g., suspiciousness, withdrawn), the 

second, actions or thoughts turned against others (e.g., 

threatens assault, temper outbursts) or socially

disproved behavior (e.g., drinking), and the third group 

of variables represented a turning against self (e.g., 

suicidal attempts) or somatic complaints (e.g., insomnia). 

In both a pilot and a cross-validational sample, patients 

were generally found to have symptoms in only one of 

these three categories. Thus, patients could be viewed 

as having one of three symptom clusters that were 

indicative of three social stances: avoidance of others, 

turning against others, and turning against self. In this 

sense, then, psychiatric symptoms can be seen as 

involving an interpersonal component across which 

patients can be differentiated. 

Another examination of the relationship between 

symptoms and social functioning and an attempt to 

explain the factors that mediate this relationship was 

made by Casey, Tyrer & Platt (1985). Among 117 

outpatients, social functioning was better in older 

persons and those without substance abuse or 

personality disorders. Although there was a strong 

relationship between social functioning and psychiatric 
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diagnosis, with social functioning inversely related to 

severity of disorder, depressed patients did not show 

this relationship. Social functioning, rather than total 

symptoms, appeared to be the stronger predictor of 

referral to psychiatric services. Thus, whether impaired 

social functioning predates a disorder, is a consequence 

of symptoms, or exists independently of symptoms, 

measures of social functioning seem to contribute 

unique additional information. 

In addition to their thorough review of the 

literature related to outcome for schizophrenic patients, 

Strauss and Carpenter (1972, 1974a, 1974b) focused upon 

refining the conceptualization and measurement of 

outcome. They considered an understanding of factors 

related to outcome as important to the evaluation of 

treatment needs and effectiveness. They viewed 

outcome as a multidimensional construct which included 

rehospitalization, presence of symptoms, employment, 

and social contacts. These investigators argued against 

the predominant belief that outcome in schizophrenia 

was uniformly poor. They proposed that, rather than 

being a unitary disorder, schizophrenia consisted of a 

confluence of factors such as symptoms, chronicity, and 

social disability, all of which can occur independently 

and thus vary for different schizophrenic subtypes. 



108 

In one study, Strauss & Carpenter (1972) measured 

outcome for 142 acutely ill psychiatric patients using 

the four outcome criteria listed above. Comparisons 

between schizophrenic and nonschizophrenic patients 

showed the schizophrenics as significantly worse on 

total outcome, employment, hospitalization, and 

symptoms, but not on social contacts. The authors also 

explored alternative ways of grouping patients into 

diagnostic categories by comparing the four outcome 

indices for groups developed by different classification 

methods. Comparisons based upon the major diagnostic 

categories failed to reveal significant differences on any 

of the outcome measures, which indicated that 

diagnostic categorization was insensitive to subtle 

outcome differences among the diagnostic groups. 

Patients were also assigned to different psychotic 

subgroups using Lorr's (1966) Inpatient Multidimensional 

Rating Scale; group comparisons were again 

nonsignificant, possibly due to small samples within 

some subgroups. Finally, subgroups obtained through 

cluster analysis were clinically meaningful but also 

failed to yield significant differences due to small 

cluster sizes. 

Strauss and Carpenter (1974b) later pOinted out 

that premorbid social functioning, among other non

symptom variables, could predict outcome in 
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schizophrenia. From social ~unctioning and other types 

of items, they developed a prognostic scale to assess 

the relationship between various predictors and outcome 

variables. As in earlier studies, outcome was again 

measured ~or the ~our di~~erent areas (social relations, 

employment, hospitalization, and symptoms). They ~ound 

that previous hospitalization was a power~ul predictor of 

each outcome variable, including social relations. The 

quality o~ social relations prior to initial evaluation was 

significantly related to quality o~ social relations at 

follow-up. Among the predictor variables, both prior 

hospitalization and unemployment correlated significantly 

with social relations. In general, the hospitalization and 

social ~unctioning variables were power~ul predictors of 

outcome. Strauss and Carpenter concluded that, given its 

contribution to outcome in schizophrenia, social 

functioning should be assessed be~ore patients are 

assigned to therapeutic programs that ~ocus primarily on 

symptom reduction. 

Later, based upon ~indings ~rom a ~ive-year 

longitudinal study o~ the ~actors related to outcome, 

Strauss and Carpenter (1977) reiterated the key role 

played by social relationships in determining outcome in 

schizophrenia. The level o~ social relationships at 

patients' initial evaluation was a significant predictor of 

all areas o~ outcome ~ive years later, including the four 
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areas listed above plus additional social functioning 

indices. 

This brief review of the social functioning 

literature underscores the important contribution that 

social functioning indicators have made to studies that 

have attempted to identify important dimensions of 

psychopathology. As can be discerned from the 

literature, measurement of this construct has been 

approached from multiple viewpoints. The concepts and 

instruments associated with these various approaches 

were the subject of a recent review (NIMH, 1987). 

This review outlined some of the methodological 

difficulties involved in measuring social functioning, 

such as the problem of disentangling social functioning 

from social support and the intermingling of 

psychological with psychosocial indicators of adaptive 

social functioning. Given the embryonic state of the 

field, choosing from among the array of measurement 

and conceptual approaches requires one to rely upon 

theory to decide what constitutes the substantive 

dimensions of social functioning. 

Some researchers have focused primarily upon 

performance in social roles (e.g., Weissman), although 

DSM-III (American Psychiatric Association, 198~) 

considers adaptive functioning as comprised of 1 h r'ee 

areas (occupational functioning, social relationships, and 
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use of leisure time). A comprehensive organization of 

the range of operational definitions of social functioning 

is Regier et al.'s (1982) typology of social problems. 

This classification specifies ten major problem areas and 

provides a starting point for generating areas to 

measure. These ten areas are: housing problems, change 

in residence, financial problems, problems in family, 

other nonfamily interpersonal problems, educational/ 

learning problems, occupational problems, legal problems, 

personal and environmental circumstances impeding 

access to health care, and conflicts with social and 

cultural institutions. Deliege (1982) recommended 

summarizing problem areas across five subparts: lack, 

deficit, personal maladjustment, interpersonal 

relationships, and change over time. 

NIMH's (1987) review of the field of social 

functioning drew some conclusions regarding strategies 

for the measurement of social functioning in mental 

health studies. First, social support and social 

functioning may in theory be inextricably linked, but in 

measurement researchers should distinguish between the 

two. Quantitative measures of social networks tap the 

social support concept and should be used in addition to 

measures of role or task behaviors. Both the quality 

and quantity of social networks should be assessed, 

given that an individual could conceivably derive very 
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little support from a large number of friends, and vice 

versa. Second, minimal levels of functioning that would 

seem important for any person's well-being should be 

examined. For example, reaching some lower threshold 

of social stimulation and involvement, such as having at 

least one confidante, could be considered as prereqUisite 

to adequate social functioning. Similarly, personal 

functioning measures should include the patient's ability 

to perform basic survival tasks (e.g., transportation and 

self-care). Third, maladaption should be captured by an 

assessment of sociolegal problems, such as arrests and 

financial dependency, as well as maladaptation in work 

and family roles. Fourth, the more obvious and 

conventional measures of social functioning, such as 

employment stability, should be included. Finally, no 

single instrument developed to date combines an 

economical, objective and comprehensive approach to the 

measurement of social functioning in its broadest 

conceptualization. Therefore, the use of any established 

instrument requires the addition of items that tap 

missing aspects. 

Although various investigations have used social 

functioning as a means of describing patients, as a 

predictor of some outcome, or as a m~asure of outcome 

for various diagnostic groups, there have been no 

attempts to examine the utility of social functioning 
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variables in an empirical classi~ication scheme. The 

present study examined the use~ulness o~ that class o~ 

variables, along with symptom variables, as the basis ~or 

a classi~ication scheme o~ seriously mentally ill patients. 

The approach taken here to measure social ~unctioning 

attempted to incorporate a number o~ the NIMH (1987) 

recommendations outlined above. 
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CHAPTER VI 
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A total of 218 patients from two Kino 

Community Hospital-based programs- the Pilot Project 

and Treatment Network Team (TNT)- served as subjects. 

About one-half (110) of the patients were from the 

Pilot, with 104 being from TNT (program designation 

was missing for four patients). Kino Hospital's 

Department of Psychiatry is Pima County's (Arizona) 

entity for the provision of inpatient services to the 

seriously mentally ill. All patients enrolled in either 

program met the criteria for chronic mental illness as 

determined by the Arizona Checklist for Chronic Mental 

Illness Determination (Arizona Department of Behavioral 

Health Services). The checklist criteria include having 

a DSM diagnosis coded between 295-301, treatment in an 

inpatient, day hospital, nursing home, or other 

residential setting, and impaired role functioning as 

defined by long-term unemployment or need for 

socioeconomic support. 

The Treatment Network Team provides case 

management services to persons who live in various 

community settings. Patients become enrolled upon 

discharge from inpatient treatment when it is 
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determined that they are in need of intensive services 

but are unable or unwilling to utilize traditional 

outpatient services. In general, these patients suffer 

from major personal and social impairment and need 

ongoing and intensive case management and medication 

in order to avoid rehospitalization. Although around 

150 patients are served by TNT, only about 50 of these 

were judged by their therapist as willing or able to 

submit to the patient interview; therefore, patient-based 

data is missing for a large number of the TNT 

subsample. However, therapist-based data was available 

for a total of 104 TNT patients. 

The Kino Hospital Pilot Project is a relatively new 

organization and an outgrowth of a class action lawsuit 

mandating more equitable services for the seriously 

mentally ill. Like the TNT program, it is managed 

under the auspices of County Government. The program 

has an ongoing caseload of approximately 100 individuals 

and funding is on a capitated basis. These patients 

display somewhat higher functioning and better 

community living skills than TNT patients, as measured 

by Resource Associated Functioning Level (RAFL) 

scores. The RAFL rating is made according to a 7-

point scale which reflects the extent to which pa.tients 

are currently in need of therapeutic support in order to 

maintain adequate functioning. Patients in both the 
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Pilot project and TNT program are given a RAFL rating 

every three months by their therapist. In addition, 

Pilot patients recieve a rating by an outside evaluator 

prior to their entrance into the program. A comparison 

of the RAFL ratings given to an earlier, smaller subset 

of the Pilot and TNT patients reveals nonstatistically 

significant differences between the two groups in terms 

of RAFL scores (x2 = 7.37, df = 4, n.s.). 

A close examination of these RAFL scores reveal 

that the Pilot and TNT subsamples represent slightly 

diverse groups of seriously mentally ill patients. In 

the Pilot sample, for example, 18~ were at the highest 

functioning level that occurs within the sample (Level 

6), whereas within the TNT sample, only 8~ were rated 

at Level 6. Likewise, 3~ of Pilot patients were at the 

lowest level observed; 8~ of TNT (Level 2) were rated 

at Level 2. Using patients from both samples ensured 

some degree of breadth of symptoms and 

representativeness of the overall population of the 

seriously mentally ill. 

Procedure 

All patients were interviewed by either trained 

research assistants, trained graduate students in Clinical 

Psychology, or the Chief of Research for the 

Department of Psychiatry, Kino Hospital. Patient 

interview data was obtained thorough structured 
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Table 1. RAFL scores for a subset of TNT and Pilot 

Project patients. 

TNT 

(N = 101) 

N 

PILOT 

(N = 81) 

N 

RAFL LEVEL, __________________________________ __ 

2 

3 

4 

5 

6 

TOTALS 

8 

21 

22 

40 

8 

99% 

8 

21 

22 

40 

8 

99 

3 

14 

23 

42 

18 

100% 

2 

11 

19 

34 

15 

81 

(Percentage and raw score totals for TNT patients 

reflect two patients with missing RAFL scores.) 
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interviews which took place either at Kino Hospital, i£ 

the subject happened to be receiving inpatient services, 

at the Pilot Project program o££ice, where patients went 

to receive various services, or in the subject's 

residence. The duration of the patient interview was 

between one and one-and-a-half hours. From the Pilot 

sample, the patient interview data was collected within 

the £irst three months of the patient's enrollment in the 

program. F'or the TNT sample, no such time frame 

existed, since these patients had been continuously 

enrolled in TNT. The State o£ Arizona requires that the 

rating forms used by the therapists be filled in every 

three months £or each patient in each program; 

there£ore, therapist data was obtained through these 

routine collections. For the Pilot sample, therapist 

ratings collected in the second round o£ data collection 

(a£ter three months' enrollment) were used, because 

these therapists have reported that they are able to 

make more accurate assessments after having known the 

patients for a few months. Under the original research 

plan, £ami"ly interviews were to obtained. However, due 

to £amily members' unavailability or unwillingness to 

participate, £amily data were obtainable for only a 

minority o£ the TNT and Pilot samples. There£ore, in 

order to avoid £urther restriction o£ sample size, £amily 

data was eliminated from the analyses. 
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Instruments 

Measures on patient's DSM-III diagnosis, symptoms, 

maladaptive behaviors, and personal and social 

functioning were obtained from two sources: 1) patients' 

self-report, and 2) therapists' reports. 

Patient self-report instruments: A structured 

interview schedule (The CMI Modified Assessment) 

designed for the purposes of evaluating Pilot Project 

outcomes were used to obtain measures of personal and 

social functioning. Scales on this interview schedule 

were derived from three sources: 1) Basic functioning 

items (e.g., self-care and medication compliance) were 

adapted from the State of Arizona Behavioral Health 

Services CMI Client Assessment form (described under 

Therapists' ratings instruments, below). 2) A set of 

questions probed for interpersonal conflicts with kin and 

significant others and for problems with health, 

substance abuse, and the legal system. These were 

adapted from a variety of established social functioning 

measures. The questions are responded to with a 5-point 

rating scale (1 = no problem, 5 = severe problem). 3) 

Extent of social interaction was assessed by a rating of 

the frequency with which the patient engages in a given 

activity, such as church and volunteer work, with 1 = 
never and 5 = every day. These items were also 

derived from a survey of previously existing measures. 
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A modified 53-item version of The Interview 

Schedule for Social Interaction (ISSI) (Henderson, 

Duncan-Jones et al., 1980) was used as a quantitative 

and qualitative measure of a patient's social network. 

This instrument was chosen because it covers a 

comprehensive range of social relationships, was 

recommended by the NIMH (1987) review of social 

functioning measures, and focuses on components of 

relationships that are relevant to psychiatric research 

(Henderson, Duncan-Jones, et aI, 1980). The ISSI yields 

measures of the respondent's close affectional bonds 

(AVAT, availability of attachments) and looser ties 

(AVSI, availability of social integration), along with his 

or her satisfaction with these close bonds (ADAT, 

adequacy of attachments) and with the looser bonds 

(ADSI, adequacy of social integration). 

The reliability of the four ISSI indices was 

assessed by Henderson, Byrne, Duncan-Jones, and Scott 

(1980) using data from a community sample that included 

neurotics and normals. Cronbach's alpha (Cronbach, 

1951) ranged from .67 to .81 (AVAT = .67, AVSI = .71, 

ADS! = .79, ADAT = .81). The stability of scores over 

time as assessed by test-retest coefficients were similar. 

Although the ISSI was initially applied to a community 

sample, Henderson, Duncan-Jones et al. (1980) found its 

use to be acceptable with a sample of psychiatric 
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outpatients. Evidence for the validity of the ISSI is 

presented by Henderson, Duncan et al. as follows: 1) 

The content of the scales have face validity in that the 

behaviors, experiences, and attitudes to which the 

questions refer are representative samples from the 

domains measured by the scales. 2) Responses from 

persons known to be deficient in social relationships 

were compared with those who were known to have 

adequate relationships. Differences between these two 

groups on ISSI indices were significant. 3) 

Correlations between the respondents' answers to ISSI 

items and those of informants were significant for all 

four ISSI scales. 

Therapists' ratings: Therapists' ratings were made 

using a five-part instrument, the Arizona Behavioral 

Health Services CMI Client Assessment and Forms A and 

B, that measures 1) objective information regarding 

patients' employment, medication compliance, arrest 

record, and the presence of substance abuse; 2) need for 

specific treatment modalities (e.g., outpatient counseling, 

day hospitalization); 3) various intra- and interpersonal 

problems, including personal distress, socio-legal 

difficulties, problems in role and academic performance, 

and problems with thinking and personal behavior; 4) 

psychiatric symptoms; 5) basic functioning; and 6) 

maladaptive behaviors (e.g., suicidal gestures). This 
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instrument was developed by the states of New York 

and Vermont and adopted by the State of Arizona for 

the evaluation of mental health programs. Items are 

scored either for the presence or absence of a behavior 

(1 = definitely not, 2 = not all the time, 3 = yes), on a 

4-point rating scale (1 = no problem, 4 = severe 

problem), or on a 5-point rating scale (1 = Definitely 

yes, 5 = definitely not). Sixteen psychiatric symptoms 

are rated using a modified (4-point instead of 7-point) 

version of the Brief Psychiatric Rating Scale (Overall & 

Gorham, 1962). This modified BPRS consists of 16 

individual items which use a 4-point rating scale to 

assess the presence and severity of 16 psychiatric 

symptoms. In addition, therapists rate patients on a 

group of items that also were rated by the patients 

themselves. These refer to presence of difficulties with 

substance abuse, treatment compliance, and social, legal 

and health issues and problems in specific interpersonal 

relationships. Sociodemographic data, such as marital 

and legal statuses, is also routinely collected. 

The interview and rating schedules described above 

are displayed in Appendix A. 

It is recognized that several of the measures used 

for data collection here were either devised specifically 

for this study or were relatively new ones without 

established reliability and validity. However, an 
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argument against challenges to the reliability of the 

data is offered by Kerlinger (1973, p. 471), who pOints 

out that the common factor model that was used here 

extracted only reliable variance from the variables used 

to generate the factors. That is, the factors that were 

derived in the initial stage of the analysis can be 

assumed to be reliable, because the commonality of the 

factors (h2 ) cannot exceed the reliability of the 

variables from which the common factors are extracted. 

Arguments against validity are somewhat more cogent, 

although at the very least the measures have obvious 

face validity. 

Method of analysis: 

The variables measured in this study were 

conceptualized as falling into two distinct categories. 

The first of these were measures of behavioral, 

cognitive, and affective symptoms of mental disorders. 

These symptoms are manifested intrapersonally, e.g., 

through affective symptoms such as guilt and depression, 

through delusions or hallucinations, and through 

maladaptive behaviors such as suicide attempts. Many 

of these symptoms are assessed when one uses a 

traditional psychiatric diagnostic system, such as the 

DSM-III. The second category was comprised of 

measures of social functioning that reflect interpersonal 
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competence and social activity. The social functioning 

variables included those that assess self-care and 

community functioning, interpersonal relationships, 

treatment compliance, vocational functioning, and social 

supports. Both the symptom and social functioning 

categories contained some variables that were measured 

from the patient's and therapist's viewpoints. 

The data analysis was comprised of three steps. 

The first two steps can be considered as part of an 

exploratory phase that is operating within the "context 

of discovery," whereas the third step comprises the 

validational or confirmatory phase that takes place 

within a "context of justification" (Popper, 1972). 

First, factor analysis was applied to the two sets 

of variables. This was performed as a data reduction 

method as well as to explore the structure of the data 

and to determine the underlying dimensions within the 

sets of variables. Given the complexity and size of the 

data base, Varimax (orthogonal) rotation of the factors 

was used to create simpler and more interpretable 

dimensions, although it is recognized that symptom 

factors are most likely correlated as are social 

functioning factors. It was hypothesized that the set of 

symptom variables would yield several meaningful 

dimensions, as would the set of social functioning 
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variables, and that these dimensions would yield 

information upon which a typology could be validly 

based. 

In the next step, which was still within the 

exploratory phase of the analysis, the dimensions 

generated by the factor analysis were used in a cluster 

analysis of cases using the K-means clustering technique 

(Engelman & Hartigan, 1985). The literature on cluster 

analysis and the critiques of cluster analytic procedures 

make it clear that no one cluster analytic technique has 

gained ascendancy (Blashfield, 1984). However, the K

means method has been recommended (R. Blashfield, 

1987, personal communication) as yielding useful and 

interpretable, as well as intuitively appealing, solutions, 

and so was chosen as the clustering methodology. 

K-means cluster analysis partitions a set of cases 

into clusters. At the completion of the analysis, a case 

is allocated to the cluster whose multivariate center 

(centroid) is closest to the case. Euclidean distance, a 

straightforward and commonly employed distance 

measure, is used to determine the distance between 

each case and the centroid. Cluster characteristics are 

described by univariate F-ratios that indicate the 

magnitude of differences between clusters on the 

variables used in the clustering solution. Comparison of 

the mean of each variable within each cluster relative 
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purposes. 
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Scores on the interpersonal and symptom-based 

variables, then, were ultimately expressed as a single 

cluster score, that is, patients who were similar in 

terms of the profile of factor scores were placed in the 

same cluster and received the same cluster membership 

score. 

At the third step, which began the confirmatory 

phase of the analysis, there was a single categorical 

(grouping) score for each subject- that is, a cluster 

membership score- based upon a cluster analysis of the 

set of social functioning and symptom factors derived 

from the factor analysis of social functioning and 

symptom variables. The validity of this clustering 

scheme was then tested by a series of post-hoc analyses 

which examined differences between the cluster 

groupings on external criteria, that is, on variables that 

were not used in the clustering schemes. These 

variables included patients' needs for specific types of 

treatment (as rated by the primary therapist), amounts 

of treatment actually received prior to assessment, 

DSM-III Axis I diagnosis, and RAFL rating, as well as 

several sociodemographic characteristics. 

To gain some estimate of the external validity of 

the clustering solution chosen for the Kino data, an 



127 

identical cluster analysis was applied to 13 ~actor scores 

that had been derived ~rom a data set collected on all 

patients enrolled in the State o~ Arizona Pilot Project, 

along with a comparison group (total N = 920). This 

analysis was per~ormed to obtain a measure o~ the 

consistency o~ the cluster solution across di~~erent 

samples. No external criteria were available ~or post

hoc analyses o~ the validity o~ the HSRI clusters. 

In order to compare the efficacy o~ the empirical 

classification scheme with the traditional DSM-III 

diagnostic categorization, the three diagnostic categories 

represented in the sample (Schizophrenic Disorders, 

Major Affectj,ve Disorders, and other Axis I Disorders) 

were also compared on the external criteria. I~ the 

clustering scheme used here were to offer information 

that was not provided by the diagnostic categorization, 

one would expect the clusters to differ on important 

prognostic indicators upon which the Axis I categories 

would not be discriminated. 

As pointed out in the introductory section, the 

increasing specificity of available treatments ~or the 

seriously mentally ill has been a major stimulant to the 

development of alternative classi~ication methods. 

Knowledge o~ the extent to which the subtypes 

generated here dif~er on the amount o~ services they 

used could offer important insights regarding service 
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utilization by various subtypes of mentally ill patients. 

Making comparisons across the subtypes on judged need 

for services and amount of services received was one 

step towards validating the clinical utility of the 

typology. If true and representative subtypes of 

seriously mentally ill persons emerge, one would expect 

them to differ according to the types of services 

deemed appropriate for them as well as the amount of 

services consumed. Finally, if the typology based upon 

social functioning as well as symptom dimensions is 

demonstrated to be predictive of important 

characteristics or outcomes, one is justified in 

supplementing more traditional typologies that are built 

primarily on intrapersonal factors with a new typology 

that adds social functioning dimensions to the 

categorization scheme. 

