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the international pilot study of schizophrenia9



The International Pilot Study of Schizophrenia (IPSS) began in 1966 as a large-scale cross-cultural collaborative project carried out simultaneously in nine countries that differ widely in their sociocultural and economic characteristics: Colombia, Czechoslovakia, Denmark, India, Nigeria, China, the Union of Soviet Socialist Republics, the United Kingdom, and the United States of America (World Health Organization 1973). Designed as a pilot study, the IPSS set out to lay methodological groundwork for future international epidemiological and other research in schizophrenia as well as in other functional psychiatric disorders. The study was sponsored by the World Health Organization (WHO) and financed from three sources: the field research centers in each of the nine countries, the National Institute of Mental Health, and WHO. In 1968, 2 years after preparations for the study were initiated, the first patient was examined; in 1971, a 2-year followup of the initial cohort of 1,202 patients was completed; and a 5-year followup is now in progress. Although there have been a large number of studies on the distribution, clinical picture, course, and outcome of schizophrenia, a number of problems have made it difficult to compare the results of such studies or to draw clear conclusions from individual studies about the nature of schizophrenia. These problems have included 1) the use of different diagnostic criteria in the different studies, 2) a lack of standardized and reliable methods of T h i s paper has been prepared jointly by Dr. Norman Sartorius, Chief, Office of Mental Health, World Health Organization, Geneva, Switzerland (principal investigator); Dr. Robert Shapiro, Department of Psychiatry, University of Copenhagen, Copenhagen, Denmark (formerly collaborating investigator of the International Pilot Study of Schizophrenia at WHO Headquarters); and Dr. Assen Jablensky, Senior Lecturer, Department of Psychiatry, Sofia, Bulgaria (Consultant, Office of Mental Health, WHO Headquarters).



psychiatric assessment, 3) imprecision and variation in the definition of outcome criteria, 4) variations in methods of followup, and 5) insufficient consideration of intervening variables on the course and outcome of schizophrenia. In particular, there has been a lack of prospective followup studies, using standardized, reliable methods of assessment, to compare the nature and course of schizophrenia and other functional psychoses in a variety of cultures. In this context, it was the aim of the IPSS to answer certain basic methodological questions and to provide information about the nature and distribution of schizophrenia. The three major methodological questions were: • Is it feasible to carry out a large-scale international psychiatric study that requires the coordination and collaboration of psychiatrists and mental health workers from different theoretical backgrounds and from widely separated countries with different cultures and socioeconomic conditions? • Is it possible to develop standardized research instruments and procedures for psychiatric assessment that can be reliably applied in a variety of cultural settings? • Can teams of research workers be trained to use such instruments and procedures so that comparable observations can be made in developed and developing countries? The major questions about the nature and distribution of schizophrenia that the study was intended to answer were: • In what sense can it be said that schizophrenic disorders exist in different parts of the world?
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• Are there groups of schizophrenic patients with similar characteristics present in every one of the countries studied? • Are there groups of schizophrenic patients whose symptoms differ in form or content from one country to another and, if so, are such differences the result of variations in diagnostic practice, or are they true cultural differences in the manner of presentation of the various types of schizophrenia? • Does the clinical course of schizophrenia in one country differ from that in other countries? • How do the characteristics of schizophrenic patients compare with those of other psychoses in various countries? • Does the course of other psychoses differ from country to country? With regard to these questions, three major conclusions stand out from the IPSS experience during the initial evaluation phase. First, it was demonstrated that it is possible to carry out effectively a large cross-cultural investigation if careful attention is paid to developing central coordination and providing frequentjopportunities for face-to-face contact among investigators. Second, it was shown that it is possible to develop standardized and reliable research instruments and procedures for practical use in psychiatric studies and to train teams of research workers to use instruments and procedures so that comparable observations can be made both in developed and in developing countries. Third, symptomatologically similar groups of schizophrenic patients could be identified in every one of the nine centers involved in the study, and these groups of schizophrenic patients were symptomatologically different from patients in other diagnostic groups. Some groups of schizophrenic patients with center-specific characteristics were also found. The IPSS methodology, main results, and progress are summarized below. Method



Phasing The IPSS was carried out in three phases: a preliminary phase, an initial evaluation phase, and a followup phase. During the preliminary phase, administrative,



operational, and organizational procedures were established and tested. In the main phase, approximately 135 patients were selected and examined in each center from among those patients contacting the centers during the 1-year period from 1 April 1968 to 1 April 1969, according to procedures and methods developed during the preliminary phase. Two years after the initial evaluation, the patients received a followup evaluation, which is being repeated 5 years after their inclusion in the study.