Variable Selection: 

A. Clustering Variables: From the set of 

445 therapist- and patient-based variables measured at 

each quarterly administration, 38 individual or composite 

variables were selected for the factor analysis. These 

variables were chosen as representative of a broad 

spectrum of symptom and soc:l.al functioning 

characteristics, and seemed to best capture the meaning 

of the larger pool of items. The list of 18 individual 

variables and 20 composite variables, along with an 
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indication o~ the perspective ~rom which the variable 

was measured, is shown in Table 2. Table 3 gives a 

de~inition o~ each o~ the variables. 

The individual variables consisted o~ the therapist's 

ratings o~ the patient's employment status (EMPLY2), 

medication compliance (MDCAT), and the 16 Brie~ 

Psychiatric Rating Scale symptoms that are rated by 

therapists using the Arizona Department o~ Health 

Services CMI Client Assessment Form (THSOM2, 

THANX2, THEMOT2, THCONC2, THGUIL2, THTEN2, 

THMANN2, THGRAN2, THDEPR2, THHOST2, THSUSP2, 

THHALL2, THMOT02, THUNC02, THUNUS2, and 

THBLUN2). For the Pilot patients, the ratings made 

after the patient had been enrolled in the program ~or 

three months (Round Two) were used. Quarterly ratings 

made by therapists during approximately the same time 

period were used ~or the TNT subsample. The 

composite variables included the ~our Interview Schedule 

~or Social Interaction (ISSI) indices (AVAT, ADAT, 

AVSI, and ADSI), an indicator o~ substance abuse rated 

by therapists on the Arizona Department o~ Health 

Services Client Assessment Form, Part A (ABUSRAT), 

nine composite scores ~rom the Client Assessment Form, 

Part B social ~unctioning problem list (TOTSCLG, 

TOTMED, TOTHINK, TOTDIST, TOTBEH, TOTREL, 

TOTROLE, TOTACAD, and TOTAFF), ~ive social 
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Table 2. Composite and individual variables used in the 

analyses. 

Com12osite variables Individual variables 

Perspective Perspective 

Patient Therapist Patient Therapist 

SOCIOPR PROBTHER THSOM2 

ADLSCAL THADL THANX2 

AVAT THEMOT2 

ADAT THCONC2 

AVSI THGUIL2 

ADSI THTEN2 

ACTSCAL THMANN2 

PERSPRB THGRAN2 

ARRESTS THDEPR2 

TOTSCLG THHOST2 

TOTMED THSUSP2 

TOTHINK THHALL2 

TOTDIST THMOT02 

TOTBEH THUNC02 

TOTREL THUNUS2 

TOTROPF THBLUN2 

TOTNEED EMPLY2 

ABUSRAT MDCAT 
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Table 3. Meaning of the variables used in the factor 

analyses. 

Composite variables Individual variables 

Variable name Meaning Variable name Meaning 

SOCIOPR Relationship problems TIJSOM2 Somatic concern 

ADLSCAL Act. of daily living TIlANX2 Anxiety 

AVAT A vail. of attachments TIlEMon Emot. withdrawal 

ADAT Adeq. of attachments TIICONC2 Conceptual disorg. 

AVSI A vail. of soc. integ. TIIGUlL2 Guilt feelings 

ADSI Adeq. of soc. integ. TIITEN2 Tension 

PERSPRB Self -rated symptoms TIIMANN2 Mannerisms 

PROBTIlER Interaction problems TIIGRAN2 Grandiosity 

THADL Act. of daily living TIIDEPR2 Depressive mood 

TOTREL Prob. in close relat. THH0ST2 Hostility 

TOTSCLG Sociolegal problems TIlSUSP2 Suspiciousness 

TOTMED Medical problems THHALL2 Hallucinations 

TOTIIINK Problems with thinking THMOT02 Motor retardation 

TOTDIST Personal distress THUNC02 IJnoooperativeness 

TOTBEH Personal behavior llIUNUS2 Unusual thoughts 

TOTREL Interpersonal relations TIlBLUN2 Blunted affect 

TOTROPF Role performance EMPLY2 Employment status 

TOTNEED Meeting basic needs MDCAT Med. compliance 

ARRESTS Number arrests, past yr. 

ACfSCAL Activity scale 
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functioning indicators (SOCIOPR, PERSPRB, ADLSCAL, 

ACTSCAL, and PROBTHER), and recent arrest history 

(ARRESTS). For several of the social functioning 

constructs, parallel measures from both the patient's and 

therapist's perspective were included. For example, 

SOCIOPR was a composite measure indicating the 

patient's judgment of his or her interpersonal problems; 

likewise, PROBTHER was a composite measure of the 

therapist's judgment of the patient's problems within 

that same interpersonal realm. For other constructs, 

parallel measures were not available. For example,the 

therapist's judgment of the patient's social functioning 

problems in nine realms (from the Client Assessment 

Form, Part B) had no parallel measures from the 

patient's perspective. Similarly, the four ISSI social 

interaction indices were recorded from the patient's 

perspective only. 

B. Dependent Variables: As was 

emphasized by Skinner (1981), the usefulness of any 

classification scheme rests upon its ability to predict 

external criteria, whether those criteria be treatment 

response, costs of treatment, or some other clinically

relevant characteristic. The purpose here was to 

determine the clinical meaningfulness of the typal 

constructs; that is, if the patients had been subgrouped 

in a meaningful way, they would show some differences 
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on criteria that are relevant to treatment-planning 

purposes. Given that this was a cross-sectional study, 

indicators of actual treatment response were not 

available. However, the following indicators of the 

validity of the classification were assessed: 

1. Treatment needs, as judged by 

the primary therapist. On the Client Assessment Form, 

Part A that was filled out quarterly, the therapist 

indicated which of 32 treatment services were currently 

needed by the patient. Subsets of these 32 services 

were linearly combined using unitary weights to form 

six composite variables, each of which was comprised of 

a set of similar treatment services. The six composites 

were: RESNEEDS (needs for residential treatment 

services); OUTNEED (need for outpatient services); 

CRINEED (need for crisis services); RHBNEED (need for 

rehabilitation services); HSPNEED (need for inpatient 

hospitalization services); and OTHNEED (miscellaneous 

services provided to SMI populations). These composite 

variables, along with a list of the individual treatment 

needs that comprised them, are shown in Table 4. 

2. Previous number of services: 

The previous behavioral health services received by the 

client prior to intake were recorded on the Client 

Intake Form (in Appendix A). These services are 

broken down into fifteen categories. The 15 categories 
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Table 4. Composition o£ the treatment needs scales. 

Scale Variables comprising the scale 

RESNEEDS 

OUT NEEDS 

CRINEEDS 

RHBNEED 

HSPNEED 

OTHNEED 

Needs £or: 

Transitional, long-term, moderate, crisis, 

and respite residential services 

Court-ordered evaluation, prepetition 

screening, outreach/ screening, 

evaluation, individual counseling, group 

counseling, £amily counseling, medical 

evaluation, other medical services, 

prescription drugs, case management 

Emergency crisis services, mobile acute 

crisis servies 

Rehabilitation services, work training, 

sheltered employment, supervised 

employment 

Acute hospitalization, secure 

hospitalization, detoxi£ication 

Partial care, transportation, sel£-help, 

social/recreational training, CM! £amily 

consultation and education 
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of services that the patient had received were then 

linearly combined, using unitary weights, to form an 

estimate of prior behavioral health services. 

3. RAFL Rating: All patients 

received a Resource Associated Functional Level (RAFL) 

score, ranging from 1 - 6, on a quarterly basis. For 

Pilot patients, the RAFL score given after the patient 

had been enrolled in the program approximately three 

months (Round Two of data collection) was used. The 

quarterly RAFL rating made by therapists during 

approximately the same time period was used for the 

TNT subsample. 

4. DSM-III Axis I diagnosis: The 

primary Axis I diagnosis was recorded by the therapist 

on the Client Assessment Form, Part A. 
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CHAPTER VII 

RESULTS 

I. Factor Analyses: 
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An initial analysis was run with the BMDP 

statistical software program (Dixon, 1985) using principal 

components to derive the unrotated factors and Varimax 

orthogonal rotation. This analysis reduced the set of 38 

individual and composite variables to a smaller number 

of indices that captured the maximum amount of 

variability contained in the original matrix of variables. 

Missing data was eliminated in a listwise manner, so 

that only cases with complete data on each of the 38 

variables were included in the analysis. Out of the 

total number of 218 cases submitted to the principal 

components analysis, 74 (34%) had complete data on all 

variables. Thus, the derived principal components were 

based upon data from this sample of 74 complete cases. 

The bivariate correlation matrix upon which the factor 

analyses were based is displayed in Appendix B. The 

names of the factors and their associated eigenvalues 

from the principal components analysis is given in 

Appendix C. 

The principal components analysis was also used to 

gain an estimate of the number of factors accounting 

for a meaningful amount of variance. Twelve factors 
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met the criterion of having an eigenvalue equal to or 

greater than 1; however, a scree test (Cattell, 1966) 

demonstrated a rapidly diminishing amount of variability 

accounted for by factors 8 through 12. Each of these 

four factors had high loadings with only two variables, 

and the low correlations between the pairs of variables 

loading on a given factor cast suspicion on the 

reliability of the factor. Further, examination of the 

loadings of the variables on the factors after rotation 

revealed the last four factors as less interpretable than 

and somewhat redundant with the initial eight factors. 

Therefore, eight factors, accounting for 63% of the 

variance, were considered as the optimal number to be 

retained. 

Another analysis was then run using principal 

factors extraction, a commonly used and widely 

understood factor extraction technique that conforms to 

the factor analytic model. In this model, only common 

variance is analyzed, with unique and error variance 

eliminated from the factor solution. Based upon the 

information derived from the initial principal 

components analysis, eight factors were requested. 

However, because only the initial seven factors in the 

principal-factor analysis had an eigenvalue greater than 

1.00, those seven factors, accounting for 81% of the 

variance, were retained. The seven-factor solution is 
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shown in Table 5, which lists the eigenvalues (after 

rotation), the variables that loaded most highly on each 
" 

factor, the factor loadings, and the labels assigned to 

the factors. The correlation matrix for the principal 

factors analysis is identical with that for the principal 

components analysis displayed in Appendix B. 

Most variables submitted to the principal factors 

analysis appeared to have a reasonable degree of 

multicollinearity with the other variables; communality 

values (squared multiple correlations of each variable 

with all the other variables) were moderately high, 

ranging from .49 (for therapist's rating of motor 

behavior) to .84 (for Adequacy of Attachment), with a 

median value of .72. As is indicated by squared multiple 

correlations of the variables with the factors, all but a 

few of the variables were well-defined by the factor 

solution; the median communality value of the variables 

with the factors was .52. The diagonal of the factor 

score covariance matrix reveals high squared multiple 

correlations of factors with the variables, indicating 

that the factors were internally consistent and well-

defined by the variables. Further, inspection of the 

residual correlation matrix showing correlations between 

variables after factor extraction reveals most values 

approaching zero, which gives an additional indication 

of the adequacy of extraction. 
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Table 5. The seven principal factors and factor 

loadings for the variables loading highly on them. 

FAcrOR 1 

FAcrOR 2 

FAcrOR 3 

FAcrOR 4 

FAcrOR 5 

FAcrOR 6 

FAcrOR 7 

Factor name Variable 

Young Adult Chronic TOTBEH 

Eigenvalue: 5.87 TIlUNC02 

Neurotic Distress 

Eigenvalue: 3.44 

Basic Functioning 

Eigenvalue: 2.86 

Social Interaction 

Eigenvalue: 2.56 

Interpersonal 

problems 

Eigenvalue: 1.80 

Interpersonal/ 

personal problems 

Eigenvalue: 1.72 

Withdrawn/blunted 

Eigenvalue: 1.67 

THHALL2 

TOTIIINK. 

THUNUS2 

TIlCONC2 

TIlANX2 

TIlTEN2 

TOTROPF 

ADAT 

ADSI 

TOTDIST 

PROBTHER 

PERSPRB 

SOCIOPR 

TI-lDEPR2 

TIIEMOT2 

Loading 

.72 

.68 

.67 

.66 

.64 

.62 

.89 

.60 

.66 

.84 

.61 

.66 

.46 

.62 

.SO 

.61 

.49 

Variable 

TOTSCLG 

THH0ST2 

TIlGRAN2 

TIlSUSP2 

TIlMANN2 

MDCAT 

TIISOM2 

TIlGUIL2 

TIlADL 

AVAT 

AVSI 

TOTREL 

ADLSCAL 

TIlBLUN2 

Loading 

.61 

.59 

.58 

.56 

.56 

.47 

.78 

.53 

-.61 

.65 

.51 

.58 

-.46 

.53 
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Orthogonal rotation was chosen over oblique 

rotation for conceptual simplicity and ease of 

description. A variable was considered as loading on a 

given factor if: 1) the variable had a loading of .45 or 

greater on the factor and 2) the variable loaded more 

highly on that factor than on any other factor. Six of 

the 38 variables did not meet these loading criteria and 

were therefore eliminated from the factor and cluster 

solutions. In addition, EMPLY2 (the therapist's rating 

of patient's employment status) was considered an 

outlying variable due to its relatively low 

multicollinearity with other variables and with the 

factor solution; another measure, TOTROPF, which 

performed better and seemed to capture similar 

information was retained. All seven of the eliminated 

variables had, in fact, the lowest squared multiple 

correlations with the other variables as well as the 

lowest communalities with the factors; that is, they 

shared the least amount of overlapping variance with 

the other variables and with the factors. The seven 

variables not included in subsequent analyses were: 

ABUSRAT, ACTSCAL, ARRESTS, THMOT02, EMPLY2, 

TOTNEED, and TOTMED. 

The loadings given in the sorted and rotated factor 

loading matrix reveal that most of the seven factors 

have fairly simple structure. In general, each factor has 



'. 

141 

a ~ew variables that load highly on it, with the other 

variables having low or negligible correlations with the 

given ~actor. An exception is Factor 1, which was a 

relatively complex ~actor loaded on by twelve variables. 

The ~actor labels were derived by examining 

which variables loaded most heavily upon each ~actor. 

Factor 1 was a "young adult chronic" ~actor similar to 

that which has been given signi~icant empirical attention 

in previous studies o~ SMI populations (e.g., Pepper and 

Ryglewicz, 1980; Schwartz and Gold~inger, 1981; Sheets, 

Prevost and Reihman, 1982). Factor 1 also appeared to 

parallel the "hostile belligerence" ~actor included on the 

Inpatient Multidimensional Rating Scale developed earlier 

by Lorr and Klett (1966). This ~actor is characterized a 

variety o~ cognitive and behavioral disturbances, 

including therapist-rated problems with various psychotic 

(e.g., hallucinations and unusual thoughts) and paranoid 

(e.g., suspiciousness and grandiosity) symptoms and 

problems with medication compliance. High scores on 

this ~actor indicate greater severity o~ problems in 

these areas, as rated by the therapist. 

Factor 2 was a "neurotic distress" ~actor which has 

also emerged in previous ~actor analytic studies (e.g., 

Dahlstrom, 1949; Trouton and Maxwell, 1956). Lorr, 

Klett, and McNair (1963), in their review o~ dimensions 

of psychosis, discussed a similar :factor called "anxious 
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intropunitiveness." High scores on the neurotic distress 

factor reflected high scores on four therapist-rated 

symptoms: anxiety, somatization, tension, and guilt. 

Factor 3 was a "basic functioning" dimension, with 

high scores indicating poor role and/or ADL functioning. 

The variables comprising this factor were the therapist's 

ratings of the patient's basic role performance 

(including work, academic, and budgeting activities) and 

activities of daily living (such as nutrition, hygiene, and 

home management). 

Factor 4 was comprised of the four Interview 

Schedule for Social Interaction indices (AVAT, ADAT, 

AVSI and ADSI) and was therefore called "social 

interaction," with high scores reflecting high social 

functioning. 

High scores on Factor 5 reflected the severity of 

problems, as rated by the therapist, within primarily the 

interpersonal and, to a lesser extent, the intrapersonal 

realms. Loading highly on this factor were three 

variables: personal distress (TOTDIST), a composite 

variable comprised of ratings of affective problems (e.g., 

anxiety, depression, anger); interpersonal relations 

(TOTREL), another composite variable made up of 

ratings of problems within the interpersonal realm (e.g., 

problems with social skills, maintaining relationships, 

and sexual interaction); and PROBTHER, a therapist-
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rated measure o~ the patient's problems with speci~ic 

signi~icant others (.e.g, spouse, children, roommate). 

Factor 6 indicated the patient's own rating o~ 

subjective distress and ~unctioning within the personal 

and social realms. High scores meant a high degree o~ 

di~~iculty in these areas. Three composite variables had 

he'avy loadings with this ~actor: PERSPRB, the patient's 

rating o~ his or her intrapersonal distress (e.g., anxiety, 

depression, anger); SOCIOPR, comprised o~ sel~-rated 

problems with signi~icant others (e.g., spouse, children, 

roommate); and ADLSCAL, a measure o~ the patient's 

judgment o~ his or her basic ~unctioning and community 

living skills (e.g., sel~-care, use o~ leisure time, use o~ 

social services). 

Factor 7 was labeled "withdrawn/blunted" due to 

its high loadings with three BPRS symptom ratings (on 

depression, emotional withdrawal, and blunted a~~ect). A 

high score on Factor 7 indicated that the patient 

received severe ratings on these vegetative symptoms. 

This ~actor appeared to be somewhat similar to the 

"withdrawal" symptom cluster ~ound by Phillips and 

Rabinovitch (1958), as well as Lorr and Klett's (1966) 

"withdrawal with retardation" IMPS dimension and the 

"retardation with apathy" ~actor that arose in Lorr, 

Klett, and McNair's (1963) review o~ psychotic 

dimensions. 
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Thus, Factors 2 and 7 were symptom ~actors, 

Factors 3, 4, and 6 were social ~unctioning dimensions, 

and Factors and 5 were mixed ~actors describing both 

symptom and social ~unctioning characteristics. 

The variables loading highly on a given ~actor 

were combined, using unitary weights, to compose ~actor 

scores ~or each subject. All seven ~actors were 

constructed so that each variable was used in the 

creation o~ only one ~actor. Each patient, then, 

received seven ~actor scores. 

Table 6 gives the sample mean and standard 

deviation ~or each o~ the seven ~actors. 

III. A. Characteristics o~ the ~inal sample: 

As in the ~actor analyses, missing data ~or the 

cluster and post-hoc analyses were eliminated using a 

listwise procedure. That is, i~ a subject had missing 

data on any o~ the variables comprising a given ~actor, 

that ~actor was considered as missing, and the subject 

was eliminated ~rom the analysis. A total o~ 80 patients 

(37%) out o~ the original sample o~ 218 had complete 

data on all ~actors and were thus included in the 

analyses. Descriptive statistics ~or this ~inal sample o~ 

80 patients are displayed in Table 7. 

O~ these 80 subjects, 13 (16%) were enrolled in the 

TNT program, 65 (81%) were in the Pilot, and two were 
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Table 6. Mean and standard deviation of the seven 

factors. 

FI F2 F3 F4 F5 F6 F7 

YAC Neurotic Basic Social Interprsnl. Personal/ W/drawn/ 

Distress Funct. Inter. Problems Social prb. Blunted 

X 22.20 8.63 39.47 6.36 19.14 62.61 5.59 

s 9.25 2.96 5.09 2.57 7.09 9.00 1.93 
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Table 7. Descriptive statistics for the sample. 

Program TNT Pilot Missing 

Sex 

Marital 

Status 

Education 

Axis I 

Diagnosis 

1. 

RAFL.!l % 

Level 0 0 

Mean 

38.5 

.!l % .!!. ~ .!!.:& 

13 16 65 81 

Males 

31 

Females 

47 

S1. dev. 

12.6 

2 3 

Range 

20-76 

Never marr. Married 

.!l % 

37 46 

.!l % 

10 13 

Divorced 

.!l % 

24 30 

Widowed 

.!l % 

Separated 

.!l % 

Mean 

12.0 

Schizophrenic 

.!!. 

37 

1-

.!!. ~ 

6 8 

S1. dev. 

2.2 

Bipolar 

.!!. :& 

32 40 

1-

.!l :& 

12 15 

Range 

4-18 

2 3 

Atypical Psy. 

1 

.! 

.!!. % 

18 28 

4 5 

Missing 

.!!. % .!!. % 

6 845 

~ 

.!!. % 

28 35 

.Q. 

.!!. % 

16 20 
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missing the program indicator. The sample consisted o~ 

31 (39%) males and 47 (55%) ~emales, with two subjects 

missing sex designation. The patients ranged in age 

~rom 20 to 76 years, with an average age o~ 

approximately 39 and a standard deviation o~ 12.6 years. 

Only 10 (13%) subjects were currently married; the 

greatest proportion (37, or 46%) had never been married 

and a considerable number (24, or 30%) were divorced. 

Number o~ years o~ education ranged ~rom four to 18, 

with a mean o~ 12 years. 

DSM-III Axis I diagnosis had been recorded by the 

primary therapist at intake ~or all but four of the 

subjects. The majority (86%) of patients were diagnosed 

with either a schizophrenic or major affective disorder; 

37, (46%) received a diagnosis within the schizophrenic 

category and 32 (40%) were diagnosed with an affective 

disorder, which included bipolar, major depressive, or 

atypical af~ective disorders. One person (1%) had an 

atypical psychosis, 6 (8%) were categorized as having 

"other" diagnoses (e.g., dysthymic disorder) and 4 (5%) 

had a missing diagnostic code. 

Resource Associated Functioning Level (RAFL) 

scores had also been assigned by the primary therapist 

at the second round of data collection (three month 

point). Patients within the higher functioning levels 

were overrepresented, with over hal~ (44, or 55%) falling 
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within RAFL Levels 5 or 6, about a quarter (18, or 22%) 

being assigned to Level 4, and approximately another 

quarter (18, or 22%) within the lowest levels, Levels 2 

and 3. 

B. Characteristics o~ patients eliminated ~rom the 

sample: 

O~ the 138 patients dropped ~rom the analyses due 

to missing data, 91 (66%) were ~rom the TNT program 

and 45 (33%) were enrolled in the Pilot, with two 

patients (1%) missing a program indicator. Thus, the 

TNT patients were overrepresented among the patients 

with missing data (non-included patients), whereas the 

majority o~ the sample patients were ~rom the Pilot. 

Comparisons between the sample and the non-included 

group revealed di~~erences on ~our o~ the six areas o~ 

treatment needs; on three o~ these (Residential Needs, 

Outpatient Needs, and Rehabilitation Needs), the non

sample patients were rated as having greater needs. 

The sample patients, however, needed more crisis 

services than the non-sample group. There was a 

significantly greater proportion o~ males within the 

eliminated group; 59% o~ the non-included group were 

male, with only 40% o~ the sample being male. The two 

groups also showed a marginally signi~icant di~~erence (p 

= .049) in terms o~ DSM-III Axis I diagnosis: a greater 

proportion (66%) of the Schizophrenic patients were in 
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the non-included group. Major Affective patients were 

r;~uQ:ly spread (47% and 53%, respectively) across the 

non-sample and the sample. No significant differences 

betweeen the :f.ncluded and the eliminated patients were 

found on the majority of clinical and sociodemographic 

measures, including RAFL rating, previous number of 

services, number of arrests, age, education, marital or 

employment statuses, and needs for hospitalization or 

"other" treatment services. 

Differences between the sample and the eliminated 

patients, then, can be summarized by describing the 

non-included group as having more males, a greater 

proportion of the Schizophrenic patients, and a higher 

rated need for non-crisis services. The most important 

distinction between the two groups is the higher need 

of the non-sample for relatively inexpensive treatment 

services. Obviously, replications of this study should 

aim to include in their sample patients who are more 

equitably distributed in terms of their sex, diagnosis, 

and need for non-crisis services. Along most of the 

relevant clinical and sociodemographic dimensions, 

however, the sample and non-sample groups are 

comparable, and the final sample of 80 can be judged as 

reflecting relatively well the original sample of 218 

patients. 

IV. Cluster Analyses: 
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The seven ~actor scores were submitted to the 

BMDP K-means cluster analytic program (Engelman and 

Hartigan, 1985) described at the beginning o~ this 

Results section. The program permits the generation o~ 

a user-speci~ied number o~ clusters as well as a 

computer-generated de~ault option o~ ~ive clusters. 

Hypothesized Cluster Groups: 

Based upon the review o~ previous empirically- and 

theoretically-based typological studies o~ seriously 

mentally ill populations, as well as clinical observation 

of a broad range of SM! subpopulations, the following 

cluster groupings were hypothesized: 

1) A young adult chronic subgroup similar to that 

found in several recent explorations o~ seriously 

mentally ill subpopulations (Bachrach, 1984; Pepper and 

Ryglewicz, 1980; Schwartz and Gold~inger, 1981; Sheets, 

Prevost, and Reihman, 1982). Although Bachrach (1984) 

argued that little agreement regarding the speci~ic needs 

and characteristics o~ this subgroup exists, numerous 

investigators have attested to the existence o~ a 

subgroup o~ patients, variously called "revolving door" 

patients, "treatment resistors," or "acute care 

recidivists," who tend to display poor service usage 

patterns (Santiago, Berren, Beigel, Goldfinger, and 

Hannah, in press). These patients' inconsistent use o~ 

mental health services results in generally poor 
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outcomes (Goldfinger, Hopkins, and Surber, 1984). They 

often fail to comply with treatment, have substance 

abuse problems, and have frequently been described as 

being hostile, mistrustful, and suspicious of the 

treatment system (Segal and Baumohl, 1980). 

This cluster was expected to receive high scores 

on Factor 1 ("young adult chronic") and Factor 5 

(therapist-rated intra- and interpersonal problems), and 

to possibly be characterized by the following: poor 

ADLs and role functioning (high score on Factor 3), 

problems in the personal and interpersonal spheres (high 

score on Factors 5 and/or 6), and inadequate 

embeddedness in a social network (moderate to low 

score on Factor 4). Based upon previous findings 

regarding this subpopulations, Cluster Group 1 patients 

would also be expected to receive low RAFL ratings, 

indicating a high demand for services, and to have 

substance abuse problems (Bachrach, 1984). They would 

be rated as having high service needs. 

2) A neurotically distressed, low functioning, and 

system-dependent cluster. Harris and Bergman (1987) and 

Sheets, Prevost and Reihman (1987) found a subset of 

low functioning, young adult chronic patients who, 

rather than being "treat:nent resistors," are highly 

accepting of the patient role. Likewise, Braucht and 

Kirby (1986) found a neurotically distressed and service 
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dependent subtype in their cluster analytic study of 

mentally ill outpatients. Cluster Group 2 patients would 

be similar to those in the first cluster group in terms 

of deficits in social functioning, but their symptom 

profile and service utilization pattern might be 

different. Cluster Group 2 patients would be likely to 

have an abundance of psychotic symptoms (high score 

on Factor 1), complaints of subjective distress (high 

score on Factor 2) and poor ADL and role functioning 

(high score on Factor 3). Given that these patients are 

hypothesized to be treatment-seeking and dependent 

upon the treatment system, they might have a low score 

on Factor 7 (withdrawn/blunted), along with generally 

low RAFL ratings. These patients would be expected to 

need and consume a large number of mental health 

services. 

3. A high functioning, well-embedded mentally ill 

cluster. Harris and Bergman (1987, p. 641) describe a 

patient subgroup which displays a "high level of 

motivation and an absence of contact seeking." 

Observation of patient groups who tend to use 

outpatient, as opposed to inpatient, treatment services 

suggests that some mentally ill patients, often those 

with an illness of as yet short duration, have sufficient 

degrees of social judgment, intelligence and vocational 

skills to function at least minimally within the 
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mainstream of society. These patients have adequate 

family and social supports, comply with medication and 

treatment regimens, have good independent living skills, 

and desire independence from the mental health service 

system. They would fall within the upper levels (6 and 

7) of the RAFL hierarchy: patients at these levels have 

a low level of service needs. Thus, Cluster Group 3 

patients would have required and used a relatively small 

number of mental health services. Their profile of 

characteristics would reveal at least adequate social 

integration (moderate to high score on Factor 4), a 

sufficient level of ADL and role functioning (moderate 

to low score on Factor 3), and relatively low scores on 

the factors reflecting intrapersonal and interpersonal 

problems (Factors 5 and 6). 

4. A withdrawn and disenfranchised cluster. 

, Rather than displaying the florid symptomatology and 

high service demands typical of the young adult chronic 

subpopulation, these patients would tend to display the 

neurovegetative characteristics often associated with the 

"negative" end of the schizophrenic symptom continuum. 

As suggested by Andreason (1982), a subset of 

schizophrenic patients have predominantly negative 

symptoms such as apathy, anhedonia, memory deficit, 

blunting of emotion, and slowed motor activity, as 

opposed to the positive symptoms of visual and auditory 
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hallucinations and disorganized behavior. Further, 

patients with negative schizophrenia have been found to 

have lower educational levels, poorer premorbid 

adjustment, lower employment rates, lower overall levels 

of functioning, and a greater severity of illness in 

general. These characteristics might also typify the 

"hard to reach" patients who, whether due to 

sociocultural, psychosocial or symptom-related factors, 

shun traditional mental health treatment services; it is 

these types of patients that the TNT and other outreach 

programs were designed to serve. Thus, this cluster 

would score high on Factor 7 (withdrawn/blunted) and 

on Factor 3 (suggesting poor ADL and role functioning). 

It would receive a low mean RAFL rating and would be 

judged as needing a large number of treatment 

interventions; it would also be likely to have previously 

consumed a large number of services. 

5. A "mainstream" chronically mentally ill cluster, 

similar to that found in Braucht and Kirby's (1986) 

typological study and to Harris and Bergman's (1987) 

"Treatment profile 1" patients, who are relatively high 

functioning and have little overt symptomatology. These 

patients make appropriate use of services, have 

symptoms that are well-managed by medication, and 

have only moderate problems in various realms of social 

functioning. They would therefore be expected to score 
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low on Factor 1 (young adult chronic/noncompliant 

characteristics) and probably within one standard 

deviation from the mean on most dimensions. Ratings of 

services needs and usage would be about average for 

this group. 

Empirically-derived cluster groups: 

The K-means clustering program partitioned the 80 

complete cases into clusters. The procedure began with 

all cases in one cluster; then, based upon a user

selected distance measure, the cases were split into two 

clusters at each step. Once the requested number of 

clusters was reached, cases were iteratively reallocated 

into the cluster whose center was closest. 

Based upon the fact that five cluster groups had 

been hypothesized, five clusters were requested. Runs 

were made using both nonstandardized data (Euclidean 

distance) and standardized data; using standardization 

has the effect of changing the distance measure. 

The effect of standardizing the data was explored 

on the advice of Strauss, Bartko, and Carpenter (1973), 

who found that clustering results were sensitive to 

different data preparation methods. As stated earlier in 

the review of exploratory statistical procedures, cluster 

analysis is a collection of techniques that require 

subjective choices on the part of the investigator. 

Variability in solutions is the rule, rather than the 
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exception, so that the judgment of' a "good" 

classif'ication solution must be based upon the purposes 

of' the classif'ication and the usef'ulness of' the 

inf'ormation provided by a given cluster analytic 

solution. Ultimately, validation of' the cluster groups on 

external criteria provides the best test of' the adequacy 

of' the decisions made by the investigator at various 

pOints in the procedure. 

Although results f'rom the nonstandardized and 

standardized data were comparable, the solution using 

nonstandardized data and f'ive requested clusters was 

judged as yielding the most clinica.lly meaningf'ul results. 

A "meaningful" solution here is def'ined as one which 1) 

partitions the subjects into groups that are distinct and 

heterogeneous f'rom one another in terms of' symptom 

and social f'unctioning f'actors and 2) yields groups with 

f'actor prof'iles that are "simple" and make clinical sense; 

that is, the scores on the f'actors f'all in predictable and 

noncomplex patterns. One would expect, f'or example, 

that a cluster with a high score on Factor 4 (Social 

Interaction) would not also have a high score on Factor 

7 (Withdrawn/Blunted), given that extreme scores on 

those two patient f'eatures would not tend to occur 

together. 

Five clusters with standardized data, in which each 

factor score was divided by its own standard deviation, 
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yielded the solution shown in Table 8. Table 8 gives 

the cluster name, number of cases per cluster, and a 

description of the high and low factor scores for each 

cluster. The factor profile description for each cluster 

is based upon a comparison of the cluster's own mean 

with the grand mean and standard deviation for each 

factor. A "high" factor score is defined here as falling 

at least one standard deviation above the factor's grand 

mean; a "low" factor score falls at least one standard 

deviation below its grand mean. Thus, Cluster Group 1 

is considered to have a high score on Factor 1, because 

its mean score on Factor 1 is greater than two standard 

deviations above the grand mean for Factor 1. 

Based upon the pattern of high and low factor 

scores, the five clusters using standardized data can be 

described as: 1) A young adult chronic group which also 

displays neurotic distress; 2) A mainstream chronic 

group that scored around the mean on all factors; 3) A 

well-adjusted group with relatively high social 

functioning; 4) A compliant group with little neurotic 

distress and few predominant problems in the 

intrapersonal and interpersonal realms; and 5) A 

psychotic and socially withdrawn, blunted group with 

adequate ADL, role, and interpersonal functioning. The 

features of groups 1,2, and 3 correspond fairly well 

with three of the hypothesized cluster groups described 



Table 8. Solution using ~ive clusters and 

standardized data. 

Ous. # Name 

Young Adult High 

Chronic/ 

Distressed 

n .. 15 

2 Mainstream 

Chronic 

n .. 18 

3 High-funct. 

Chronic 

n - 20 

4 Compliant! 

Low Distress 

n - 15 

5 Adequate 

Mod. 

Low 

Low 

High 

High 

Mod. 

Mod. 

Low 

Mod. 

Funct./psychotic/Withdrawn 

n .. 12 

Score on: 

Mod. Mod. Mod. Mod. 

Mod. Mod. Mod. Mod. 

Mod. High Low Mod. 

Mod. Mod. Mod. Mod. 

Low Low Mod. Low 
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Mod. 

Mod. 

Mod. 

Mod. 

High 
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earlier; group 4 has some but not all of the features of 

the "mainstream" cluster, and group 5 is a 

heterogeneous cluster with a complex and not highly 

congruent mix of clinical fea-turas (e.g., withdrawn but 

adequate ADL and role functioning). Therefore, three 

of the five clusters could be considered as matching the 

hypothesized cluster scheme. 

In comparison, the five-cluster, nonstandardized 

solution is displayed in Table 9, which describes the 

cluster solution in terms of cluster name, number of 

cases per cluster, and a description of cluster 

characteristics based upon high and low factor scores. 

Table 10 gives the mean and standard deviation of each 

factor for each of the five cluster groups, as well as 

the grand mean and standard deviation for each of the 

seven factors. An examination of Table 10, then, 

reveals the distance, in standard deviation units, of the 

cluster mean from the grand mean for each of the 

factor scores for each cluster. 

Cluster Group 1 here, as in the standardized 

solution, is a young adult chronic group, with a high 

mean score on Factor 1 ("young adult chronic"). The 

factor score profile of this group matches closely with 

that of the first hypothesized cluster group (also called 

"young adult chronic"). Twelve cases (15%) of the 
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Table 9. Solution using five clusters and 

nonstandardized data (Euclidean distance). 

Score on: 

Ous. # Name 

Young Adult High Mod. Mod. Mod. High 

Chronic 

n - 12 

2 High-runct. Low Mod. Mod. High Low 

Chronic 

3 Mainstream Low Mod. Mod. Mod. Mod. 

Chronic 

n - 15 

4 Socially Mod. Mod. Mod. Low Mod. 

Isolated! 

Withdrawn 

n - 15 

5 Adequate High Mod. Low Mod. Mod. 

Functioning/Psychotic 

n - 8 
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High Mod. 

Mod. Mod. 

Mod. Mod. 

Low High 

Low Mod. 
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Table 10. Factor means and standard deviations 

each cluster group 

Clus.# 

2 

3 

4 

5 

Grand X 

Sample s 

Clus.# 

2 

3 

4 

5 

Grand X 

Sample s 

Factor 1 

X 

36.2 

16.5 

18.3 

19.3 

35.5 

22.2 

4.7 

s 

6.0 

4.2 

4.1 

5.1 

4.3 

Factor 5 

X 

25.3 

14.1 

21.4 

20.0 

22.9 

19.1 

5.8 

s 

5.8 

4.8 

6.3 

7.3 

5.8 

(nonstandardized 

Factor 2 

X 

9.6 

7.7 

8.9 

7.6 

9.5 

8.3 

2.9 

Factor 6 

X 

70.2 

60.7 

73.6 

54.6 

52.6 

62.6 

5.2 

s 

6.5 

4.0 

5.0 

5.7 

6.5 

s 

4.2 

2.9 

2.7 

2.3 

1.8 

Factor 7 

X 

6.5 

4.9 

5.1 

6.6 

5.9 

5.6 

1.8 

s 

2.9 

1.5 

1.4 

1.8 

1.4 

solution) . 

Factor 3 

X s 

37.5 6.7 

41.2 2.3 

42.1 1.7 

39.3 5.2 

31.5 5.5 

39.5 

4.2 
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for 

Factor 4 

X 

20.8 

28.3 

21.4 

14.4 

23.2 

22.7 

7.2 

s 

9.8 

5.7 

8.8 

6.4 

10.5 
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sample fell into this cluster. High scores on therapist

rated interpersonal problems (Factor 5) and self-rated 

social functioning problems (Factor 6) are features of 

this group. The remainder of the cluster's factor means 

are near the grand mean. 

Cluster Group 2, in contrast to Group 1, has low 

scores on Factor 1, indicating a lesser severity of 

positive psychotic symptoms and/or greater medication 

compliance. A major feature of this group is a low 

score on therapist-rated interpersonal problems (Factor 

5). Factor 4 (Social Interaction) is also slightly 

elevated, reflecting adequate social networks. The 

factor profile of this group, then, corresponds fairly 

well with the hypothesized cluster group 3, whose 

profile fit that of the "high functioning chronic 

patient." Thirty patients (38% of the sample) were 

clustered into this group. 

Cluster Group 3, with 15 subjects (19% of the 

sample) is a "mainstream chronically mentally ill" group. 

All of this group's factor scores fall near the mean, 

although it has a somewhat low mean on Factor 1. The 

factor profile of this group matches closely with that of 

the hypothesized cluster group 5, the "mainstream 

chronic" group. 

Cluster Group 4 is a socially isolated subgroup (low 

score on the "social interaction" factor, Factor 4) with 
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relatively few self-rated problems in personal and 

interpersonal functioning (low score on Factor 6). 

Given that therapist-rated problems in these functioning 

areas (Factor 5) are slightly above the mean for this 

group, it may be that these patients are denying 

problems that actually exist, or that they perceive fewer 

problems in the interpersonal arena because they have 

few meaningful interpersonal relationships. Although 

this cluster's mean score on the withdrawn/blunted 

factor (Factor 7) is not significantly elevated, Cluster 

Group 4 has a higher mean on this factor than any of 

the other clusters. Thus, the factor characteristics of 

this empirically-derived subgroup correspond in part 

with those of the hypothesized Cluster Group 4. the 

withdrawn and disenfranchised cluster. Fifteen patients 

(19%) were classified into this group. 

Cluster Group 5, like the young adult chronic 

cluster. displays a high severity of psychotic symptoms 

(Factor 1). but neither shows the pattern of poor 

personal and interpersonal functioning (has a low mean 

score on Factor 6) nor reports the poor ADL and role 

functioning (has a low mean on Factor 3) that would be 

expected of the young adult chronic cluster. The set of 

characteristics associated with this cluster does not 

match that of any of the hypothesized clusters; rather. 

this group appears to be a more floridly psychotic 
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subset o~ the high-~unctioning cluster (Cluster Group 2) 

or, alternatively, a higher ~unctioning subset o~ the 

young adult chronic subpopulation (Cluster 1). With its 

eight subjects, this cluster has the smallest n size. 

Thus, a comparison o~ the con~iguration o~ 

hypothesized and empirically-derived clusters reveals 

agreement between the ~ollowing pairs: hypothesized 

Cluster 1 and empirical Cluster 1; hypothesized Cluster 

3 and empirical Cluster 2; hypothesized Cluster 5 and 

empirical Cluster 3; and hypothesized Cluster 4 and 

empirical Cluster 4. The neurotically-distressed and 

service dependent group (Cluster 2) did not emerge, and 

the high-~unctioning psychotic group (Cluster 5) was not 

expected. 

The ~actor pro~iles o~ ~our o~ these ~ive empirical 

cluster groupings, then, appear to con~orm ~airly closely 

to those o~ the hypothesized clusters. The standardized 

and nonstandardized solutions were not grossly 

dissimilar; three o~ the ~ive clusters matched closely 

enough to receive the same cluster label. But because 

the nonstandardized cluster solution used a ~amiliar and 

interpretable distance measure, corresponded more 

closely with the hypothesized clustering scheme, and 

contained no complex or heterogeneous clusters, as was 

the case with Cluster 5 o~ the standardized solution, it 
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was considered the preferable solution and was chosen 

as the focus for the validational phase of the analysis. 

Table 11 shows the analysis of variance for each 

factor, which compares the between cluster mean square 

to the within-cluster mean square. The F-ratios here 

should not be interpreted in terms of statistical 

significance; rather, they are a descriptive indicator of 

the magnitude of differences between the five cluster 

groups on each of the seven factors. 

The five cluster groups show sizable differences on 

six of the seven factors. The only factor on which the 

groups are not well-distinguished is Factur 2 ("neurotic 

distress"); that is, the clusters yielded by this solution 

did not differ vastly in terms of their mean score on 

this factor. Examination of the relative sizes of the F

ratios reveals that the five groups are best distinguished 

on Factors and 6. 

V. Post-hoc Analyses: 

Once an acceptable clustering solution had been 

achieved, the validity of its typal constructs was 

examined through a series of univariate significance 

tests. The significance of differences between the five 

cluster groups on continuous variables (previous number 

of services and the six categories of treatment needs) 

was tested" by univariate ANOVA; categorical 
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Table 11. Analysis o~ variance ~or the ~ive cluster 

groups on each o~ the seven ~actors. 

FI F2 F3 F4 F5 F6 F7 

Mean Squares 

Bet. 1281.35 13.48 187.03 517.55 355.41 1096.16 11.07 

Within 21.77 8.54 17.28 59.65 34.00 27.04 3.35 

*F-ratio 58.81 1.58 10.82 8.68 10.45 40.53 3.31 

p 0.00 0.19 0.00 0.00 0.00 0.00 0.00 

*df - 4.75 for all tests 
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variables (DSM-III diagnosis, RAFL rating) were tested 

using 2 analysis. Differences between the cluster 

groups on various demographic features (e.g., age, sex, 

marital status, education) and on other relevant external 

criteria (e.g., history of substance abuse, arrest record, 

medical concerns) were also assessed. 

1. Treatment Needs: Table 12 gives the 

means and standard deviations for each group on each 

of the six treatment needs. Table 13 shows results 

from the univariate ANOVA tests of differences between 

the five clusters on the six areas of needs. The groups 

differed significantly on three of the treatment needs 

areas: residential services (Welch's F = 5.59, df = 4, 22, 

P < .01), outpatient services (F = 3.31, df = 4. 74, P < 

.05), and crisis services (Welch's F = 5.68, df = 4, 26, P 

< .01). An examination of pairwise comparisons between 

groups on each of these three dimensions reveals 

significant pairwise differences between Cluster 1 

(Young Adult Chronic) and Cluster 2 (High Functioning 

Chronic) on ratings of outpatient needs (t = 3.52, df = 
74, P < .01), with the young adult chronic group being 

rated as having a higher need for outpatient services. 

(Significance levels for all pairwise comparisons were 

adjusted using the Bonferroni adjustment for multiple 

comparisons. Because of the loss of power associated 

with making a large number of pairwise comparisons, 
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Table 12. Means and standard deviations of treatment 

needs. 

RESNEED Ouster 1 Ouster 2 Ouster 3 Ouster 4 Ouster 5 

X s X s X s X s X s 

1.08 1.16 .03 .18 .40 .63 .57 1.16 .87 .84 

OUTNEED Ouster 1 Ouster 2 Ouster 3 Ouster 4 Ouster 5 

X s X s X s X s X s 

5.17 1.95 3.43 1.19 3.93 1.44 3.79 1.63 4.38 1.06 

CRINEED Ouster 1 Ouster 2 Ouster 3 Ouster 4 Cluster 5 

X s X s X s X s X s 

.75 .75 .27 .45 .47 .64 .14 .36 1.38 .74 

RHBNEED Ouster 1 Ouster 2 Ouster 3 Ouster 4 Ouster 5 

.X s X s X s X s X s 

1.42 1.08 1.17 1.32 1.27 1.10 1.07 1.28 .50 .54 

HSPNEED Ouster 1 Ouster 2 Ouster 3 Ouster 4 Ouster 5 

X s X s X s X s X s 

.83 1.15 .00 .00 .07 .26 .14 .36 .38 .52 

OTHNEED Ouster 1 Ouster 2 Ouster 3 Ouster 4 Ouster 5 

X s X s X s X s X s 

3.75 1.28 3.77 1.25 3.73 .96 3.00 .96 4.62 1.85 
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Table 13. Analysis of variance for the clusters on the 

six treatment needs. 

RESNEED 

OUTNEED 

CRlNEED 

RHBNEED 

HSPNEED 

OTHNEED 

MS Between Error 

2.93 .59 

6.90 2.08 

2.56 .32 

1.13 1.39 

1.64 .25 

3.47 1.52 

df 

4.22 

4.74 

4.26 

4.75 

4.31 

4.74 

* p < .05. with Bonferroni correction 

** p < .01. with Bonferroni correction 

F-value Sig. pairwise compo 

**5.59'" ++C1us. 1 vs 2 

*3.31 

'" *5.68 

.81 

1.76'" 

2.28 

+C1us. 2 vs 3 

+C1us. 2 vs 5 

**C1us. 1 vs 2 

+C1us. 1 vs 3 

+C1us. 1 vs 4 

+C1us. 1 vs 4 

*Clus. 2 vs 5 

+C1us. 3 vs 5 

*Clus. 4 vs 5 

'" Welch's equality of means test used due to inequality of variances 

+ p < .05. without Bonferroni correction 

++ p < .01. without Bonferroni correction 
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several large pairwise di~~erences did not achieve 

statistical signi~icance when this adjustment was used. 

The tests that achieved statistical signi~icance when this 

correction is not used is displayed in the table ~or 

comparison purposes.) On crisis service needs, 

signi~icant pairwise di~~erences emerged between Cluster 

2 (High Functioning Chronic) and Cluster 5 (the well

~unctioning group with a high score on psychotic 

symptoms) (t = -4.02, d~ = 8, P < .05). Cluster 5 patients 

were rated as needing more crisis services than Cluster 

2 patients. Cluster 5 patients also received a 

signi~icantly higher rating on crisis needs than did the 

withdrawn/socially isolated group (Cluster 4) (t = -4.94, 

df = 74, p < • 001 ) . 