Selection of the Field Research Centers The nine field research centers were selected on the basis of the following criteria: 1) the existence of a network of services capable of detecting a sufficient number of the likely cases of schizophrenia occurring in the population at risk; 2) the presence of several well-trained and motivated psychiatrists; 3) the possibility of setting up a reporting system so that potential cases would be known to the participating psychiatrists; 4) the availability of census data on the whole population of the area; 5) the absence of very high death or emigration rates that could make followup difficult, or the high prevalence of organic diseases that might mask or obscure the psychotic picture so as to make the diagnosis of schizophrenia difficult; and 6) the existence of a recognizable and distinct local culture or cultures. The centers finally chosen on this basis were situated in Aarhus, Denmark; Agra, India; Cali, Colombia; Ibadan, Nigeria; London, England; Moscow, U.S.S.R.; Taipei, China; Washington, D.C., U.S.A.; and Prague, Czechoslovakia. The coordination of the research activities and a major part of the data analyses were carried out by headquarters at WHO, Geneva. The centers in Aarhus, London, and Washington contributed considerably to data analyses. At the beginning of the study, the participating psychiatrists were brought together for joint training in the use of the instruments for assessment of patients. In the course of the study, regular meetings and exchanges of visits took place to review progress and plan future activities. It is to be emphasized that the frequent opportunities for face-to-face contact and discussion between investigators from different countries were major factors in the achievement of methodological consistency throughout the project.
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Identification of Patients To obtain a series of patients who might be sufficiently homogeneous for the purposes of the study, and who were likely to be available for long-term followup, all patients contacting each center were assessed with a demographic screen and a psychosis screen. The demographic screen was designed to exclude patients who fell outside the 15-44 age range and who had resided or slept regularly in the center's catchment area for less than 6 months prior to the index contact. The 15-44 age range was agreed upon in order to exclude psychopathology that might be outside the scope of the study; for example, childhood and juvenile psychoses, or presenile or senile psychoses. The residential criterion was designed to increase the likelihood of availability for followup. The psychosis screen contained both exclusion and inclusion criteria. Among the former were 1.). evidence of chronic' psychotic illness (e.g., presence of psychotic symptoms for over 3 years prior to the current episode, or history of prolonged hospitalization), 2) abuse of alcohol or CNS-affecting drugs, 3) mental retardation, 4) evidence that the psychosis may have been caused or significantly influenced by an organic condition and 5) severe sensory, language, or speech difficulties which might impede the administration of the interview. The inclusion criteria consisted of 10 categories representing areas of psychopathology usually regarded as indicative of psychosis. They were divided into symptoms whose presence automatically qualified the patient for inclusion, regardless of degree of symptomatology, and symptoms which qualified a patient for inclusion only if present to a severe degree. The symptoms included in the first category were delusions, hallucinations, gross psychomotor disorder, and definitely inappropriate and unusual behavior. The second category of symptoms comprised social withdrawal, disorders of thinking other than delusions, overwhelming fear, disorders of affect, self-neglect, and depersonalization.



Data Collection Instruments and Techniques Eight instruments were used to assess patients in the initial evaluation phase of the study. The three basic



instruments were the Present State Examination (PSE), the Psychiatric History Schedule, and the Social Description Schedule.