2. Previous services: The ~ive cluster groups 

di~~ered signi~icantly on the number o~ services received 

prior to the initial intake (F = 5.30, d~ = 4, 75, P < 

.001). This signi~icant omnibus test is attributable to 

pairwise di~~erences between Cluster 2 (High Functioning 

Chronic) and Cluster 5 (the high ~unctioning psychotic 

group) (t = -4.50, df = 75, P < .001), between Cluster 3 

(Mainstream Chronic) and Cluster 5 (t = - 3.60, d~ = 75, 

P < .01), and between Cluster 4 (Withdrawn/Socially 

Isolated) and Cluster 5 (t = -3.68, d~ = 75, P < .01). 

The well-functioning group with high ratings on 

psychotic symptoms (Cluster 5) had received a 
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significantly greater number of previous services than 

did the High Functioning, the Mainstream Chronic, and 

the Withdrawn/Socially Isolated groups. In addition, 

when the conservative Bonferroni adjustment is not 

used, the High Functioning Psychotic group showed 

significantly higher service consumption than the Young 

Adult Chronic cluster. 

3. RAFL rating: Table 14 displays the 

breakdown of RAFL ratings received by each of the 

clusters. As indicated by the Pearson x 2 statistic ( x 2 

= 46.48, df = 16, P < .001), the clusters differed 

significantly in terms of the frequency with which they 

received the various RAFL ratings. An examination of 

Table 14 suggests that a sizable proportion of the 

patients with lower ratings (RAFL levels 2 and 3) fell in 

Cluster 5 (the well-functioning/psychotic group); one

half of the Level 2 patients and about a third of Level 

3 patients were placed in this cluster. Cluster 5 had no 

patients in the higher RAFL levels, 5 and 6. Likewise, 

the Young Adult Chronic group (Cluster 1) had a 

disproportionate share of patients with low ratings; two

thirds (67%) of this group had a RAFL rating of 4 or 

below. In contrast, Cluster 3 (Mainstream Chronic) had 

no RAFL level 2 or 3 patients, with almost all (86%) of 

this group rated at Levels 5 and 6. The High 

Functioning Chronic group (Cluster 2) also had no Level 
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2 patients; two-thirds (67~) of its members were rated 

at Levels 5 and 6. Members of the Socially 

Isolated/Withdrawn cluster (Cluster 4) tended to have a 

more even distribution of RAFL ratings in comparison 

with the other clusters, with 50~ of its members rated 

as Level, and another '7~ receiving ratings of 5 or 6. 

One member was rated as a Level 2. 

4. DSM-III Axis I Diagnosis: The Axis I 

diagnoses for the entire sample were summarized into 

three categories based upon the diagnostic code. 

Patients were categorized according to the first three 

digits of their code. Thus, any patients with a "295" 

diagnosis (Schizophrenic disorders) fell into one 

category; those with "296" (Major Affective disorders) 

were placed into a second category, and patients with 

any other diagnosis were placed in a third category 

("290"). Table 15 displays the distribution of these 

diagnostic categories across the five clusters. Based 

upon the x2 statistic ( x2 = 11.60, df = 8, P > .05), the 

cluster groups did not differ in terms of these Axis I 

diagnostic categories. 

5. Demographic Characteristics: Tests of 

differences between the cluster groups on sex, age, 

number of years of education, and employment and 

marital status revealed statistically significant 

differences on education (F = '.56, df = 4, 72, P < .05) 
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Table 14. Frequency table of RAFL ratings and X 2 

value for the clusters. 

Cluster 

RAFL rating 2 3 4 5 Total 

2 2 0 0 1 3 6 

3 3 4 0 0 4 11 

4 3 6 2 6 18 

5 4 10 10 2 0 26 

6 0 10 2 3 0 15 

Total 12 30 14 12 8 76+ 

x2 (16) = 46.48, P < .001 

+ 4 subjects had a missing RAFL score 
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Table 15. Frequency distribution of DSM-III Axis I 

diagnostic categories and x2 value for the clusters. 

Diagnostic Cluster 

Category .1 2 2 

Schizophrenic 7 11 6 

Major Affective 4 18 6 

Other 2 

Total 12 30 14 

x 2 = 11.60 (8), P ) .05 

4 2. 

6 7 

4 0 

2 1 

14 8 

+ 4 subjects had missing AXIS I codes 

Total 

37 

32 

7 
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and employment (F = 2.53, df = 4, 75, P < .05.) Using 

the Bonferroni correction, the only pairwise contrast 

achieving statistical significance was that between 

Cluster 2 (High Functioning,9hronic) and Cluster 4 

(Isolated/ Withdrawn) on education, with the high 

functioning group having a higher average educational 

level (12.97 years) than the isolated group (10.64 years). 

Without the correction, Cluster 2 showed a significantly 

higher educational level than Cluster 5 (High 

Functioning Psychotic), along with Cluster 3 

(Mainstream Chronic) having significantly greater 

educational attainment in comparison with Cluster 4 

(Socially Isolated). On employment status, without the 

correction for alpha slippage, the Young Adult Chronic 

Group showed a significantly poorer employment status 

than either the High Functioning Chronic or Mainstream 

Chronic groups; in addition, the High Functioning 

Chronic group had significantly better employment 

adjustment than the High Functioning Psychotic group. 

6. Other external criteria: Differences 

between the clusters on various psychosocial and 

sociolegal issues (arrest record, ratings of substance 

abuse, and self-rated activity level) were also assessed. 

No significant differences between the groups were 

found on any of these variables. 
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7. Summary of cluster characteristics for the 

five groups: Tables 16 - 20 display a descriptive 

summary of the demographic and diagnostic features, as 

well as several treatment-relevant characteristics, for 

each of the cluster groups. 

VI. Difference on External Criteria Between DSM-

III Diagnostic Categories: 

Comparisons between the three DSM-III diagnostic 

categories (Schizophrenic, n = 37; Major Affective, n = 

32; and other Axis I diagnoses, n = 7) on the external 

criteria revealed few significant findings. As shown in 

Table 21, no significant differences were found between 

the diagnostic groups on any of the six therapist-judged 

treatment needs categories. Likewise, the three 

diagnostic categories did not differ on previous number 

of behavioral health services (Welch's F = 2.58, df = 2, 

15, P > .05). No significant differences were found 

between the groups on most of the sociodemographic 

variables, including age, sex, education, marital status, 

number of arrests, and ratings of substance abuse; 

however, the diagnostic categories did differ on 

employment status (Welch's F = 4.76, df = 2, 19, P < 

.05), with the Schizophrenic patients showing a 

significantly worse employment standing than the patient 

with a Major Affective disorder. The three groups also 

differed in terms of RAFL ratings. Table 22 reveals 
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Table 16. Characteristics of Cluster 1 (Young Adult 

Chronic) • 

n = 12 

Program: Pilot: 10 (83%) 

TNT: 2 (17%) 

Sex: Males: 6 (50%) Females: 6 (50%) 

Mean Age (s): 34.25 (6.30) 

Mean yrs. education: 11.8 

Marital status: Never married: 9 (75%) 

Married: 1 (8%) 

Divorced: 2 (17%) 

RAFL ratings: 

2 

n = 2 

% = 17 

3 

25 

Level 

4 

3 

25 

5 

4 

33 

Axis I Schizophrenic Major Affective 

4 Diagnosis: n = 7 

% = 58 33 

6 

o 

o 

Other 

8 

Mean number of previous behavioral health services: 4.3 



Table 17. Characteristics of Cluster 2 (High 

Functioning Chronic). 

!!. = 30 

Program: Pilot: 27 (90%) 

TNT: 2 (3%) 

Missing: 1 (3%) 
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Sex: Males: 12 (40%) Females: 17 (57%) Missing: 1 

(3%) 

Mean Age (s): 42.90 (13.46) 

Mean yrs. education: 12.96 

Marital status: Never married: 11 (37%) 

Married: 4 (13%) 

Divorced: 12 (41%) 

Missing: 1 (3%) 

RAFL ratings: 

n = 
% = 

2 

o 

o 

3 

4 

13 

Level 

4 

6 

20 

5 

10 

33 

6 

10 

33 

Axis I Schizophrenic 

Diagnosis: n = 11 

Major Affective 

18 

% = 37 60 

Other 

1 

3 

Mean number of previous behavioral health services: 3.4 
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Table 18. Characteristics of Cluster 3 (Mainstream 

Chronic) . 

n = 15 

Program: Pilot: 13 (87~) 

TNT: 2 (13~) 

Sex: Males: 4 (27~) Females: 11 (73~) 

Mean Age (s): 42.90 (13.46) 

Mean yrs. education: 12.43 

Marital status: Never marlied: 7 (47~) 

Married: 1 (7~) 

Divorced: 4 (27~) 

Separated: 2 (13~) 

Missing: 1 (7~) 

RAFL ratings: 

2 

n = 0 

~ = 0 

3 

o 

o 

Level 

4 

2 

13 

5 

10 

67 

6 

3 

20 

Axis I Schizophrenic 

Diagnosis: n = 6 

Major Affective 

6 

~ = 40 40 

Other 

3 

20 

Mean number of previous behavioral health services: 3.8 
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Table 19. Characteristics o~ Cluster 4 (Socially 

Isolated/Withdrawn). 

!! = 15 

Program: Pilot: 13 (87~) 

TNT: 2 (13~) 

Sex: Males: 8 (53~) Females: 6 (40~) Missing: 1 (7~) 

Mean Age (s): 38.14 (17.00) 

Mean yrs. education: 10.64 

Marital status: Never married: 6 (40~) 

Married: 3 (20~) 

Divorced: 4 (27~) 

Widowed: (7~) 

Missing: (7~) 

RAFL ratings: Level 

2 3 4 5 

n = 0 0 2 10 

~ = 0 0 13 67 

6 

3 

20 

Axis I Schizo12hrenic Major A~~ective 

Diagnosis: n = 6 4 

~ = 40 27 

Other 

5 

33 

Mean number o~ 12revious behavioral health services: 3.8 



Table 20. Characteristics of Cluster 5 (High 

functioning/psychotic). 

n = 8 

Program: Pilot: 5 (62~) 

TNT: 3 (38~) 

Sex: Males: 1 (13~) Females: 7 (87~) 

Mean Age (s): 40.00 (8.50) 

Mean ~rs. education: 11 • 12 

Marital status: Never married: 4 (50~) 

Married: 1 (12~) 

Divorced: 2 (25~) 

Widowed: 1 (12~ ) 

RAFL ratings: Level 

2 3 4 5 

n = 3 4 0 

~ = 38 50 12 0 

6 

0 

0 

Axis I 

Diagnosis: n = 

Schizophrenic 

7 

Major Affective 

o 

~ = 88 o 

181 

Other 

12 

Mean number of previous behavioral health services: 6.8 
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that the Major Affective group had the majority (87%) 

of the Level 6 patients; the Schizophrenic group had the 

largest proportion of the patients at the lower RAFL 

levels, with 50% of the Level Twos and 73% of the 

Level Threes falling within the Schizophrenic category. 

In contrast, only 17% of the Level Twos had a Major 

Affective Disorder. The "other" diagnostic category 

showed a relatively even spread of RAFL scores. Thus, 

patients with lower RAFL ratings were overrepresented 

in the Schizophrenic group, and those with higher RAFL 

ratings were overrepresented in the Major Affective 

category. 

HSRI Data: Empirical Cluster Groups 

Through the Arizona State Pilot Project, a data set 

consisting of symptom and social functioning measures 

on approximately 900 seriously mentally ill patients was 

available for analysis. The sample consisted of all 

patients enrolled in the experimental state-wide Pilot, 

along with a control sample. The measures included 

only therapist-based variables, including all of those 

used in the Kino data set as well as additional items 

that were excluded from the Kino analyses. These 

variables had been submitted to a factor analysis which 

yielded six symptom and seven social functioning 

factors: Health, Harm, Antisocial Behavior, Anxious, 

Thinking Disorder, Uncooperativeness, Blunted, 
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Table 21. Analysis of variance for the three Axis I 

diagnostic categories on the six treatment needs. 

MS Between Error df F-vatue Sig. pairwise compo 

RESNEED .22 .63 2.72 .35 ns 

OUTNEED .51 2.37 2.72 .21 ns 

CRlNEED .30 .45 2.72 .67 ns 

RHBNEED .99 1.34 2.73 .74 ns 

HSPNEED .21 .33 2.71 .65 ns 

OTHNEED 1.92 1.58 2.72 1.22 ns 
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Table 22. Frequency table of RAFL ratings and x2 

value for the three DSM-III Axis I diagnostic categories. 

RAFL rating 

2 

3 

4 

5 

6 

Schizophrenic 

3 

8 

11 

14 

Total 37 

X 2 (8) - 22.04. p < .01 

Diagnosis 

Major Affective 

3 

5 

10 

13 

32 

+ 4 subjects had a missing RAFL score 

Other 

2 

o 

2 

2 

7+ 
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Community Living, Personal Care, Diet, Community 

Recreation, Homecare, and Interpersonal Skills. The 

nature of the factoring technology used by the HSRI 

data analysts is unknown; however, three of the HSRI 

factors (Blunted, Anxious, and Interpersonal Skills) 

appear to match fairly closely with three of the factors 

described for the Kino sample (Withdrawn/Blunted, 

Neurotic Distress, and Interpersonal Problems, 

respectively). In addition, the Kino Young Adult 

Chronic Factor (Factor 1) appears to be a combination 

of two of the HSRI factors (Thinking Disorder and 

Uncooperativeness). There was, therefore, some degree 

of correspondence between at least these five HSRI 

factors and the Kino factors. 

It is recognized that the nature of the HSRI data 

pool was quite different from that used in the Kino 

analyses, due to the larger number of factors and the 

lack of patient self-report data. However, in order to 

explore the external validity of the clustering solution 

chosen for the Kino data, an identical cluster analysis 

was applied to the 13 factor scores. This analysis was 

performed to obtain a rough estimate of the consistency 

of the cluster solution across different samples. 

Five clusters using Euclidean distance 

(unstandardized data) were requested. Cluster 

characteristics were interpreted in the same manner as 
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were those of the Kino-based clusters. Results revealed 

that the cluster solution paralleled to a moderate degree 

that found on the Kino data. 

The following subtypes were generated: 1) A 

young adult chronic cluster that had high scores on 

most of the symptom factors, although indicators of 

social functioning were also high. This subgroup most 

closely matches the Kino young adult chronic cluster 

(Cluster 1). 2) An anxious, uncooperative cluster that 

was not comparable with any of the Kino clusters. 3) 

A mainstream chronic group which, like Kino Cluster 3, 

had average scores on almost all factors. 4) A low 

functioning group with well-controlled symptoms. This 

cluster has features of the system-dependent cluster 

(hypothesized Cluster 2) that was hypothesized to 

emerge from the Kino sample. 5) A high functioning 

but psychotic group with features similar to those of 

Kino Cluster 5 (high functioning/psychotic). Thus, 

preliminary evidence for the external validity of three 

of the Kino clusters was provided. 



CHAPTER VIII 

DISCUSSION 

~87 

Characteristics of the Empirical versus Hypothesized 

Cluster Groups: 

At least three of the empirically-derived clusters 

closely matched hypothesized groups. The young adult 

chronic cluster, found in both the standardized and 

unstandardized solutions, represents a well-documented 

subpopulation. With a factor score profile reflecting 

severe psychotic symptomatology and problems with 

medication compliance, along with a judged need for a 

high number of outpatient services, its characteristics 

conform with those discovered by other investigators of 

this group (e.g., Pepper and Ryglewicz, 1980; Schwartz 

and Goldfinger, 1981). Interestingly, examination of the 

characteristics of Cluster 5, an unanticipated group 

which appeared to be a higher-functioning subset of the 

young adult chronic population, supports Bachrach's 

(1984) argument for the heterogeneity of this 

population. At first glance, this subgroup appears to be 

enigmatic; although it received a high score on the 

Factor 1 ("Young Adult Chronic"), it did not show the 

pattern of poor interpersonal and social functioning that 

has been considered typical of the young adult chronic 

patient. But it did follow a more predictable pattern in 
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terms of external criteria. It was rated as having a 

high need for crisis services, which are often the 

mainstay of the young adult chronic population, and had 

received a significantly greater number of previous 

services than three of the other four groups. Likewise, 

its patients' low RAFL rating reflects a high need for 

intensive treatment services. Although its sample size 

is small, the emergence o~ this cluster suggests that 

further investigations of possible subtypes within the 

young adult chronic population may be in order. 

Like Cluster 1, the high functioning chronic group 

(Cluster 2) generally conformed to expectations. A 

sizable proportion o~ the patient population served by 

outpatient service entities, and perhaps within some day 

hospital settings, continue to maintain some degree of 

occupational and social functioning and remain embedded 

within an adequate social network. Although Henderson, 

Byrne, and Duncan-Jones' (1981) theory regarding the 

relationship between a lack of social interaction and the 

onset of mental illness deals primarily with neurotic 

disorders, their conceptualization might offer some 

insight into the adequacy of this cluster's overall 

functioning. That is, the sufficiency of Cluster 2's 

social networks may buffer the effects of mental illness 

or, alternatively, these patients' lesser severity of 

illness may allow them to maintain an adequate degree 
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of both social interaction and role functioning. 

Ironically, although the high functioning chronic 

population tends to be served primarily in outpatient 

settings, this cluster was rated as having a relatively 

low need for outpatient services. Further, its high 

RAFL ratings reveal a perception of this group's lower 

need for treatment services in general. It may be that 

their higher degree of functioning and, consequently, 

their ability to independently access appropriate services 

may lead therapists to judge them as less needy than 

other patient-types. 

With its 30 patients, Cluster 2 is the largest 

subgroup, a finding which is congruent with the 

relatively high RAFL status of the overall sample. It is 

probable that, due to sampling procedures used in 

recruiting Pilot patients, as well as the difficulty in 

accessing the lower-functioning TNT patients, 

comparatively high functioning patients were 

overrepresented in the final sample. 

As expected, a mainstream chronically mentally ill 

group (Cluster 3) emerged. With average scores on all 

factors except for a low mean on Factor 1, along with 

a lack of extreme features on the external criteria, this 

cluster corresponded closely to its hypothesized 

features. It shares some similarity with the mainstream 

chronic subtype found by Braucht and Kirby (1986), 
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displaying, ~or example, adequate role ~unctioning 

abilities. On the other hand, with its low as opposed to 

moderate level o~ psychotic symptomatology, and its 

moderate rather than heavy previous service utilization, 

it has ~eatures unlike those o~ Braucht and Kirby's 

subgroup. Although it is possible that the two 

mainstream chronic clusters represent di~~erent 

populations, the discrepancies between the subgroups are 

more likely due to di~~erences between the variables, 

clustering methodologies, and/or subject pools used in 

this study and in Braucht and Kirby's. This speaks, 

again, o~ the problems intrinsic to exploratory 

procedures such as ~actor and cluster analysis, with 

their abundance o~ decision points and technical options. 

Further, it exposes the need ~or care~ul replication o~ 

cluster analytic ~indings using similar populations, 

constructs, and techniques. 

The characteristics o~ Cluster 4, the socially 

isolated/withdrawn subgroup, were less distinct than 

those anticipated ~or a group that would accurately 

re~lect the disen~ranchised mentally ill population. This 

cluster's poor score on the social interaction ~actor 

(Factor 4) and somewhat elevated score on the 

withdrawn/blunted ~actor (Factor 7) are congruent with 

expectations, as is its history o~ relatively ~ew previous 

behavioral health services. However, the ~indings 
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regarding other external criteria are inconsistent; one 

might expect this group to have received higher ratings 

on treatment needs, given their apparent lack of 

previous successful interventions. Further, its RAFL 

ratings are surprisingly high for a group with such a 

dearth of social supports. It may be that, when 

assigning such ratings, therapists are responding not 

only to objective patient characteristics but to patients' 

own self-perceptions and motivation for treatment. In 

any event, Cluster 4 appears to be a somewhat 

amorphous group that does not fully represent what 

seems to be a valid mentally ill subpopulation. This 

could be due to the inadequate measurement and use of 

constructs most pertinent to this group (e.g., 

homelessness, attitudes towards the treatment system); 

obviously,. cluster solutions will not yield groups with 

characteristics that were omitted from the analysis. 

Like those on Cluster 5, the ambiguous findings on the 

disenfranchised/ withdrawn cluster group imply a need 

for more rigorous scrutiny of the features and treatment 

needs of this important patient subtype. 

Similarly, the system-dependent, neurotically 

distressed cluster (hypothesized Cluster 2) did not 

emerge. Given that previous research (Braucht and 

Kirby, 1986; Harris and Bergman, 1987; Sheets, Prevost 

and Reihman, 1987) documents the existence of this 
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problematic subgroup, its omission in the present 

classification scheme warrants some analysis. The most 

plausible explanation is that the distressed and needy 

subpopulation was poorly represented in the present 

sample of patients. Although the sample was intended to 

embody a broad range of patient types, the sample was, 

in fact, somewhat homogeneous along the neurotic 

distress factor (Factor 2). Further, patients with high 

RAFL scores, who have lower service needs and 

demands, are overrepresented here. An alternative 

interpretation is that the clustering factors used did not 

adequately tap the characteristics of this hypothesized 

cluster. For example, there was no measure of the 

patient's own perception of treatment needs, which the 

service-dependent patient would obviously rate as high. 

External Criteria: Empirically-derived Clusters 

There was a significant difference among the 

clusters on ratings of needs for three types of 

treatment. In general, the differences that did emerge 

between groups on treatment needs made clinical sense, 

with the more problematic groups (e.g., the young adult 

chronic group and its relative, the psychotic/well

functioning chronic) being rated as having the highest 

need for at least one of the treatment modalities. 

Similarly, the high functioning group had the lowest 

need for one treatment need category (crisis services). 
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The equality o~ groups on rehabilitation needs could be 

attributed to an assumption on the part o~ therapists 

that most seriously mentally ill patients, regardless o~ 

their pro~ile o~ characteristics, have some degree o~ 

vocational impairment and could thus bene~it ~rom 

rehabilitation services. More puzzling was the lack o~ 

di~~erence between the clusters on hospitalization needs; 

ratings were uni~ormly low ~or this area o~ needs. One 

explanation ~or this ~inding is the ~act that, most o~ 

the time, the types o~ chronically mentally ill persons 

served by TNT and particularly by the Pilot are not in 

need o~ hospitalization and can be adequately treated on 

an outpatient basis. An examination o~ RAFL scores ~or 

the sample shows only 6 patients (8%) ~alling at Level 

2, which is the level indicative o~ a need ~or inpatient 

hospitalization. In ~act, one o~ the goals o~ the Pilot 

and other cost containment programs is to minimize the 

use o~ expensive services, such as inpatient 

hospitalization, through the use o~ team-based case 

management. Given that the majority o~ patients in the 

sample were enrolled in the Pilot, and that therapists 

~rom that program are oriented towards limiting costs, 

it is understandable that hospitalization would not be 

viewed as an appropriate intervention. 

The amount o~ previous behavioral health services 

also di~~ered across the clusters. Interestingly, the 
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greatest service consumption was not by the young adult 

chronic subgroup, which represents a population known 

for troubling service usage patterns, but by the well 

functioning/psychotic group. The relatively high 

functioning abilities of this cluster may well have 

enabled them to access services more readily than the 

more globally disabled clusters. Of all the subgroups, 

the high functioning/psychotic cluster appears to be the 

only one with both a high need for services and the 

ability to recognize and appropriately act upon that 

need. 

The finding that the cluster groups did not differ 

in terms of DSM-III diagnosis was anticipated. Because 

the data used in the clustering solution included not 

only symptoms, which are the primary bases for making 

an Axis I diagnosis, but also social functioning 

dimensions, the classification was obviously based upon 

different and, presumably, richer criteria than that used 

in the DSM-III Axis I system. 

The significant differences between the cluster 

groups on RAFL scores was also expected, given that 

the RAFL construct taps the patient'b ability to 

function independently, that is, without intensive 

intervention. Because the subtypes differed in terms of 

basic functioning dimensions, one would expect them to 



also vary in terms of judged need for treatment 

resources. 
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The differences in RAFL rating across the groups, 

however, did not fall precisely in the predicted pattern. 

The young adult chronic and high functioning chronic 

groups did have the expected predominance of low or 

high RAFL ratings, but ratings for the mainstream 

chronic subtype were somewhat higher than was 

anticipated, as were the RAFL scores for the 

withdrawn/ disenfranchised cluster. Further, ratings for 

the high-functioning psychotic group were unexpectedly 

low. These discrepancies might cast some doubt on the 

validity of either the patients' RAFL ratings or of the 

clustering solution. But it is more likely that what was 

said about the differences between DSM-III diagnostiC 

criteria and the clustering criteria applies here: the data 

used by the two classification systems is only partially 

overlapping. The therapists who made the RAFL ratings 

might have been responding to only a portion of the 

information used in the cluster solution. If RAFL 

ratings were made in response to only a subset of the 

patient characteristics, patients with severe psychotic 

symptoms but adequate functioning in other realms 

might receive a low RAFL score, due to their high need 

for treatment interventions. This might explain the low 

RAFL ratings of patients in Cluster 5. There might also 
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be certain features of a cluster (e.g., the high degree of 

psychotic symptoms of Cluster 5) that tend to yield low 

RAFL scores (i.e., high psychotic symptoms leading to 

low RAFL scores) and other characteristics of the same 

cluster (the adequate social functioning of Cluster 5) 

that lead to high RAFL scores. If some RAFL raters 

were responding primarily to symptoms and others to 

social functioning dimensions, the net effect might be a 

mix of RAFL levels within the same cluster, as was seen 

in Cluster 4. 

External Criteria: DSM-III Diagnostic Categories 

The failure to find statistically significant 

differences between the diagnostic groups on treatment 

needs and on previous service utilization indicated that 

DSM-III categorization did not predict these clinical 

factors, as did the empirical clustering scheme described 

here. The lack of differences on these indicators across 

diagnostic groups underscores the major aim of this 

study, which was to demonstrate the prognostic utility 

of social functioning factors. The fact that the 

classification based upon both symptom and social 

functioning factors was more successful in 

differentiating patients across these clinical criteria 

argues for an increased emphasis upon the use of social 

functioning information within patient classification 

systems. Given that this is an era of limited and 
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judiciously allocated mental health services, service 

planners and providers would be well-advised to consider 

any factors, such as these social functioning dimensions, 

that better enable them to predict patients' service 

needs and utilization. 

On the other hand, the DSM-III categories 

successfully predicted RAFL assignment. In this sample, 

the patients with a Schizophrenic disorder were judged 

as generally needing more intensive therapeutic 

intervention than the Major Affective group. This 

finding is somewhat surprising, given the apparent 

diversity and frequently low service demands of patients 

who carry a Schizophrenic diagnosis. One explanation 

for this finding involves the characteristics that were 

likely present in this Schizophrenic subsample: it may be 

that this particular group of Schizophrenic patients was 

suffering from relatively chronic and poorly-controlled 

symptoms. Such patients tend to have diminished 

intellectual, personal, and social functioning capabilities 

and are thus in need of more intensive monitoring by 

the treatment system. This notion is supported by the 

finding that the sample, of which a substantial 

proportion (46%) were Schizophrenic, received 

significantly higher ratings than the non-included 

patients on Crisis Needs, which are associated with the 

lower RAFL levels. In comparison with a perhaps 
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especially compromised Schizophrenic subsample, the 

Major Affective patients might have had symptoms that 

were more easily controlled through somatic treatments, 

thus enabling them to functioning relatively 

independently of the system. In any event, the DSM 

classification did, in this sample, tap at least one 

measure of need for treatment resources. 

Other Validity and Reliability Issues: 

An evaluation of descriptive validity involves 

examining the homogeneity of the clusters in terms of 

the similarity of the cases within a given cluster and 

the congruence of the features characterizing it. No 

statistical measure of homogeneity between cases within 

clusters is available in the cluster analytic procedure 

used: rather, a histogram displays the placement of 

cases within each cluster relative to the center of the 

given cluster. This allows for an estimate of the 

tightness of the cluster, or the degree to which cases 

are scattered within the same region around the 

multivariate centroid and are thus similar to one 

another. An inspection of these graphs for the five 

clusters reveals the most compact configurations for 

Clusters 1, 2, and ~, with the withdrawn/socially 

isolated and high functioning psychotic group members 

(Clusters 4 and 5) showing a somewhat greater degree 
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o~ scatter around their own cluster centroid. Internal 

homogeneity thus appears to be satis~actory. 

The discussion o~ the clusters' ~actor pro~iles and 

the validational criteria that distinguish the groups also 

provide some evidence o~ descriptive validity. An 

inspection o~ Tables 16 through 20, which describe the 

traits o~ each subtype, reveal that, in general, the 

clusters are homogenous in terms o~ clinical 

characteristics; the ~eatures cluster together in ways 

that are internally consistent. One does not see, ~or 

example, a high score on Factor 4 (indicating 

satis~actory social interaction) clustering with a high 

score on Factor 7 (withdrawn/blunted). Similarly, the 

external criteria di~~erentiated the groups in ways that 

make clinical sense. 

On the other hand, not all o~ the expected 

di~~erences between the clusters actually emerged; 

signi~icant di~~erences did not, ~or instance, arise on 

three o~ the areas o~ treatment needs. The possible 

reasons ~or this range ~rom statistical power issues to 

unreliability o~ ratings o~ treatment needs to 

insu~~iciency o~ the clustering solution (i.e., a need to 

subdivide clusters). The results here call ~or ~ollow-up 

studies which would use larger and similar, but perhaps 

more heterogeneous, samples; this would enable the 

exploration o~ ~indings based upon a larger number o~ 
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patients and clusters and could lead to the emergence 

o~ additional meaning~ul clusters and cluster di~~erences. 

Coverage was another criterion that was not fully 

achieved. Coverage entails the extent to which the 

entire population o~ interest could be classified within 

the clusters that were generated. As was discussed 

earlier, due to sample restrictions one important 

subtype, the system-dependent patient, did not emerge. 

Obviously, a ~ollow-up study designed to correct this 

inadequacy would include patients who are more varied 

along the ~imension o~ system-dependence versus 

system-independence. Identi~ication and inclusion o~ the 

variables that tap constructs relevant to the system

dependent subtype would also be required. 

Results ~rom the HSRI exploratory cluster analysis 

provided some evidence o~ external validity. Using a 

set o~ symptom and social ~unctioning ~actors only 

partially overlapping those used in the Kino analyses, 

three o~ the ~ive clusters again arose. More compelling 

would be the reemergence, using the seven Kino-based 

~actors on a large patient sample, o~ all five clusters. 

Still, results ~rom this gross approximation of external 

validity were encouraging. 

Estimates o~ predictive validity, in its strictest 

sense, were unavailable, given the cross-sectional nature 

o~ the data. Documentation of the predictive validity o~ 
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the clusters would involve longitudinal studies of various 

post-treatment outcomes for the various clusters, 

including rates of rehospitalization, long term treatment 

costs, and multiple indicators of psychosocial 

adjustment. The establishment of differences between 

clusters along these indices would further magnify the 

prognostic usefulness of this classification scheme. 

A determination of the reliability of ratings was, 

unfortunately, impossible to achieve, given the 

difficulties involved in obtaining a broad array of 

information from multiple perspectives. The weight of 

respondent burden on the raters and subjects was 

considerable and prohibited concurrent or repeated 

administration of measures. Although some degree of 

reliability of the clustering factors is guaranteed by the 

use of the common factor model, it is impossible to be 

certain of the reliability of the data used for external 

validation of the clusters. An exploration of the quality 

of data provided by program therapists would constitute 

a study in itself, and would ideally include tests of 

interrater and retest reliability of RAFL and diagnostic 

ratings and of judgments of social functioning and 

symptom severity. The extent of therapist agreement 

on patients' clinical features has received a great deal 

of attention in the traditional psychiatric classification 

literature, but has received little attention in the 
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research on empirical typologies of seriously mentally ill 

patients. Studies of the reliability and validity of self

report data from such patients would also provide a 

valuable contribution to this body of literature. 

The final sample size was disappointing and 

possibly problematic: basing the post-hoc analysis on 

larger cell sizes would have increased statistical power 

and may have resulted in a more meaningful pattern of 

differences. This objection is relevant to both the 

analyses based on the five empirical cluster groups as 

well as those applied to the three DSM-III diagnostic 

categories. There were unavoidable restrictions on the 

sample size due to the limited number of patients in the 

TNT and Pilot programs who were capable of 

participating in or completing the patient interviews. 

Consequently, the sample having complete data was both 

smaller than anticipated and appears to be 

representative of the relatively higher functioning 

segment of the seriously mentally ill population. 
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SUMMARY AND IMPLICATIONS 
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The major aim of this study was to generate an 

empirically-based classification scheme that uses both 

symptom-based criteria and social functioning dimensions 

to define subtypes of seriously mentally ill patients for 

the purpose of establishing differences between the 

subgroups on clinically-relevant criteria, such as service 

utilization and needs for specific types of treatment. 

The intent of using social functioning information was 

to explore the degree to which it enhances the 

prognostic ability of an alternative classification system. 

Tests of the usefulness of this classification included 

the interpretability of the cluster solution, the degree 

to which characteristics of the subgroups were coherent 

and congruent with the hypothesized subtypes, and the 

extent to which the groups differed on clinically 

important external criteria. For comparison purposes, 

the failure of the DSM-III diagnostic classification to 

distinguish patients on the clinically-relevant criteria 

was also demonstrated. The results of both the 

exploratory and confirmatory phases of the analysis 

suggest that the primary objective of this investigation 

was, on the whole, successfully accomplished. 
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It would be presumptuous, however, based on this 

single study and on the sparse collection of similar 

typological studies preceding it, to assert that social 

functioning information should be considered as a 

necessary adjunct to the existing diagnostic criteria. 

Arguments for the necessity of using social functioning 

information to classify seriously mentally ill patients 

would need to be based upon a cumulative body of 

evidence documenting that the inclusion of such data 

consistently improves one's prognostic ability over and 

above that provided by traditional psychiatric 

classification. Prognosis here is used in its most 

general sense, and includes a range of outcomes such as 

course of illness, need for rehospitalization, future 

treatment costs, and psychosocial adjustment. Thus, if 

patients with Paranoid Schizophrenia, for example, were 

to be subgrouped on the basis of the quality and 

quantity of their social networks and current ADL and 

role functioning, as well as on their symptom profile or 

DSM-III diagnostic code, such a classification might 

yield two Paranoid Schizophrenic subtypes, Type 1 and 

Type 2. If the additional information provided by social 

functioning data were clinically useful, one would then 

see differences between the two subtypes on the various 

prognostic indicators mentioned above. Such differences 

would not have been discerned if the two types of 
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patients had remained grouped within a single entity. 

Consequently, the prognostic ability o~ the service 

provider would be substantially improved. 

No movement to replace the DSM diagnostic system 

with an empirically-derived clustering strategy is 

suggested here. Rather, the ~indings imply that social 

~unctioning constructs, which have already gained 

respect by their inclusion on Axis V, provide data that 

have prognostic and clinical utility. There~ore, such 

in~ormation should be given greater attention than what 

is demanded when making an Axis V diagnosis. 

The importance o~ using social ~unctioning ~actors 

in empirical classi~ications o~ seriously mentally ill 

patients has received little previous attention. It is 

hoped that the present ~ind1ngs will encourage ~urther 

examination o~ the use~ulness o~ these ~actors in 

understanding the diverse needs and treatment outcomes 

o~ this important and heterogeneous population. 



206 

APPENDIX A 

THERAPIST AND PATIENT INTERVIEW SCHEDULES 



PU'A CCUl':ry - (IN!vr::rSI'!'''! OF ; .. .117.0:-11\ 

I'~ nez.! to Y~"1C" if the ser .... ices pro."ic.!cci by Pir..) COtJ."1ty <In<.! the StLite of 
Arizona <lre ~~ing your needs. '(our t!Ilsw"(!rs to this intQrvit.:',; ·.Jill help us 
do this. ~uu::e t.~e se..-vices provided are personul in Mture, sorr.:! of th~ 
questions arc: [P-csonal in nature. 

'1'00 ~1A,( REl.'USE TO ANS\\,!::R ANY OR ,\LL OF TIiE QJESTIO~S 

This questionnaire will not, hoI.'Cver, becxxre a pait 'Of your clinical recore. 
Additionally, your responses will not be shared with anyone who is ~roviding 
you any trea t:me.'l t. 

Pa tie.'1 t's Narre IO --------------------
Inte.."'Vie..ter Date -------------------
Present Treatment: 1 _____________________________ _ 

2 ________________________________________ __ 

3 ________________________________________ _ 

4 

(Identify all treatment programs patient has been involved \o/ith for the past 
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30 days. Specify the agency, program, and utilization. For ex.an;?le, 1) La 
F=o:ltera - Day PrCX]r<lJ1l - I·.'ee.~ly, 2) La Frontera - Out?'ltient Counseling - ... leekly, 
and 3) La Frontera - Me<!icution - Hont.I·lly.) 



Psychiatric ER Contc.'Ct Sheet 
9/86 Cln 

Pallenl Name 
10 _____ _ 

____ R<:ce ____ Genaer Date ___ _ 

Pllmlu.ea not aamltt.ea Sleet No. 

(circle ooe) 

During tile past 3 rronthS: During the prior 9 months:. 

t ~ 
1. Type of reslaence: (ruroer from most recent) 

4) hellSe or ~t. or trailer ______________________ _ 

b) boardlll9 ~e, non-lItnt.&l !>eIlUl· rel.t.d ________________ _ 

c) suoervised ~ts. (IlIrCXlOh nent.ol hullll sl'sten) ______________ _ 
eI) holfuoy hou~e or 9rO\lll hOne _____________________ _ 

e) section' housinQ ________________________ _ 
f) onsueet __ ~ ________________________ _ 

q) I\ission, SGlV4t.~on Arny, shelter honl _________________ _ 
t:) inpatient psyc:hhuic _______________________ _ 
i) 4u\,Cl\ObU, ___________________________ _ 

j) dru2/41.cohol reddellti41. ______________________ _ 
k) jeil _____________________________ _ 

1) otJ\tr (Kote1, not.l, .te.) 

.AQp(021mate (t Of Umes patient moved. 

3. With 'Whom patient Ilvect: (d1eck mark) (use '*'1 for cur-rent) 

4) percnts----------------------------

Il) extended fonlly (brolller~.uncle. oilier relatives) -------------
c) soo:::o. SPOUSI and cnllelrtn. or 0l1li cnUelrcn-----------------
eI) rrienel(s)/roonotes 
.) alone _____ _ 

r) 'oround oUlers- (le. boarders) 
Q) 900d ~oncrition 

4. Ho..., ala patient support hlmlherself. (Checkmar1<) 

0) SSt 

b) SSO c) enploynent ______________________________ _ 

d) hondouts. p4l\hondlillQ 
e) parents or oUler (""ill' ____________ ~ _________ _ 
'f) oUler ________ . _____________________________ _ 

9) spouse __ . ___________ _ 
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S. HQ'.1 m;lf1Y limes In paSl year: 

.) Otcun --------_____ _ 
0) roe.:..d ________________________ _ 

c) .. ""elly c:rcvltcd - _______________ . 

" During tile past :5 momm, Wflal Is tile longest perloa of 
Lime you went wlll'oull\eving acce~~ 10 ~quel.e focG? 

72. In tile past :5 montns, raw many Urnes have you 
eaten at a slX.9 kilC:tlen or been In a t2ndwic:n line? 

70, In tile past :5 montns, now many Umes 
nave you received food boxes? ---------------

8. LOS In Pima COunty __ _ 

'/. Does paUent perceive housing situaUon I as: 
c) cUbIc ( ) 
b) OlttinQ vcr" ( ') 
c) getting better ( ) 

10, psydllatrlc nospltallzaUons In past 2 years 
'·lc.1\: ... t~:c. 

11, Kinol'ER visits in past 2 yean: other rS~c..hiQ:TI";" ER. __ :;other mea. ER.,-_ 

12 A!cooollDrug hOspltallzaUons In past 2 years 

13; Arc. a.n'1 at -\t'\c:. people:.. :r. Q.m, ~l"""j .iro \;~+; ?eopi~ '-11-.0 'foo Co.t\' 

to.l\<:. '10 "'1" problems oller" v.;:-th? 

.) p.reMS ( ) 

b) ~ibli~Q: ( ) 

c) c~lldrtn ( ) . 
d) .pOV3C ( ) 

.) rriendS ( ) 

.0 pri"'.r'l rhcr.p'n ( ) 

9) qoo<1. S 0I\4l' i U 111 ( ) 
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~-

l. !."'JCn: r.1M: with -awI .... "f1 or)'tW" (MlJly (a.::t. 0 •• 1.., ;f c:,J:c..,t 
d4c:. 'oCt ~e, .. Ic. ~I'" 1"", ... : I~) 

J. G)t'Io7 0"\ rOt c:nc.ctUlrcc:n" \''1 • .1 Uc.n:tJftL ~,,;roCC 

t. COne our. (or c:n\crull'ltCnr. VlTlar. UCo1iOr,nt. r.nr,rMl'C 

s. '.tc..lc:ipn.cd Ln apocu/rc:aOlucn oICr.ivlr.iH ...,','11 U('.I""tft\ l"C'osr.J::C 

L.. '.utJ.c1~u:d Ln &p:X'u/cac:.tQlr.1on Cdvlr.'H 'iooii1DJT' U'~U"Q\c. ptCIJrM:a 

.,. '1.)"'Cd tpt'CS UJ"A! d'lCC'tc:ra. ClrU, or I:..aI.t'd ?»r.s V1':11 U&:.Ic:rcnc. ptOTrolC!a 

e. 'Loy<:d 9- like Chcd" ..... C&<11s. 0< boud __ Vlnatr "" .. ,'''''' P<'OJ<

'l. IIclpod....-.. vi .. ~ • job 11M bo:7,..ltt.lrq 0< -1Iwl • c.ar 0< plct.1zoq ~ 

Ie. I.eC. I'OIe .., o;ot _y Craa olllu i"'CI>lc 

II. At urdad Ch.In::'I 

It. Aturdad • ellb 0< o"l&lllutlcn I'CCt.Irq 10 .. ...,< <NIl u port 01 .,. ...... 1 
""'1 .. ~ oyst.cnl 

13. 00 1\ c:. .. n., ,"cl u n1-ec:.I' 1.>('('1<:. r .. I" '"" 0<'5(\./\' l",'t'.th 

/I:u u",",!Lod .... l"'U vitl\' 

1«. the pL.oco ..teA l"'U ore Uvlzoq 

IS. ,.. po:oplc vl'" """" I<>' U"" 

u. '"'" !oad I<>' usually .. t 

17. the <=U~ tocUltlcs In 0< nc&r~' I<>' Uvc 

II. the .......,.. ot Cdcrds I<>' ha"" 

It. YQuc job·II ..... ~ - evC:n '.~ 'feu O"r\~ ht.\~c:. Clnc:. 

20. y ..... pcu<nt UCe 

21. the ....,..,t of CreaXn I<>' ~ 

ICI 

CI 
CI 
C! 

:;c;::, 
CI 

C! 
CI 
C!' 
C! 
C! 
C! 

D 
Ibt •• 
AU 

lCI 
CI 
CI 
CI 
CI 
CI 

C! 
C! 

0'00 A 
_11\ 

CI 
C! 
CI 
C! 
C! 
C! 
CI 
C! 

CJ 
Yuy 

LIttle 

zC/ 

C! 
C! 
CI 

C/ 
C! 
C/ 
C/ 

CI 
C/ 
C/ 
C/ 
C! 
C/ 
C/ 
C/ 
C/ 
C/ 
C/ 

C7 

~ 

1I::', 
C! 
C/ 
C! 
C! 
C/ 
C! 
C/ 

C7 

A IDt 

c CI 

C! 
CI 
C! 
CI 
C! 
C/ 
CI 

CI 
CI 
CI 
CI 
C/ 
C/ 
C! 
CI 
C/ 
C/ 
CI 

C7 

Vc<-, 
n.:. 

SC' 
C! 
C/ 
CI 
C! 
C/ 
C! 
C! 

210 



211 

Oro""'.n: the pll· ~t..""I. NVO ,?I h"rJ ,vClblcrc "'ic" .. ; 11o NIor ~.t.c ~e Con', 
Pn::<>len I'I'OOlen Prcnl ... Pn::<>len ....,.. rJo. 

l. ~"'-I ..... u 10 Z ,~ 1 C' <0 , C' 10 
~. ro.rCtu·" S. 
J c.t1:\oIrc.n .,.. =;u~:~;,..,(c,.rc"ct4iJCl C' ,=, 0 CI C' 0 S· 
t.. !:l~: C' C' C! 0 C' 0 

'1. c:cwCU\c. ,u!! C' C' CI 0 C' 0 
g. otJ"c: rur.iena: C' C' C' C' CI 0 
'\' . cr.t'la,e.:'''''''''rt=': C' C' C! 0 0 0 
!(.', ro::laL t.!r.c:/Ca::r'OlC.i.c.n C' C' C! 0 0 C! 
il. _I UlloaSlc:.ol C! 0 C! C' C' 0 

~ Iz., I_I rys_ C! 0 C! C! 0 0 
11. NrdIIJ'q t~ C' a C! c' a 0 
1'1-. <D'91w.:e with '.:~ ccn~ c' a C! 0 c' a 

* IS'. da:>tol C' 0 C! a 0 0 

* II .. ~ C! 0 C! 0 0 0 
17. cI<t>< .. lla. a 0 C! CI CI a 
J:!'. ""'lecy C' a C! a a c' 
I';. w:lCT)'1J'q .-... pnysicAl prcol .... a C! C! 0 C! 0 
z.c. CeellJ'q qIlLlty a C! C! a 0 C! 
'l.I. ""9C" c! C! ,~ 0 C! C! 
n. CD\!uslcn a c! C! C! 0 a 
~,. aloe;> a a C! 0 C! a 
n. """"t.1 •• a 0 C! a a a 
'5 boro:lc:n a 0 C! C! 0 C! 