Present State Examination The PSE is a guide to structuring the clinical psychiatric interview aimed at obtaining a systematic, reliable, and valid description of the present mental state of patients suffering from one of the functional psychoses or neuroses. It provides items to be used in observing and questioning patients, which systematically cover all the areas of psychopathology usually explored in the course of a comprehensive clinical examination of a patient's current mental condition. There are instructions on how each item should be coded. Although the PSE is a guide to structuring the clinical interview, it can be flexibly adjusted according to the clinical style of the interviewer and the necessities of the clinical situation. To facilitate the conduct of the interview, the items are grouped into sections, but the interviewer is not obliged to follow the order of sections in the schedule. For example, if the patient mentions particular psychiatric symptoms at the beginning of the interview, the interviewer can start his formal questioning at the appropriate section in the schedule. The clinical principle of cross-examination is followed throughout. The interviewer is instructed to ask questions until he is satisfied that a given symptom is present or absent or that no clear decision about the symptom can be made at that time. In this way the ratings do not merely reflect the patient's answers to questions but, rather, represent the psychiatrist's judgment about the presence of psychopathological phenomena. The PSE schedule, developed over 11 years ago (Wing, Cooper, and Sartorius 1974), has gone through nine editions. It has been tested extensively and has been used in a number of studies, including the U.S.-U.K. diagnostic project (Cooper et al. 1972). The schedule used in the IPSS was a modified version of the seventh edition, which contained a total of 360 items. On the basis of their experience with a test of the eighth edition of the PSE made at each center, the collaborating investigators made suggestions about wording, ordering, additions, and deletions that would make the schedule more applicable to the particular circumstances of their centers. These suggestions, together with those based on
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the experience of the team working on the U.S.-U.K. diagnostic study and of members of the Medical Research Council Social Psychiatry Unit in London, were incorporated into the version of the PSE schedule used in the study. For the purposes of the study, the PSE was translated from English into seven languages: Danish, Hindi, Spanish, Yoruba, Russian, Chinese, and Czech. Repeated back translations1 and many discussions were carried out to increase interlanguage equivalence. That this objective has been achieved can be seen from these factors: 1) The "target check," which includes a search for errors of meaning and which is considered important in the literature on translating research instruments, has been carried out frequently in all centers; 2) most of the members of the research team had at least some knowledge of the "source language" (English), and a considerable number of them were fluent in both languages; 3) in the statistical analyses, which were carried out to compose the units of analysis (see below), very similar patterns of correlations were found in the various centers; and 4) the psychiatrists and the other members of the research teams have been instructed about the meaning of the items in the schedules and the manner of using them. To assess the reliability of the PSE, several procedures were undertaken at the levels of individual items (N = 360), groups of items combined to correspond more closely to clinical symptoms (units of analysis, N = 124), and groups of units of analysis representing major broad areas of psychopathology (N = 27). To assess intracenter reliability, an average of 21 interviews rated simultaneously by two psychiatrists were conducted in each center. The median value of the intraclass correlation coefficient [R) was found to be .77 for individual items, .81 for units, and .84 for groups of units of analysis. A total of 51 patients from the different centers were interviewed consecutively (within a week) by two psychiatrists to test the repeatability of the ratings. The median R for groups of units in this series of interviews was .57. In a test of the intercenter reliability, 21 interviews held in different centers were rated live or from videotape or films by an average of 10 psychiatrists



1 After the PSE was translated from English into one of the seven target languages, it was given to a second translater who translated it back into English. The original and the back translations were then compared.
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from different centers. The median R for units of analysis was .45, and for groups of units, it was .57. (These reliability analyses were carried out at the Washington center.) The reliability level was consistently higher for units of analysis based on patient-reported experiences than for units rated from direct observation. Thus, the reliability of the study's principal research instrument, the PSE, was found to be reasonably high in spite of the obvious difficulties associated with the design of a multicenter, cross-cultural study.



Past History and Social Description Schedules The task of constructing and standardizing the Psychiatric History and Social Description Schedules was in many ways a more complicated one because of the multitude and magnitude of the cultural and socioeconomic differences between the countries involved and because of the limited previous international experience with these types of instruments. The Psychiatric History Schedule was designed to cover areas such as previous illnesses and hospitalizations; history, symptomatology and course of the present episode; treatment; premorbid personality traits; and psychosexual adjustment, occupational history, use of alcohol and drugs, and overall satisfaction with the premorbid life situation. The Social Description Schedule contained items related to parents' and spouse's education and occupation; type of household; and patient's education, religion, marital status, work activities, and birth order, among others. In view of the relative lack of previous work on the development of a standardized instrument for the transcultural collection of psychiatric history and social description data, the investigators felt that, during the initial evaluation phase of the study, the primary task with regard to the development of such schedules was to identify items that would be applicable and useful in a variety of cultures. This was viewed as the initial stage in the eventual evolution of useful instruments. Thus, much less emphasis was placed on testing the reliability of these instruments than on testing the reliability of the PSE, since it was felt that problems of applicability should be approached first. Some reliability assessments were carried out, however. In a study of intercenter reliability of these two instruments, 15 raters from the different centers rated a
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videotaped psychiatric history and social description interview. Difficulties arose, however, in reaching agreement on many items. This finding was not unexpected, and its significance was attenuated by the reasonable degree of agreement between raters when the two instruments were tested for intracenter reliability (36 paired interviews). The agreement was as low as 50 percent on only two items, and as high as 90 percent or complete on 70 items.