~ ~. Coe.llJ'q \lI'CI:n!ocuIIle &r<>rd others C' 0 C! 0 a a 
~ EIa.bOl"A'1c ',OP respond. c\s .... plbbl<:m 

Do )'OJI DaCWtely ~All 
lb. the Tioe Yes OC 

I. Ka"" IjOCld udrq Nblts 'e., •• IjOCld ",U'.u.or..l tUIllu ard ""'tirq _ I'~ 2 0 1 C! <0 
.n:unr. \ohcn on your 0Jt'\' 

2. Kava q::x:d pc.r8O\A1 c:.:Ll"t: NbLtI (e,q •• ~i.rIq clColn. N.lt. ud '4ll~co:nad) C! 0 a c' 
1. r.oep )OJ.C I:'O.:A or p~ or Uvi.rq clc:.lI'I. CI C' C! 0 
'. Ule toactol'd .WUAl'C'I:I ... rely am .apttropri.tc1y C! CI a 0 
5. .... c:pu:. .~I._la ".9-. l.II'd"'ia'ICI. cold cc.rcda. ~. C! C! CI 0 
,. 

In ...... """ "",,ell vitl\od'lcn C! CI C! 0 
1. Oo~n;":ls 1:"< Ie., •• rcodlNj ..... lw.q. _irog C\arqoo C! C' CI CI .. S>'qJ Cor paracnal roc<:eoslt.1es '0., .. clothirq. 10011 C/ CI C! 0 
,. Ka.... U&l\&;lO<Ucion oil ILLt.1 .. Ce., •• dodv. or \1M WICS' C! CI C! C! 
10. flAM: IjOCld ..... ot lels,," u... ' •. , .. _. pWN. '" <0..,.,1.,.. e<.c:.1 C' a C! C! 
11. n-"", • .w-or ••• '!le~1 p<U>1_ ard '" <0 tho cI",,,.or ....... """"S&>lY C! C! C' CI 
U. Coo-ply with tAkirog oaSleauona ,...."",..,...I&u'cl CI ,=, C! CI 
Il. Coo-ply vi. th tAklrq pr;O\1.ulc .",Heaclon. 0 ,=, CI 0 
14. U .. ..,.,la1 OC<Yl.oo ~Ics _rol'tl ... ly CI C! C! 0 
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)<. Non:. CH flNG-E III ORCGR. of PReSe..,rfl '-'00./ 

, ...... wClcd uc )OJ wI"~1 :.,: at. Vert Veri 
"'1 u;'tlc ~ A I<>t I\e\ 

i!- ~c:tl'cr -U"c sya~. b ~ wit .. " Mlpl"", ')01 ""'t~ltu! In 1,:11'1 1/=1 Z 1-:::1 J 1-:::1 e 1-:::1 S 1=' CCI"C'CtT'Cd "h." ou-e.r tJ\11W)S (Ute nile:. lm'i, ~. etcl 

tI"III! CN'Ct'.all &lIQM\t o( :crvlcc )'DU .rc t'O:'C:lw"I] CI '=1 CI CI CI 
2.. \.'\e oyc:.aU qu,al1col o! ":vice JO.I ue rac:.:iwUwJ 1=1 CI CI C! CI 
.3. tho ._I'~I of thI "",,1_ ,... r"""l", (0< )QIC p.srUC\lW oooJ. CI C! C! C! CI 
If· thI ~ to ... iCn eM """"Ices )OJ ,-I"" Ol • .... 4>iNJ )OJ vl .. ~ ptcbl ..... '=1 C! C! C! CI ,... atc NV"-I 

,. )QIr therapUt" ~....-dlrq ot ,...r ptcbl_ Q CI Q CI Q 
1. ..... O:>UIr..!cs AnI Iu-o.-Io:Ige of .,.., .,....0;>1 .. ~ _t cta:.cly wI .. ~ )OJ 1-:::1 Q 1-:::1 C! Q .. c..'"c luff'. vill1.nt;nass Q) do • h:nc vhlt CI Q C/ Q CI ,. ....... y )QIr r\o;!Iu as on lrdlvlc..l ate rcopoetod Q Ci Q C! CI 
10. "'"""'''-I ....,."., will ..,.. IX> )OJ If ,...·r. Cooling U\o1blc t.o oopc CI Q Q C! CI 
11. ..... OOOO\t of ~t pll\&vc a:n:x::nlrq)QIC .... ccn. CI Q Q C! CI 
12. thI qua Uty of )QIr At.t!oWUp vi th ,..... pattJlu It"d UbUn;s Q C/ C/ C/ C/ 
ll. th:: <;I'&ll ty 0 f l""= ret. r..Itns/Iip vi th )O't d\1l.dn:\ C/ C/ C/ C! C/ 
Ie. th:: quaUty ot ,...r nt.r..!auI\1p vith cloM Crlcn!s Q C/ Q C/ C/ 
IS. ..... ccn:..,,1 pi """" crier ..... ctIOl ... In )QIr UC. C/ Q CI C/ C/ 
". bel:"! Mlao:t.toS to parr..lc!pou In .". pilot pc'Ojo:t Q. Q Q CI CI 
11. th:: .... _ pi ....... """Ivlnq prloc to thI pilot pc'Oj= C/ C/ C/ C/ C/ 
11. thI overaU ... t.r..!auhIp )OJ 1\&,.. to thI pilot IW! CI C/ C/ C/ C/ 

Y CJIII G« 1005. r= ocs::;uu; ~ /llJATlaGllP 10 ltXlII n,w;u.T N;) = """"OIl 
~ CR DUTlQILrus 'ItXI HAI/C III 'ltXl1I Ltn:. 

I<CCT. I'tL>.SI: m.:. US /Of 'ItXI r=. JJDJr IICIlC III 1\1: ,= ~ en<!: FOSrTrvt: 
poem;. n<!: ~ 1'01NlS. #.Kl = a CXlc:D<:<I. 
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First, I want to get some idea of the people around you in your life. 
This includes those you are closest to- your family, friends and 
neighbours- all the people you may meet frDffi day to day. Thes~ fi~s~ 
questions will be about people you know a little, but who are not close 
friends. 

1. Now let's consider people you exchange a word or two with; t'hat is, 
someone serving you in a shop or in an office, but whom you normally don't 
see apart from at th'eir work. Most days, how many people like this do 
you see? 

None ••••.••.••..•.•.••• l 
1-2 •••••••••••.•••••••• 2 
3-5 ••••••••••••••• : •••• 3 
6-10 ...•.•••.•....• , ••• 4 
11-15 •.•••..•••.••••••. 5 
Mdre than 15 .••.••..••. 6 

2. Would you like more or less of this, or is this about right? 

Less .....•..........•.. 1 
About right ............ 2 
More .•.•.••..••.....•.. 3 

I shall be asking this sort of question throughout this section- would you 
like more or less of thi~ Dr is it about right. 

3. On most days, how many people do you 'see whom you know just a little, 
to smile or wave to, or to say good morning to? People you do not know 
well- you may not know their names- but you greet each other when yeu pass 
by. 

None ................... 1 
1-2 ........•.....•..•.. 2 
3-5 .......•......•••.•• 3 
6-10 ................... 4 
11-15 ..•.•...•...•.•••• 5 
More than 15 .....•..••. 6 

4. Is this about right for you, or do you wish you saw more or fewer 
people? 

Less ••••••• , •..•••••••. 1 
About right .••.••.••••• 2 
More .••••••••••••. ' ••••• 3 
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5. These days, how many people with similar interests to you do you have 
contact with? 

None ••.•••••....•...•.. 1 
1- 2 ••••••••••••••..•••• 2 
3-5 •..••••••.•..••..••. 3 
6-10 ..•••.••••••..••••. 4 
11-15 .••••..•• ~ ••..•••. 5 
More than 15 ........... 6 

6. Would you like more or less of this or is it about right? (persons, 
duration, or frequency) 

Less ...••..•.•.•....••••••. 1 
About right •.••.••••..••••• 2 
Depends on the situation ••• 3 
More •••••••.•••.••••.•...•• 4 
• 

Are you working at the moment? (If yes, continue with question 8. If no, 
skip to qUestion 10.) 

8. How often do you go out with the people at work? [Either a paid or 
volunteer job; this refers to going out with work associates outside of 
working hours.] 

Never •.•.•..•.. , ....... 0 
Once a year .•..•....... l 
A few times a year ..... 2 
Monthly ................ 3 
Weekly or more ......... 4 
Not applicable ......... 9 

9. Would you like to go out together more or less than you do, or is 
this about right? 

Less ....................... 1 
About right ................ 2 
Depends on the situation ... 3 
More .....••.••.•.........•. 4 
Not applicable •.•••...•.••. 9 

lO. In an ordinary week, how many people whom you know would you say you 
have contact with? 

None •••••••••••••..•..• 1 
i - 2 •••••••••••••••••••• 2 
3-5 •••••••••••••••••••• 3 
6-10 ..................... 4 
11-15 •••••••••••••••••• 5 
More than 1~.~ ......... 6 
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11. Would you like'more or less of this or is it about right for you? 
(persons, duration or frequency) 

Less •••••••••••••• ; •• :· ...... 1 
Abou t right ••• ·• ;'.~:~ •• ' ••••••• 2 
Oepends on the situation ••• J 

More ••••• ~:,;~~.:. ~.'~.~:(~' \~;~;_~ .... , .4 

12. At present~ do you wish there were more, or less, or are there about 
the right number of people in your day-to-day life? 

Now I would like you to think about people you are close to who live in or 
near Tucson. Close friends who are near enough physically so you can see 
them whenever you wish. 

14. How many friends do you have who ~ould come to your home at any time 
and take things as they find them- they wouldn't be embarrassed if the 
house were untidy or you were in the middle of a meal • 
• 

None •.••••••••..••••.•• 1 
1-2 •••••••••••••••••••• 2 
3-5 •••••••••••••••••••• 3 
6-10 .••.•.•..•.••...•.• 4 
11-15 .....•..•......... 5 
More than 15 ••••••••••• 6 

15. Would you prefer more or less of this or is it about right for you? 

Less .••.••••..•.•.......•.. 1 
About right .••..•....••••.. 2 
Depends on the situation .•• 3 
More ..•......••...........• 4 

16. How many friends do you have whom you could visit at any time, 
without waiting for an invitation. You could arrive without being 
expected and still be sure you would be welcome? 

None •.•••.•.••••••.••.. 1 
1-2 .••••••••••••••••••• 2 
3-5 •••••••••••••••••••• J 
6-10 •••..•••••••••••••• 4 
11-15 •••••••••••••••••• 5 
More than 15 ••••••••••• 6 

17. Would you like to have more or fewer friends like this- or is it 
about right for you? 

. .: " 

Less ••••••• ·.~ •••• ~~ ••• · •• ~ •• l 
About right .•..•• :~' .• ~ •.. ~ •. 2 
Oepends on. the;.:sittiation:;~.3· 
More" ~ • •.•.• :.: .. ::~.-:'. -. ~ • ~~ ... :.; :'~~ .• 4 
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18. Overall, would you say you belong to a close circle of friends- a 
9rouP of people who all keep in close touch with each other- or not? 

yes .•..•••••••••••••••• l 
Qualified response ..... 2 
No ••••.•••••••••••••••• 3 

19. Would you like more or less of this or is this about right for you? 

Less .•...•.•••••.•••••••.•• 1 
About right ••••.••••••••••. 2 
Depends on the situation ••• 3 
More ...••••••••••.••••••••• 4 

Now please think about all the people in yoru life who live in or near 
Tucson. This includes the people you live with, your family and your 
friends. 

ll. Among your family and firends, how many people are there who are 
imMediately available to you whom you can talk with frankly, without 
having to watch what you say? 

None. (go the Qu. 22) ... 1 
1-2 .................... 2 
3- 5 .••••••••••••••••••• 3 
6-10 .•••••••••••••••••• 4 
11-15 ..••••.•••••••••.• 5 
More than 15 .•....••••• ~ 

2lA. Would you like to have more or less people like this or is it about 
right for you? 

Less ....................... 1 
About right ................ 2 
Depends on the situation ... 3 
More ..........•.•...••... , .4 
Not applicable ..•..•.....•. 9 

21B. With the one (those) you have, would you like to feel more free to 
be frank or is it· about right? 

About right •••••••••••••••• l 
Depends on the situation ••• 2 
More free •••••••••••••••••• 3 
Not appl ieab Ie •••.••••.•..•• 9 

22. If something unpleasant or irritating happens and you get upset or 
angry about it~;.dp you have s~meone you can go to who isn't involved and 
tell them·just ho~·you feel. or not? 

yes.· ... 0 ••••• ~' • • :...~ ••••••••••••••••••••••• 1 
Depends on the situation ••••••••••••••••• 2 

. No (Code 0 for· 22A and .skip· til. Qu. 26) ••• 3 

22A. How many people like·this· are there? Number ••..•.••.••..••••••.• ( 
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228. Do you wish you had more or fewer people like this or is this about 
right? 

Fewer •••••• 0 • 0 0 •••••••••••• 1 
About right .•••••••••••••.• 2 
Depends on the situation ••• 3 
More •••••••••••• 0 •••••••••• 4 
Not applicable ••••••••••••• 9 

26. Would you say you have a single, lasting relationship, someone you 
intend to go on sharing your life with or not? 

No one (skip to Qu. 29) •••• 1 
Yes. 0 •••• 0 ••••••••••••••••• 2 

26A. Who is this? 

26B. Do you wish you felt more certain of this or not? 

Yes ... o •••••••••••• 0 ••••••• 1 
No .. , ............. o ••••• 0 •• 2 

29. Now I would like to ask if there is anyone who lives in or near 
Tucson who knows you very well as a person. (This includes friends as 
well as family members.) .. 

No one (skip to Quo 30) ..•• 1 
Yes (qualifiedl ............ 2 
Yes ........................ 3 

25A. Who is this? 

29B. Would you say ________ __ 

Yes ...•..•..••.•..•.••••••• 1 
No .... 0 •••• 0 ••••••••••••••• 2 
Not applicable ••••••••••••• 9 

really knows you very well? 

29C. Do you wish did not know you quite so well, knew you 
better, or is it abo'--u-t~r-1~·g~h~t~?~-

Less ••••••••••••••••••••••• l 
About right •••••••••••••••• ~ 
Depends on the sit~ation ••• 3 
Better •• : ••••. ~.~ ..• ~ ••••••••• 4 
Not appl1cable-;-•••• ~' ••••••• 9 



290. Would you like ~o have someone Else like this or not? 

Yes .••••.•.••• :.·; ••••••••.• l 
Don't know ••••••••••••.••.•• 2 
Depends on the s~tuation ••• 3 
No ••• ~.; ••••• ~ •• ~~ ••••••••• 4 
Not a:pplicable ••• ~.~ ••••..• 9 

.30. Is there a particular person you feel you can lean on? 

No one (skip to Qu. 31) ... ;1 
Yes, but don't need anyone.2 
Yes •••••••••••••••••.•••..• 3 

30A. Who is this? 

30B. Would you like to be able to lean more or less on __________ ? 

Less .•...••••..•......•.... 1 
About right ..•...•......... 2 
Depends on the situation .•. 3 
·ore •••••.••.••.•..••••..•. 4 
~ot applicable •..••.•••••.. 9 

30C. Would you like to have someone else like this or is s/he enough? 

Yes ......•. , ... , .. " ....... 1 
Don't know ................. 2 
Enough ....•................ 3 
Not applicable ..•.......... 9 
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31. Do you feel there is one particular person who feels very close to 
you? 

No one (skip to QU. 32) •.•. 1 
Not sure ••••••••.••.••.•... 2 
Yes •••••••••••.•••.•.••••.• 3 

31A. Who is this mainly? 

31B. Would you like to feel close, or not so close to yo~, or 
is it about right the way it is? .. 

. Closer ••••••• ;, •• _4 ••.•••••••• • 1 
About right ••••.••..••••••• 2 
c ends on the situation ••• 3 
Noe so close •••••••••• ~ •••• 4 
Not applii<?abl,e •••••.••.•.•••• 9 
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31C. Would you like to have more or fewer people like this or is this 
about right? 

Fewer ...............•..•••• 1 
About right .••••••••••••••• 2 
More ••..•••••.••••••••••••• 3 
Not applicable .••••••.••••• 9 

32. When you are happy, is there any particular person you can share it 
with- someone whom you feel sure will feel happy simply because you are? 

No one (skip to Qu. 33) ..•• 0 
Yes •...•..••.•.•.. " •.....• 1 

32A. Who is this mainly? 

32B. I~ould you like to feel this more with _____ _ or is it about 
right? 

About right ................ 1 
More ....................... 2 
Not applicable ......•....•. 9 

32C. would you like to have someone else like this or is this enough? 

Yes ............... " ....... 1 
Don't know ................. 2 
Enough ..................... 3 
Not applicable ............. 9 

33. At present, do you have someone you can share your most private 
feelings with (confide in) or not? 

No one {skip to Qu. 34) .... 0 
Yes ............... " ....... 1 

33A. Who is this mainly? 

33B. Do you wish you could share more with ______ or is it about 
right? 

About right •••••••••••••••• l 
Depends on the situa'tion ••• 2 
Not so close ••• ".~_." •••••••• 3 
Not applicable ~-: • '';':" •••••••• 9 



33C. Would you like to have someone else like this as 
well, would you pre~er not to use a con~idant or is it just 
about right ~or you the way it is? 

Pre~er no con~idante •••.•••••• 1 
About right .••.•..•••••••••••. 2 
Depends on the situation ••.•.• 3 
Like someone else as well..... 4 
Not applicable .•..•.•••.•••.•. 9 

34. Are there ever times when you are com~orted by 
being held in someone's arms or not? 

No (skip to Qu. 40) ••••••••••• 0 
Yes ...•.....•......•••••...... 1 

34A. By whom mainly? 

34B. Is there anyone you'd like to com~ort you more in 
this way or is it all right the way it is? 

All right as is ......•........ 2 
Yes ...................•....... 1 
Not applicable .....•.•.•...... 9 

39. Still thinking o~ people in or near Tucson, your 
family and everyone else - how many people are there 
who depend on you particularly ~or help, or guidance, or 
advice in day-to-day life? 

Number (if none, code 0) ..••.. ( ) 

40. Would you like to have more or less of this in your 
life, or is it about right. 

Less ..•..............••....... 1 
About right ..........•........ 2 
Depends on the situation •..... 3 
More ................•..••••... 4 

If Respondent lives alone, skip to Qu. 42 

41. Do you think those at home really appreciate what 
you do for them or not? 

Yes ..................••..••... 1 
Not really.................... 2 
Depends on the situation ••.... 3 
Not at all ........••••••••.•.• 4 
Not applicable •...•••••••.•..• 9 



41A. Would you like any of them to show appreciation 
more, or less, or is it about right? 

Less .....••...•...•...••...•.. 1 
About right ....••...•.•...•••• 2 
Depends on the situation ..•.•• 3 
More ..•.•...•.•..••.•.•...•..• 4 
Not applicable ...........••••. 9 

42. Are there any (other) people outside your home who 
really appreciate what you are doing for them? 

No (Code 0 for 42A and skip to Qu. 43) •.• 1 
Yes ................•.••.•.•..••••••••••.. 2 

42A. How many? 

Number .....................•.. ( ) 
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43. Would you like more of this, or less, or is it about 
right? 

Less ........................•. 1 
About right .............•.•... 2 
Depends on the situation ...... 3 
More .......................... 4 

44. Do people tell you that you are good at doing some 
things, or not? Being praised (commended) for something 
you're good at, in the home, at work or elsewhere. 

No (code 0 for 44A and skip to Qu. 46) ... 1 
Yes ............................••........ 2 

45. Would you like more of this, or less, or is it about 
right? 

Less .......................... 1 
About right ................... 2 
Depends on the situation ...... 3 
More .......................... 4 

46. Are there people around from whom you can easily 
ask small favors? Such as people you know well enough 
to borrow tools or things for cooking. 

No (Code 0 for 46A and skip to Qu. 48) ..• 1 
Yes .....................••....•••.•.•.... 2 

46A. How many? 

Number .............•.•..•••.•• ( ) 
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47. Would you like to have more of this, or less, or is it about :ight? 

Less ••••••••••..•.......... I 
About right .•••.••••.•..... 2 
Depends on the situation •.• 3 
More •••••••••••••••..•..... 4 

48. (Apart from those at home) are there people in Tucson to whom you can 
turn in times of difficulties? Someone you can see fairly easily whom you 
could trust and whom you could explect real help from in times of trouble? 

No (Code 0 for 48A and skip to first drug/alcohol survey it~m •••• : •• ~l 
Yes •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 2 

48A. How many? 

Number •••••••••••••• " ..•. ( 

49. Do you wish you had more of such help available or is it about 
.right? 

About right •••.••••........ l 
Depends on the situation ... 2 
More •••••••••••.••......... 3 

DRUG/ALCOHOL SURVEY 

1. How often do you drink? 

O. Never 
1. Less than one day a week 
2. One or two days a week 
3. Three or four days a week 
4. Almost every day 

IF RESPONSE TO ITEM n IS "NEVER," SKIP TO ITEM 13. 

2. When you drink, how much do you drink (oz. of alcohol)? 

Beer 
Wine 
Hard liquor ____ _ 
other 

Note: can of beer = 1 oz. of alcohol 
6-oz. g~ass of wine 3 oz. of alcohol 
shot of hard liquor = 1 oz. of alcohol 

3. How often do you use drugs (apart from using drugs as ~rescribed by 
a physician)? 

O. Never 
1. "Less than one day a week ---
2. One or two days a week -
3. Three or f.our days a week 
4. . A1most~·every day 



IF RESPONSES TO ITEl1S Cl AND 13 WERE "NEVER," STOP HERE. 
OTHERIHSE, CONTINUE NITH ITE~: :~. 

223 

4. What drugs do you use? How much at each session of ~se? 

Marijuana __ 
Narcotics 
Uppers 
Downers 
Hall ucinogenics 
Cocaine··.. ., -
Other (specify) 

5. Has drinking or drugs ever caused you trouble with your family? 

1. Yes __ _ 2. No __ _ 

6. Have you ever had trouble getting or holding a job, because of 
drinking or drug use? 

1. Yes 2. No 

• ever lost a job because of drinking or drug use? 7. Have you 

L Yes 2. No 

8. Were you ever refused a job because of drinking or drug use? 

l. Yes 2. No 

9. Have you ever been in trouble with the police because of drinking or 
drug use? 

1. Yes 2. No __ _ 

10. How many times have you been arrested? 

11. How many times have you been convicted and served time? 

12. What were you arrested for doing? (Check all that apply.) 

1. Drunk/disorderly 
2. OWl ----
3. Assault 
4. Robbery 
5. Homicide 
6. Other, (specify) 

13. Has drink.ing or drugs. ever caused you to: 

1. Be'. sick. or·.ha~e·.a health problem? Yes 
2. ·Throw~·.\ligor::voaiit .. ! .. " Yes· .No ---
3 • H,,::,~is.~~~!1c.lr, a.c~.~.s:or cramps Yes No __ _ 
~: 'B.~v~~~~r:.~e~f:o:t;:;i:loose bC?wels \'" ~ .. , Yes to', No,'-5: Lose.;your.·ternper or· get l.nto fights Yes ___ No __ _ 

NO· __ ._. 



13. (cont.) Has drinking or drugs ever caused you to: 

6. Feel sad and depressed Yes No ,~ __ 
7. Be confused and mixed up Yes No 
8. Lose your memory for a time Yes ~N~o----
9. Have the shakes Yes No 

10. See or hear things Yes ~N~o---
11. Caused the D. T. s Yes No ___ __ 
12. Caused trouble with your liver Yes No ..... __ __ 

14. Have you lost your friends because of ~rinking or drug use? 

Yes ___ __ No ___ __ 

15. Which of these do you enjoy about drinking or drug use? 

The taste Yes 
The way it makes you~f-e-e~l-

16. Does it make you 

No 
Y'-e"'s-- No __ _ 

Feel happy Yes No 
Forget problems ~Y-e-s-_-____ -~N~O-~-___ __ 
Feel more relaxed Yes ___ No ____ __ 

17. Does it make it easier to 

Make friends Yes No 
Get sex Yes ------:-:No 
Be part of the group Yes ----- No -----

18. At what age did you start drinking or taking drugs? 

19. Do you feel drinking or drug use is a problem for you? 

Yes __ __ No 
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20. Do you want to be able to better control or stop drinking or taking 
drugs? 

Yes No 

21. Does any member of your family have an alcohol or drug problem? 

Yes No 

If yes, who? (Check all that apply.) 

Mother Father 
Grandparent(c.;) 

__ Sibling __ Spouse __ Child 
Aun~/Uncle Other (specify) 
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ARIZONA DEPARTMENT OF HEALTH SERVICES. DIVISION OF BEHAVIORAL HEALTH SERVICES. CUENT INTAKE FORM 

o I. FORM ACTION: AoAOO CoCHANGE 
OoOELETE 

OJ OJ 0]2.DATEDFWTAI<.E 
/UPOATE 

we DAY "'" 

I 1 1 13• CONTRACTOR 10 NO. 

LD 4. FACILITY 10 NO. 

5. CLI ENT 10 NO. 

I '1 1 ·1 1.1. 1 
6. OLD CPOS 10 NO. 

I I I I 
7. SOC. SECURITY NO. 

L...-L-..-I--JI-CD-I I· I 
8. DATE OF BIRTH 

OJ OJ L--.;Il IL-::!I~ 
..0 DAY YR. o II. SEX I.MALE 2.fEMALE 

o 
o 
D 

CD 
CD 

1 I 

I 1 

10. ETHNICITY 
llWhil1 
21 Black 
:11 HilDanlc 

4. Am. Indian/ 
Alllkln Nallve 

5. Allin/Pacific hI. 

II. MARITAL STATUS 
11 Nwer M.ttitd •. Wktowtd 
21 Marrices 5. Stl)lrll.d 
31 Divorctd 6. R'l1\Iul.d 

12. FAMILY SETTING 
11 Ont D,rlnl Mlh child'.n 
21 Two g,r,nu with Child,," 
31 Ont Ol'lon hOuS.thold 
.'01hrt 

13. FORMAL SCHOOL YEARS 
COMPLETEO IGEO· 121 

14. COUNTY OF RESIDENCE 
01.Aplch, 09.N,vlio 
02.cochl" 100Pimi 
03-Coconino ,' ... inll 
04.G,1. 12o$,"tI Cruz 
OS..Q,.hlm 13,Y,vIPIl 
06.(3,"nlll 14.Yutnl 
07.M.,icoo. 1S.oul of 51111 
OB.MOhrle 16.La Pu 

".Transitnt 
15. ZIP CODE 

1 1 I_~I r--r---.---, 

16. CENSUS TRACT 

1 1 I 1 
17. CENSUS PLACE 

18. FAMILY SIZE 
UNCLUDING CLIENTI 

r-""T_r--r_19_'.,A_N_N,UAL FAMI L Y INCOME 

1 1 1·00 

PILOT 001 17/B7I 

20. INCOME SOURCES 
(Code III boXI. "VI. 2oNo) 

NO INCOME 

EMPLOYMENT 

Soc. SECURITY/RETIREMENT 
/PENSION 

SSDI 

SSI 

... FOC 

GEN. ASSISTANCE 

FDOOSTAMPS 

V~ERAN"s COMPo 

OTHER 

21. MEDICAL INSURANCE 
ICode III bo .. , I.Y" ZoNol 

MEDICARE 

AHCCCS 

PRIVATE INSURANCE 

CHAMPUS 

OTHER 

0 22. LEGAL STATUS • 
1) VOlunury 
21Involun,.,y .Clvil. EVil, 
31 'nvol .• Civil. T,n1m.nl 
~llnVOI .• Crimina'. eval. 5' Invol.. C,iminal. T'nlm.", 
61 Emervcncv 

III 23. COUNTY OF COURT ORDER L-L-J (SH codtl 'Ot No. ,., 

O 24. CLIENT STATUS 
IPRIMAAV F\A'lOlNG SOUR~I 
81 NOI conu." .pplic.abl. 
91 Subvention 
AICMI 
PI PIlOl 
RI eMI • Random ConUOI 
IAI CM' • MI1Chld Convol 

25. PREVIOUS BEHAVIORAL 
HEALTH SERVICES 
(Cod. III ba.l. '.V,. 2oNoi 

INPATIENT HOSP. 

RESIDENTIAL 

PARTIAL CARE 

OUTPATIENT 

EMERGENCY SVC. 

CD 
OJ 
CD 

IT] 

211. PRESENTING PROBLEMS 
(5H codft bllow - COCSI IU U'lrH' 

PRIMARY 

SECONDARY 

TERTIARY 

CODES: 
OloOangtt to .. II 
0200angtr 10 01"'" 
03-l'todUCIlvily probllm 
~cllool ptObllm 
O~F""lIy prOllllm 
OG-Probltm with IOCil1 ttll.tlona 
07.erncnional di",.u 
Oe. Thoulllli dilOtdtr 
OII-AIcOhOl lbu .. 
10.0Ng abuM 
1 ,.unable to Provide for basic "It<. 
12.(;,...ly dlJalllHl 

27. PROGRAM TYPE 
'Codl III bo.l. 1.V •• 2oNo) 

MENTAL HEALTH 

ALCOHOL ABUSE 

DRUG ABUSE 

DOMESTIC VIOLENCE 

SED CHILDREN 

28. REFERRAL SOURCE 
010$111. f,mily. fti.nd 
02-A,iJon, Slit. Hou,..a' 
03,Mlnul "'"lth .g.ncy 
04-lndi.n Hlllth Servlct 
OS .... lcOhOIis.m ag.ney 
()6.0rug 'bull ~'ncy 
07.$oci,1 lfrvlct agtncY 
OB.$tllool 
09-CllIgy 
'D-Mlditil PIYCt"I"IC •• cility 
1 1..P,ivlll phYliClln 
'2.p'tvl" lhe'lOllI 
13-C,,,,unll JUlllt. Sylttm 
l4-VA Henllnl 
1 s.oulPl1I.nl medicil 
16-0lhl' 

co 211. HANDICAPPING CONDITIONS 
0loNoI hlndiclOPld 
02.phy.iUlly di"blld 
03.f1hYlic.ally dl"bltd/wo,k 
04Phy.ic.ally diubl.dltr,nIPGrUllo, 
05-PhYlic.ally diublld/bOlh 
()6.0rwloomtntllly dillbl.d 
07·0rwlop, diUbltd/work 
OB-OlVtlop. diUbltd/."nSOon'llon 
01l-01Yt100. di .. bIHl/bolh 
1().Unknown 

30. CASE MANAGER 10 NO. 

...-.--.--, """1"'" 



ARIZONA DEPARTMENT OF HEALTH SERVICES. DIVISION OF BEHAVIORAL HEALTH SERVICES. CUENT ASSESSMENT 

D I. FORM ACTION: 1.IniIIaJAssessment 
2.poriock 3-OiIdI&rgo 4.Q1ange &-OeItIe 

LLJ rTI IT]2.oATEOF 
L.L.J ASSMNT/ACTION 

110. DAY '" "'-"'--'--J"" 3. CONTRACTOR ID NO. 

o=J 4. FACIlITY ID NO. 

S. CLIENT 10 NO. 

I I I I I 

IT] e. PLACE OF RESIDENCE 
01. CoofCtion FdlylJal 
02.1r(>a1lenl 
03. NInIng Home (SNF.ICF) 
04.~C&tt 
05. Foci« Cat. 
06. Resldtn1!aI.HensM! 
06. CtIsiI· Residenti&I 
09. TranoIS<m s..v<. 
10. independont lJIoIn¢iUo Soc e 
II. Homt!oss'!n IhoIIer 
12. HomeIess·On lilt 111001 
13. ~ Neuse (meals, no oervloes) 
14. Holft'Roorring Nouse 
IS. Privall HcusoI.\;(. wtIh Family 
16. Privati Housel.\;(. wtIh Ex10nded FIII'Iy 
17. Privoll HcusoI.\;(. wtIh Friends 
I 8. Privati HcusoI.\;(. Alone 
19. O!hec 

O 7. OOES CUEIfl' CURRENTL V TAKE 
PSVCHOTROPIC MEDICATION 
I. Yes, Indopendto!!y 
2. V ... wtIh Super.;sion 
3. V IS. Episodically 
4. No. R,Iu$ed Modcation 
S. No. Medication ret Presaibed 
6. Don1 Know 

0 8. CURREIfl' EMPLOYloCEIfl' STATUS 
1. Employed· Ful Tme 
2. Employed· PII1 Tme 
3. Homomak ... No! O!I1erMoe employed 
4.She~or~ ~nt 
S. VoIIJntH< 
6. Not In ~ Forte 
7. U~ lot loss than 3 mo. 

~ 8. UntmpIoyod lor 3 mo. or mote 

~ O.ARRESTS 
I:i.. (Code III bollS -I-Idiclll number 01 
~ ~ oecu""noes None - 0 0 or more _ 0) 

PROTECTIVE CUSTODV 

ALCOHOL RELATED AFIIIEST 

DRUG RELATED AlWST 

V10LEIfl' CRlMES 

OTHER FELONY 

OTHER LtISOEMEANOR 

10. COUNSELOR'S ASSESSMENT 

O II therl an I<Ii-..IIb<WlCIIbuse proQIom7 
1-veS 2-00 
(U NO Ikip 10 "6) 

I I. CURRENT SUBSTANCE ABUSE 
(Us! "'" 3 most ~ 
11M"'" lsi befow.) 

rn==:~E 
rnTERTlARY PIlOIILEJI OR USE 

00. None 08. COCIlne 
01. HorokI 011. ~ 
02. NQn.RX t.IeIIIdont HuhIsh 
03. 0Ih« opa!es' 10. Hduc:lnogens 

Synthob 11. HIaJ&nIa 
04.AJcd>oI 12.0Yet~ 
OS.~, 13. Tranqullzln 
06. 0Ih« SodIINo;; , 14. PCP 

H)'pnotica 15. AX Drugs 
D7.~ le.OIher 

12. FREOUEHCYOF use 
For !hi 3 IsIod NJOVE h '11. 
(Uoe !hi =- befow.) 

§PRIIoWIY PIlOIILEJI OR USE 

SECONDARY f'IIOI!W.f OR USE 

TERnARY PROeLELt OR USE 

Codes: 
1. No use cUing_ 
2. Less than onct 1* __ 
3. Onot or twice 1 __ 
4. SevtraI timesIweek 
S.Onot I day 
6. Two or line IImesiday 
7. FOU' or more lImooIday 

13. FREOUENCE OF INTRAVENOUS 
DRUG USE (IIg CX>des isted h "2.) 

§ PRIMARY PRO&.aI OR USE 

SECONDARV PAOOI.EM OR USE 

TERTIARY PROBLEM OR USE 

/
'4. NO. OF DAYS SINCE LAST DRINK 

'---'---' __ . ~ :::. ~~Y. Code 0," 1000 

liS. NO. OF DAYS SINCE MOST RECEIfl' 
L..--L_J......J. DRUG USE (oIhIr than Mellladone). 

(See iIIIn.donIlot II •. ) 

0 '6. DRINKING BEHAVIOR SINCE LAST 
ASSESSMOO: 
1. Not AI>\lICobIe 4. Dto'.ued Moderalely 
2. Stopped S. Dto'euod I.tirimally 
3. Dto'easod 6. No 0Iange 

Sigri!\carIIy 7.ln","sod Uoe 

0 '7. DRUG TAKING BEHAVIOR SINCE 
LAST ASSESSLtENT 
(UN =-_ h lie.) 

18. OSLt IU DIAGNOSIS (psYCHIATRIC) 

m=u=+~::: 
ttij-tijmsa 
r---r---r'9;:.;.' -i1CM 0Lt DIAGNOSIS (PHYSICAL) 

L--.L-..IL-..JI-[IJ 

PART A 

0 20. CHRONIC LlENTAL l1HESS 
I-YES 2-NO 

21. CURRENT SERVICE NEEDS 
(Code II bous, 1 - YES 2 _ NO 

(03) HOSP-ACUTE 

(45) HOSPoSECtIRE 

101m) at£RG. FTFIAiOHE 

(04) PARTIAL CAAE 

(OS) TRAHSlSDII SUPV. 

(06) COURT o()ROER EVAI.. 

(0;) OETOXlFlCAllON 

(10) PRE-PET. SCIIEENING 

(tln3) OIJTREACHiSCRHGIINTAKE 

(14) EVAIJOIAG. 

(15) INDIV. COUNSELING 

(1Gl GROUP COUNSEUNG 

(17) FAMILY COUNSaING 

(20) REIiAB SVC 

(21) MEDICAL EVAI.. 

(22) OTHER LtEDICAL 

(42) AX DRUGS 

(26) LONG (tNT) RESIOEImAL 

(40) MODERATE RESloElfl'IAL 

(25) CRISIS RESIDENTIAL 

(41) LtOBILE ACUTE CRISIS 

(32) RESPITE 

(44) WORK AOJ TRAINING 

(24) SHELTERED EMPLOYMENT 

(43) SUPPORTED EMPLOYMEIfl' 

(31) CASE MANAGEMENT 

(23) TfI.l.NSPORTAT1ON 

(03) SELF HELP 

(20) SOCIREC TRAINING 

(211) au FAM C&E 

(01) PROTECTlONlADYOClGUAROIAN 

102) GENERAL SUPPORT 

D 22.RAFLRATWG 
1. DanQercus 
2.~AoW 
3. Lad<a ADUPnanaI C&re SIcIlIa 
4. Ucl<a ~ ~ SIdIIa 
5. NtodsRolt~rtImI.fIOOInISIms 
6. Needs RoIt ~rtrmI~ SItass 
7.SysIIm~ 

23. SPECIAL RESEARCH 

I I II I I 1c=r=J 

226 
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ARIZONA DEPARTMENT OF HEALTH SERVICES -DIVISION OF BEHAVIORAL HEAl TH SERVICES_ CUENT ASSESSMENT PART B 

1. CONTRACTORIDNO. 

I I 
2. FACILITY 10 NO. 

0] 
3. CLIENT 10 NO. 4. THERAPIST IRATER ID 

L-I--1.....J1--.I--1..1 -1-.I-1.......l..--1--11 I I I I I 
II. DATE OF ASSESSMENT 7 •• ASSESSMENT DATA OBTAINED IoIO·ITJlI4yITJYI\ITJ o 1. CLIENT INTERVIEW 

6. ~"JIM ACTION 
r I. INTAKE ASSESSMENT 3. DISCHARGE ASSESSMENT 
U 2. PERIODIC ASSESSMENT 4. INFORMATION CHANGE 2. CASE RECORO 3. BOTH 

RECORD INFORMATION ABOUT THE CLIENT'S PROBLEMS AND RECENT PAST I LAST THREE WEEKS. UNLESS OTHERWISE INDICATED •• 
INDICATE EACH PROBLEM STATUS USING THESE CODES: I. VII 2. No 3- Don', Kn_ 4. No, Al'llllcobit 

I. SOCIAL· LEGAL IV. THINKING VI. PERSONAL BEHAVIOR W2!!! !<2nL 
8. Gravely IiSIIlIed 28.Mtmory ~. WIIhdrawn § 117. Unable b'Iwor\l -" 

v. Danger tI MIl 28. kUIIecI C$I)ICIIy 4V.~ 88.~1't1ng 

10. Dangw 10 0IherI 30. Repelllldlhcughta SO. RepeIllM beIIrIIot 611. 0Iher problem 

11. DisrIg&rds ruIes/I~tions 31.~1 51. 0'mIdIYI ~ 
12. Rooaway behavIot 32. ParanoWdou 011111. 52. SIHpIng pnlbIem 70. AcadomIc: &bMn1Mism 

13. DIshonesI (e.g .• lying) 33. Hab:Ntions 53. Re$I$Uvt 71. Poo< ICIlIeWmen1 

14. Offenses VI. properly 34. GrondioIIIyIdeWlons 54.~0IherI 72. Beho.tor prgbIem 

15. Offenses VI. person 35. O!htf prcbIem 55. BtIIlgetenI 73. SuspensIon prcbIem 

16. Has legal ~ now V. PERSONAL DISTRESS 56. 0Iher prI)IlIom 74.Cllher problem 

17. Intra-WnIy violence 36. Worry, anxlely VII. INTERPERSONAL RELAnONS e.raanll Alfllra 
18. VIctim 01 physical abuse 37. F.arlphcbia 57. Primary partner 

~ 
75. s.n-care rTIII1Igemenl (long !erm) 

IS. VICtim oI .. xuai &buse 
38. Depressed 56. OIher lrrrnediaIe family 76. Budgel (long lenn) 

20. Othof problem 39. WonhIess 59. FriendslO1her n. Use 0I1eisur. time 

II. 'lSTANCE USE .co. N.rvousIIense SO. Social &lUlls 78. OIher problem 

tJ21.-
41. MarI<ad changes In mood 61. Estab'g rolalionShlps IX. MEEnNG BASIC NEEDS 

22. Othof dllJlt'wbslance 42. Frulltaled 62. Malnl'g roIalionships 7V.Food 

III, MEDICAlJPHYSICAL 
ILLNESSIINJURY 

43. Anger 63. S.xuallnleraclian 80. CIolhing 

23. Reconl, et\JIe 'Iness 014. Guilty 64. Cl1her problem 81. Transportallon 

24, OuorUe reamen1 illness .5. Lonely VIII. ROLE PERFORMANCE-Work 82. Housing 
Anjury 

25. Perm&nenl dlsabilily .6. Bored B 65. WorX absenIeeism 
83. FInances 

26. NUIttIionIWelghl 47. OIher problem 56. Poor job portOllllll\Ce 84. Cl1her problem 

27. OIher prcbIem 

RATE THE CLIENT'S LEVEL OF FUNCTIONING IN EACH AREA AS OF DATE OF LAST CONTACT. INDICATE THE RATING WITH A VERTICAL MARK 
ANYWHERE ON THE LINE AND RECORD IN SCORE AREA. 

I. SOCJO.LEGAl. 

II. SUasT ANCE USE 

UI. I.IEDICAIJPIf(SICAI. 

IV. lHlNKJNG 

V. ""IISOWJ. DISTRESS 

VI. n:RSONAL BEHAVIOR 

VlI.IHTERPERSOfW. RELATIONS 

VIII. ROLE PERFORMANCE 

IX. MEETING BASIC NEEDS 

5 10 15 20 25 30 35 40 45 50 _____ 1 _____ 1 __ • __ 1 _____ 1 ___ --1 ___ -- '- ____ 1 _____ 1 _____ 1_._ •• 1 
__ • __ 1--___ 1._. __ 1 _____ 1 _____ 1 ____ - '-____ '- ____ 1 _____ 1 _____ 1 
_____ 1 ____ -1 ___ -- 1 _____ 1 ___ ._ '- ____ 1. ____ 1 ____ .1 _____ 1 _____ 1 
____ • 1 _____ 1. ____ L ____ L ___ • 1 _____ '- ____ 1 •••• _1 __ • __ 1 _____ 1 
----.1--___ 1 ____ • '-____ '-_. __ '-__ ._'-____ '- ____ 1 _____ 1 _____ 1 
_____ 1 _____ 1 _____ L ____ L ____ I _____ '- ____ I _____ 1 _____ 1 _____ 1 
_____ 1--__ .1 ____ - 1 _____ '-____ 1 ___ ._1 _____ 1 _____ 1 _____ 1 _____ 1 
____ • 1-----1---.- 1 _____ 1 _____ 1 ___ ._ 1 __ • __ 1 _____ 1 _____ 1_. ___ 1 

_____ 1--___ 1. ___ - 1 ___ ._ 1. ____ L __ •• L •• __ I _____ I _____ I ___ ._I 

SCORE 

as. 
86. 

87. 

88. 

a9. 

SO. 

GI, 

02. 

113. 
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ARIZONA DEPARTMENT OF HEALTH SERVICES· BEHAVIORAL HEALTH SERVICES· CMI CLIENT ASSESSMENT FORM Part 1 012 

FORMACTION D 
1 .lnll'" Assessment 4. '""""'""" Ola>ge 
2 • Poriodic Assessment 5. DeIeta 

r r !-I-rJ-n~-[J-1 CLIENT IDENTIFIER 

3 • DiscIJarVe AssessmanI 

CONmACTOR IDENTlFIER ! 1.0. NO. OF PERSON COMPLETING FORM 
ClIENrS AGE ~ SEX Malh1 Female. 2 0 

iii 

FACIUlY IDENTIFIER OJ J J J_LJ DATE FORM COMPlETED PAGEQJ 
In 00 'OR 

• PSYCHIATRIC PROBLEMS 

~<~W~~l-'!~~f.f;~~.r.~1j~~~.~~~.!I!~PsYChl;0C.~(·1 
·~r.T~~~;~~J~~,~(lhl'~,I!!~,~~,~r~?,,~~rs~:: .. _ __ _ ... , .. .......... _ ....... -, 

"*- "'-- ......... ""- --

1.S0MAnc CONCERN l_upallOtt with pIIys'<II 
,. .. nlt. f •• , 01 e!!~" .nn.n.It~l'tondrl.slJl 

2. ANXIETY ,worry. I,,,, ~'-eoneem 101' -'"-~", 01 luft.rte 

3. E~~~~~.!!: ,=;c!.R:''t:!"J;-;-'':'~:=U: 

4.C~:'1~~:'~C~~,::~!!,.o,.~~~~,':tj·" 
S. GUILT FEELINGS ,nn·bllm., ,II'IM, ,.mon. tOl ~J' ... ...." 
6. TENSION (pI'IYlC.' Ind moIOt "..ttlI.".rlOtIJ ~ 

.,.noovs".u. it-ri»' •• CI""". J 

7.MAHH£RISM. ANa POSTURIHQ (pKuII." ""." •. 
untI"IIf" molOt tw".ft()t 

I. QRANOIOSIn "'~"N ..,,~ .rrag.nee. 
COtmChOtt 01 uttUIu" pottrfIt (JI.btlilJe., 

• MALADAPlTlIE BEHA VlOR 

~
i.'m~.l1;3·r:'(:;Ind~alO"~.rfQilfiliCiifjQjjavf)f?'" 

,,4')~,·~~:, ..... ~~~-~ .... :f4,,~· .T~";. ":" -: ,.,~., ~+~'. ~~':t' ''<-'*';~ ~'.'" ·f''::;»''~ *.<~ ... .'~ . ....: .. ~ 
ti;;S;eij;'j,'<$b1emIcJFthf$c,eiiffil:rhs Ji$130 !MYi;¥ :s~Jl ··:\'~~s~~~~J&.."')<."l.i" .. ::.:~~;:tW~~~.;;i..4s.,:~:~;,c, .... ~~"':';.t7!l: 

17. A'ICI. poorty 10 crtHdtm •• Irna Of 'rvllration 

18. TIottI., .... _''-'':'10-'' 
19. JIve.len. ~I harm to .... 

20. Ooa physical "' .... 10 0 ...... 

21. Doe. pttysleal hlrm 10 MIl or IN .... avtddal ontvrn 

22. 0._. p<aparly ~~. no! ~ 10 ........... 
23. o.~. own ptOper1Y fa 0·. rips.. '.an., Of c:n.wa on 

dOlhing. ~.rt~~ .• soU. own property) 

24. Min ••• or Intwn lall 'or 1M proper .'tJgnl'l"lentl Of 
plac" 

25. Wande" Of run, ~~ 

26. l!eh_ intlJPtOllriolO/y In _ ""hogs 
27. Talk,. others' property ... thOul p!fmil"'" 

28. hf\iblll t)iu. h.nOI In publiC 

1"'1 nT rrM , r7M 

~ ... .-,- ... ..- ......... -- 9. DEPRESSIVE 11000 (.OUO", • .. dM". d"f'OI'dMCr. 

102030.0,0 
".nim,sml 

102030.0,0 1 O. H9o~';!:;:~/.nrmoJ"r. cont,mpt. lMnwoe,.ttt •• d,.d.t:I 

102030.0,0 11.S~.';IICC!~~:~!::rln!::~~i::;'I':~'" 01"'" lI,rbel 
102030.0,0 12. H~~~;'I:.~:r~:'~Ii!~ru!~~:_J=::~:~' WlthOu. 

102030.0,0 13. "~T::!!~~~::'~~::;'= . .,..hnfifmo .. menl, 

102030.0,0 14. UHCOOPEn .. TlYENESS (r.",IIne •. gutrd«lMU. '.,.cltOn 01 ,ulhorir, I 
102030.0,0 1S'u~~:.!!~';,,~.~~~~,,~~~:!f (utMu.'. odd. 

102030.0,0 16. BLUNTED AFFECT treduc.rl'rnollOM# 'OM'. reduc'iOn 
ft1 norm., "".nsir, tt' ''''",gJ. n.,nessl 

1020,0.0.0 

1020,0.0,0 
102030.0,0 
102030.0,0 
102030.0,0 
102030.0.0 
102030.0,0 
102030.0,0 

_ ........... s.o- 0-0' ....................... ~ 
.............. -~ ...-. .................. r..... 29. =~o::.~.n:.~~s::~f" (1IhlbU. III" 1 0 20 :s 0 4 0 I 0 

102030.0.0!3D.Ha.P<Ol>l ...... IIU .. 'Ohol.... 1 0 20 3 040.0 
1020 30.0 'OI31 ..... _ ..... ",drvg.b.... 1 0 20 30 40.0 

2030.0,0 
20_3D£0~0_ f~:~:~1~~~f:~~~r~1f~~~5~ 2-030.0.-0 
2-03040-,-0 

t02030.0,0 32. .. " ......... _ 
33. Qeflblfllely tIIfWftSI "'m"U 

102030.0.0 34. "''''cally nltunad __ 

1020,0.0.0 35.Setalw. 

102030.0,0 36. .. ...".... __ 
102030.0,0 37. AbU1~ .lcohOl 

102030.0, 38. BHn olhe'rwlsa 'I'Iol~nl or d.ngerous 

. -~---.--

... - -.. -' ..... -
10203040,0 
1 2 3 J. ],0 
I 2 3 ]4 0.[ 
1 2 , J. J .1 
1 2 , 4 ].T 
1 2 3 ] 4 ] ,0 
1 2 '3D .0 ,0 N 

N 
ex> 



ARIZONA DEPARTMENT OF HEALTH SERVICES· BEHAVIORAL HEALTH SERVICES. CMI CLIENT ASSESSMENT FORM (Paga2) Part 2012 

PAGE 0 CONTRACTOR IDENTIFIER I , FACILITY IDENTIFIER o=J CLIENT IDENTIFIER .... ,--'----'_1-...1.-........ -'---1... 

• FUNCTIONING 'D~.~';hi;i;.7i~;·i?J~}~ 

39. E" .nd drln' 'CICW"OPrlI" atncMrtI 

40. Show ROOd .... rlllonal ... blts 

4'.w .... '"11 .... ..,. 

42.00" '"11\ (d«tturn) .dequltlfY 

43.earwlo< .... 'H_ 
44. Dteu._ ..... 
45. K_ tcorII 01 .port_ cIaon 

.8.. T.l. respon!lbl!ttr for OMIlaundrr 

47.u.. _ .ppIIa~ ... ,-oIy .• nd .-._ 

48.",-, •• , I .... "m~ _ala ' •. ~ .... _ cold 
tera.11.1OU'C'I. TV d'nMftJ 

411._. wll" _ -.. 1 •. g ......... cIaonlng. yo", -, 
50.SI"""ood_ 
51. Plan and put'ChaM Iood.nd ~ hem1 

52.Apc)Iootn when approprlate 

53. Ad •• ..n..,.., when 'pptopriat. 

54. Lilt"' and undef'Wt.nd 

55.u..latop/Iono COIfWCII-t 

56.lnlarKI ptOptrty """ othef'l. 

57. Rnotwe cordUcta 'f)fM'OfM!al!!r 

58. E •• rc. ... 000d M::toemenlln ma'ltlo~ 

59. Plan InC~,.t'on ,"11\ othen (I.g .• recrullon. budget. 

60. ShoD rOl r-nonal necauJl .... (1.0 ... dothlno.l 

81oM.naoe_own money 

62.0 ....... 0II<0I>ri01..."nIlOtft 

..... 
,0 
,j:i 
dJ 
to 
,0 
,[J 
to 
to to 
,0 
,0 
dj 
,0 
,0 
,0 
dJ 
,0 
,0 
,0 
,0 
,0 
,0 
,0 
,0 

ill 
20 
20 
20 
20 
20 
20 
20 
20 
20 
20 
21:1 
2L1 
2L1 
20 
2Ci 
20 
20 
20 
20 
2L1 
20 
20 
20 

-'-
30 
30 
30 
30 
3D 
30 
30 
30 
3D 

30 
30 
3Li 
30 
3Li 
30 
3i:1 
30 
30 
30 
30 
3Li 
30 
30 
30 

• 0 63.th. """., ........ __ do. !J>P'OP'Io1"" m 64.U"aocI,',u_~.D .. Ch .. ch' 
• 65. Drrota appropriate .ffOf1 .nd time to warfout. KIf"'tln 

and tasll 

IJJ 68.Eno.~ In _ .. " ......... '- acthI .... 

..!.~ 67·g:::~Ze:.t.,1on - 'ooIIban. tlnoo. • 

..!. 6Lu.. ~ ""'.".,,11. bank .. ole:. 

• 69. T",'own_~1 __ I 

, 70.0.,.In ""p lorphyllcal ", ........ 

~ 
71.Fonowl .. roug" on _ oIdoclor 

··~~~hii~~~~,;;~tJ ..!.O 
..!.~ ""=" ..!.F 

72. Tn • .-lUlion '_!'O_'" ,0 I 

...!..:.; 73..:.~~ntrnenta 10f' dlNc. 01 other menta. healltl 1 0 

...!. 74.U .. _...l.C"'""....!!l.'~ ......... , ... , ...... .-. , U m 75.HoId~_E!rt"Il.~.I.!..i!. .. "' ... _unlly , U 
70.. :::.:~r' KllYlt&e. Meell.ry 10 maintain - home Of 1 0 

,0 77 ...... lntaln.~ .. d'-' , 
I 711.!r>!1!i!!n ....... acli'!II.. , 
• 79. SoclaU,. ';1" orhetl , 
• BO.Uu ..,blie ",~"";on , 
• 81. TIUlnUiIU ... Of MI_ .,,'stanea wtth own problems t 

c- - --- - ...::.-
'-

,0 20 ,0 .0 
'...b! 2U ,U .U 
,0 20 ,0 .0 
'..b!. 2U :10 .0 
,0 20 ,0 .0 
'...b! 2U ,0 .0 
, u_ 2U :10 .0 
,U 2U :10 .0 
,0 20 :10 .0 

'"'::" - "':"" "":"" 
20 :10 40 50 
20 ,0 40 50 
20 ,U 40 50 
2..b!. ,U 4U 5U 
20 30 40 50 
2 :I 4 5 
2 :I 4 5 
2 3 4 5 
2 , 4 5 
2 :I 4 5 

• PSYCHIATRIC'HISTORY Nlt o.t 88.Codo .. IIOI ___ ....... owqriIIt_~ 

82.1bw-._tatllcllort_~bt 

~- 1-l! 35 &111 _ D>ft 
_ n.a n.a n.a 1!WI1O """" 

,D2D3D.DsD.D 
83. ~ ..... """, .... ta"cIIortopr& 

htc,.-b_"'pIIdMtI::~ 

~ 1!WI 28 7-12 13ZI 2435 35 0... D>ft 
Jtr-. 2..... UoI. UoI. UoI. Iota YIn 5 Y_ """" 

1020 ~40S06070BO.0 
1'I.0TC04-'(7lS7) 

84. />go ""'''hthotp/lllmton ~ """" 
b~ ... hW't1 rn OR 0 0 

LL.I !!It IIl'l 85. __ .. _ .... _ ... ,..,.,., 

b~..-__ I __ OR ~ ~ _ 'II' 

86. __ .. _"~",",,,,,,,~ 

,..""..,.,..., __ I __ OR 0 0 
loom It f!II!!I (IIDII 

87. W. ... lostho1plll.muon y<!io"'= HI v. Nlt o.t 
~" .... ASH ....... ~_..totc1llo1tr'7 ~ KtoIf 

10.0.0.0 

bt",.cIIort .. ~_ Tha-..,....._~", .. 
-,"'--';O_ ..... ba_-.-tv 
",.~ 

o N:a'eUM'lIw'HlffCQIIIHTY 
,.Caft\:ioIrIrtdrpWrl1 2 • ., .... _", __ _ 

,. __ c. 

Sl.FERYISEIlIlw'Hl ffCQIIIHTY 
•• ~-MIg s. __ 

.. -tlSTlMUW.5ETlNl ._ 7.24___ p.~.~ 

e. Pw,<HotIc ~_"",*, 

,,~"'''''''--(Soanl 

i'J 
i'J 
\0 
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~DDENDUH TO CMI ASSESSMENT (Parts 1 ~ 2) 

:lient Name _________________________ _ UNIQ # ___________________ _ 

Therapist _______________________ _ 

1 i~t. Prc.blem 
2 Hirer Probl8m 

4 Severe ProblEm 
9 Dc.n' t I<nc.w 

:::' l'·c.d£?)- co, t e pj- c:b I en 

Sj:.:I\:lu=:e ma tt;: 
pc:.rents 
children 
c. t he·j- f co,m i 1 Y 
1- c.c·mma tcs 
fi-1End:; 
tn~",tmc::'nt staff 
c.'Lhel- p.s,t ients 
E.T'~ I (.yei- / ce,w::.r I~e\-s 
sDci21;recreatio~ 

hE~lth/mEdical issues 
~ E'g.::, 1 !::.'~':: t::'m 
h",ndlil-.g f: nacces 
D~er~ll tx compliance 

~1. C2G this person: 

(1) De~in~tely yes 
(2) F'l"c.tably yes 

(3) t-i~ybe 

(4) Pr'c.lbably n·:. 

1:;eE'p !.Ip I-:i t:-, cUI-rent events 

:5) DefiniteJy no 

h~ve Job s~arch skills (e.~.~ atility to :cc2te jobs, 
maKE intorvieKs~ etc.) 
have the overall ability fD~ competitive employment 
(including skills end mental status) 



F'ar-t A Addendum 

Item 6A (To be ~r.s"'cr-ed if i terr. 6 i'i coded or- 19) 

If 6=15 identify member-s of family: 

If 6=19 9ive the specific: 

Item 7A For each medication pr-escribed. estimate compliance (use a 
percent figure) 

Medication Dose Compliance 

1tem SA Employability 

A. probably never emploYe-ble I: ) 

B. Employed to capacity c 

C. Under-employed c ) 

D. Could be emolovable wi til t.-e-ir.ing c 

E. Unemployed but employable presently C ) 

F. Could be employed in shelter-cd setting C 
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APPENDIX B 

CORRELATION MATRIX OF THE 38 SYMPTOM AND 

SOCIAL FUNCTIONING VARIABLES 
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'I 
I 

CORRELATION MATRIX 
------------------

MOCAT EMPLV2 ARRESTS AVAT AOAT AVSI 

204 205 476 44B 449 450 

MOCAT 204 1.000 
EMPLV2 205 0.074 1.000 
ARRESTS 476 0.OB5 0.115 1.000 
AVAT 44B -0.14B -0.04B 0.092 1.000 

AOAT 449 -0.153 -0.019 0.093 0.5B9 1.000 

AVSI .. 50 -0.156 -0.137 0.029 0.397 0.234 1.000 

AOSI 451 -0.122 -0.OB6 0.070 0.254 0.695 0.332 

SOCIOPR .. 46 -0.108 -0.179 0.014 0.156 -0.039 0.226 

PERSPR8 447 -0.142 -0.065 0.017 -0.035 -0.303 0.039 

AOLSCAL 453 0.142 -0.080 0.173 0.306 0.327 0.186 

ACTSCAL 455 -0.027 -0.210 0.240 0.214 0.069 0.322 

PROBTHER 456 0.115 0.236 0.108 -0.002 -0.034 -0.168 

ABU~RAT 457 -0.015 0.132 0.082 -0.136 -0.069 0.125 

THAOL 458 -0.223 -0.401 -0.099 0.209 0.172 0.249 

TOTSCLG 459 0.427 0.082 0.204 -0.159 -0.231 -0.125 

TOTMEO 460 -0.071 0.225 0.160 0.062 0.170 -0.121 

TOTHINK 461 0.307 0.235 0.042 -0.126 -0.212 -0.138 

TOTolST 462 0.027 -0.206 0.005 0.077 -0.098 -0.072 

TOT8EH 463 0.235 0.172 0.114 0.007 -0.090 -0.091 

TOTREL 464 0.115 0.111 0.003 0.032 0.015 -0.166 

TOTROPF 469 0.052 0.406 0.054 -0.053 -0.011 -0.228 

TOTNEEO 468 0.214 0.200 0.087 -0.109 -0.089 -0.192 

THSO .. 2 345 0.029 0.158 0.244 0.109 0.186 0.005 

THANX2 346 -0.054 0.012 0.129 0.120 0.145 -0.004 

THE"OT2 347 0.276 0.219 0.140 -0.153 -0.103 -0.162 

THCONC2 340 0.20B 0.247 0.090 -0.082 -0.153 -0.222 

THGUIL2 349 0.099 0.132 -0.051 0.OB6 0.049 -0.069 

THTEN2 350 0.142 0.056 0.099 0.175 0.171 0.050 

THMANN2 351 0.277 0.331 0.093 -0.048 -0.04B -0.076 

THGRAN2 352 0.229 O.IBl 0.270 0.000 0.153 -0.123 

THOEPR2 353 0.066 0.003 0.004 0.024 -0.142 -0.018 

THHOST2 354 0.143 0.147 0.179 -0.063 0.055 -0.095 

THSUSP2 355 0.2Bl 0.142 0.152 -0.142 -0.025 -0.276 

THHALL2 356 0.269 0.194 0.064 -0.026 -0.171 0.05B 

THMOT02 357 0.053 0.227 0.203 -0.230 -0.231 -0.027 

THUNC02 35B 0.36B 0.297 0.075 -0.049 -0.083 -0.052 

THUNUS2 359 0.171 0.275 0.174 0.030 -0.001 0.014 

TH8LUN2 360 0.071 0.025 0.043 -0.029 -0.135 -0.184 

AOSI SOCIOPR PERSPRB 

451 446 447 

1.000 
-0.026 1.000 
-0.243 0.373 1.000 
0.118 -0.125 -0.277 
0.132 0.299 -0.021 

-0.179 0.024 0.174 
0.025 0.095 0.252 
0.121 0.192 0.039 

-0.115 -0.129 0.039 
0.013 -0.041 -0.016 

-0. 112 0.104 0.343 
-0.102 0.257 0.444 
-0.064 0.021 0.234 
-0.09B O.OBB 0.12B 
-0.079 -0.041 0.060 
-0.014 0.079 0.034 
0.148 0.126 0.235 
0.004 0.23B 0.334 

-0.134 0.024 -0.032 
-0.06B -0.039 0.154 
-0.080 0.098 0.255 
0.088 0.200 0.135 
0.064 0.030 0.022 
0.214 0.023 0.011 

-0.184 0.03B 0.237 
0.005 0.040 0.062 

-0.029 -0.151 0.026 
-0.124 0.003 0.155 
0.011 -0.024 0.OB6 

-0.181 0.037 0.094 
0.031 -0.OB3 0.151 

-0.206 -0.167 0.060 

AOLSCAL ACTSCAL 

453 455 

1.000 
0.094 1.000 

-0.173 -0.OB4 
-0.212 -0.101 
0.244 0.300 

-0.007 0.099 
-0.007 -0.130 
-0.203 -0.149 
-0.225 0.064 
-0.229 -0.050 
-0.112 0.024 
-0.368 -0.16B 
-0.287 -0.171 
-0.173 -0.004 
-0.133 -0.017 
-0.144 -0.076 
-0.134 -0.099 
-0.100 -0.042 
-0.030 0.027 
-0. liB -0.2"B 
0.005 0.016 

-0.145 0.121 
0.044 0.062 

-0.001 -0.205 
-0.204 0.017 
-0.2B9 -0.056 
0.025 -0.015 

-0.077 -0.030 
-0.102 -0.079 

PROBTHER ABUSRAT 

456 457 

1.000 
0.219 1.000 

-0.333 0.015 
0.328 0.012 
0.202 -0.13B 
0.340 0.162 
0.353 0.047 
0.504 0.072 
0.549 0.034 
0.342 0.014 
0.168 -0.019 
0.107 0.072 
0.152 -0.073 
0.166 -0.076 
0.516 0.015 
0.319 -0.045 
0.240 -0.154 
0.36" 0.011 
0.363 0.OB2 
0.3B5 -0.097 
0.453 -0.007 
0.349 -0.126 
0.396 -0.037 
0.160 0.117 
0.405 -0.012 
0.371 -0.063 
0.152 -0.042 

N 
VJ 
VJ 



THAOL TOTSCLG TOTMEO TOTHINK TOTDIST TOTBEH 

458 459 460 461 462 463 

THAOL 458 1.000 
TOTSCLG 459 -0.273 1.000 
TOTMEO 460 -0.176 -0.033 1.000 
TOTHINK 461 -0.390 0.485 0.063 1.000 

TOTOIST 462 -0.019 0.316 0.126 0.338 1.000 

TOTIlEH 463 -0.512 0.539 0.181 0.717 0.403 1.000 

TOTREL 464 -0.230 0.280 0.092 0.395 0.409 0.448 

TOTROPF 469 -0.555 0.205 0.451 0.440 0.179 0.549 

TOTNEEO 466 -0.555 0.263 0.190 0.452 0.226 0.452 

THSOM2 345 -0.004 -0.055 0.522 0.150 0.231 0.309 

THANX2 346 0.110 -0.062 0.346 0.132 0.344 0.247 

THEMOT2 347 -0.501 0.117 0.092 0.326 -0.113 0.333 

THCONC2 3~d -0.397 0.341 0.159 0.600 0.230 0.649 

THGUIL2 349 0.019 0.111 0.116 0.246 0.388 0.212 

THTEN2 350 -0.010 0.100 0.102 0.192 0.136 0.259 

THMANN2 351 -0.585 0.169 0.223 0.459 0.067 0.548 

THGRAN2 352 -0.236 0.175 0.265 0.385 0.143 0.513 

THOEPR2 353 -0.145 0.146 0.358 0.184 0.433 0.340 

THHOS02 354 -0.205 0.356 0.::00 0.339 0.165 0.552 

THSUSP2 355 -0.319 0.407 0.214 0.350 0.232 0.476 

THHALL2 356 -0.371 0.395 0.065 0.501 0.067 0.525 

THMOT02 357 -0.305 0.116 0.239 0.219 0.063 0.193 

THUNC02 358 -0.438 0.347 0.276 0.451 0.141 0.606 

THUNUS2 359 -0.341 0.345 0.241 0.582 0.190 0.542 

THIlLUN2 360 -0.204 0.030 0.067 O .• 47 -0.057 0.204 

THGUIL2 THTEN2 THMANN2 THGRAN2 THOEPR2 THHOST2 

349 350 351 352 3!:;3 354 

THGUIL2 349 1.000 
THTEN2 350 0.539 1.000 
THMANN2 351 0.111 0.262 1.000 
THGRAN2 352 0.256 0.426 0.539 1.000 
THOEPR2 353 0.402 0.159 0.123 -0.008 1.000 
THHOST2 354 0.249 0.413 0.441 0.629 0.226 1.000 
THSUSP2 355 0.344 0.373 0.499 0.490 0.191 0.674 
THHALL2 356 0.163 0.191 0.339 0.346 0.195 0.309 

THMOT02 357 0.034 -0.025 0.295 0.051 0.247 0.016 

THUNC02 358 0.184 0.309 0.468 0.484 0.258 0.670 
THUNUS2 359 0.319 0.166 0.407 0.451 0.254 0.405 
THBLUN2 360 -0.060 -0.243 0.174 -0.154 0.296 -0.031 

TOTREL TOTROPF TOTNEEO 

464 469 468 

1.000 
0.342 1.000 
0.224 0.524 1.000 

-0.040 0.294 O.IBl 
-0.027 0.117 0.107 
0.107 0.341 0.392 
0.465 0.437 0.450 
0.304 0.144 0.131 
0.103 0.097 0.090 
0.296 0.354 0.429 
0.357 0.277 0.305 
U.149 0.256 0.248 
0.306 0.190 0.189 
0.313 0.211 0.276 
0.230 0.417 0.327 
0.046 0.336 0.146 
0.268 0.399 0.361 
0.353 0.401 0.446 
0.063 O. J26 0.133 

THSUSP2 THHALL2 THMOT02 

355 356 357 

1.000 
0.314 1.000 
0.096 0.162 1.000 
0.532 0.488 0.038 
0.427 0.711 0.105 

-0.001 0.171 0.215 

THSOM2 THANX2 

345 346 

1.000 
0.703 1.000 
0.154 0.136 
0.190 0.214 
0.307 0.606 
0.439 0.584 
0.302 0.161 
0.383 0.348 
0.370 0.407 
0.461 0.342 
0.399 0.331 
0.032 0.078 
0.123 -0.030 
0.330 0.242 
0.263 0.251 
0.017 -0.003 

THUNC02 THUNUS2 

356 359 

1.000 
0.461 1.000 
0.045 0.144 

THEMOT2 

347 

1.000 
0.484 
0.270 
0.230 
0.430 
0.111 
0.322 
0.160 
0.331 
0.370 
0.311 
0.358 
0.290 
0.441 

THBLUN2 

360 

1.000 

THCONC2 

348 

1.000 
0.346 
0.271 
0.481 
0.498 
0.433 
0.420 
0.430 
0.541 
0.250 
0.435 
0.563 
0.316 

N 
\..rJ 
.t::-
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APPENDIX C 

FACTORS DERIVED FROM THE PRINCIPAL COMPONENTS ANALYSIS 
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FACTOR 1 : Hostile/Paranoid EIGENVALUE: 4.10 

FACTOR 2: Psychotic Behavior EIGENVALUE: 3.66 

FACTOR 3: Neurotic Distress EIGENVALUE: 2.78 

FACTOR 4: ADL/Role Functioning EIGENVALUE: 2.78 

FACTOR 5: Social Integration EIGENVALUE: 2.52 

FACTOR 6: Personal/social probe EIGENVALUE: 2.24 

FACTOR 7: Somatization EIGENVALUE: 2.02 

FACTOR 8: Withdrawn/Blunted EIGENVALUE: 1 .95 

~-=--- .• 
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