Diagnostic



Reliability



The study of intracenter agreement by raters on diagnosis (190 simultaneous paired interviews) indicated a complete agreement in 165 cases out of 189 (87.3 percent). The agreement between interviewer and observer (see table 1) on the 3-digit International Classification of Diseases of the World Health Organization (1967) diagnostic category of schizophrenia was very high (91.3 percent). Agreement was acceptably high for all of the remaining diagnostic categories (some of them 4-digit categories), except for mania. Intercenter reliability in making diagnoses was tested on multiple rating of videotaped interviews. It was found to be satisfactory (ranging between 82 and 100 percent) for 3-digit diagnostic categories and less satisfactory when 4-digit diagnoses were made.



Training An important element, which was regarded as essential to the uniform application of the research instru-



ments, was the training of the participating psychiatrists in the use of the PSE. To this end, two training seminars were held in London in 1967. Subsequently, the 26 paired interviews, which were carried out in each center during phase 1, served both for the assessment of the PSE and for further training of the investigators under "field" conditions. The degree of uniformity thus achieved was maintained or improved by simultaneous interviews carried out at regular intervals throughout the periods when patients were being taken into the study or re-interviewed for followup purposes. New psychiatrists joining the project had to do at least five simultaneous interviews with each of the other psychiatrists in their center.



Procedure for Data Collection The collection of data during the initial evaluation phase proceeded in the following way: 1) Within 2 weeks after the patient's initial contact with the psychiatric facility at the field research center, his mental state was assessed, with the use of the PSE, by a project psychiatrist; 2) the past history of the patient and his illness was obtained, with the use of the Past History Schedule, through an interview of the patient or an informant by a psychiatrist, a psychologist, or a social worker; 3) social and demographic information concerning the patient and his family was obtained by a social worker, with the use of the Social Description Schedule, in an interview with the patient or an informant; and 4) on completion of all interviews, the psychiatrist recorded his diagnosis and prognosis of the case, as well as



Table 1. Agreement of diagnosis between interviewer and observer in simultaneous interviews in nine field research centers. Diagnosis



Number of interviews



Agreement



Schizophrenia Mania Psychotic depression Paranoid states Other psychoses Neurotic depression Personality disorders



127 11 16 5 15 7 8



116 6 13 4 12 7 7



189



165



Total 1 1



One interview was excluded because no diagnosis was made.
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the reasons for his judgment, on a diagnostic assessment form.



Approaches to Data Analysis The initial evaluation phase of the IPSS generated a very large amount of data. Over 2 million pieces of information were accumulated for the 1,202 patients in the study. In order to analyze these data so that conclusions could be reached about characteristics of different patient groups, four main methods of data analysis were carried out: 1) The psychopathology of the patient groups, as indicated by ratings on the PSE, was analyzed and described in the form of symptom profiles. These analyses were carried out primarily on two levels': the level of units of analysis and the level of groups of units of analysis. Starting with the 360 PSE items, those items that seemed to be facets of the same symptoms were grouped together on the basis of clinical judgment and statistical association indices. Such indices were calculated for items that were hypothesized as belonging together. The results of these analyses were then used to reform the groupings, which were then retested, and so on until units were established whose composition had stability, regardless of who examined the patient, what kind of patient was examined, and the center from which the patient came. Eventually, 129 units of analysis were established (e.g., "delusions of persecution," which includes items such as, Did you notice that some force was trying to act on you? to harm you? Did you notice that somebody was following you around, or spying on you?). These 129 units were further condensed into 27 groups of units of analysis, which represent broader categories of symptoms (e.g., "delusions," made up of a number of units of analysis, each of which represents a specific type of delusion). Condensing the data in this way made it possible to describe a clinical profile for any patient or group of patients in the study on the basis of units or groups of units of analysis.
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3) The PSE data were used as the basis for a cluster analysis of the IPSS patients. Cluster analyses were carried out in several centers; the analyses presented in volume 1 of the report of the IPSS (World Health Organization 1973) and referred to in this paper were carried out in the Washington center. 4) The three methods described above were combined to identify a concordant group of schizophrenic patients—a group of patients who are diagnosed as schizophrenic in a standardized clinical fashion according to clinical assumptions, who are allocated to the diagnostic class of schizophrenia by the computer program, and who belong to clusters that statistically select out schizophrenic patients, regardless of clinical assumptions.



Psychopathology of Patient Groups at Initial Evaluation In all, 1,202 patients were examined. Of these, 811 received a clinical diagnosis of schizophrenia; 164, affective psychoses; and 102, other psychoses. The remainder had other diagnoses. The distribution of patients by diagnostic group and by center is presented in table 2. In comparing the psychopathology of patient groups, it was decided to carry out the comparisons, in terms of the rank order of frequency of symptoms, on the level of groups of units of analysis, and in terms of the symptoms most frequently present among patients in each diagnostic group, on the level of units of analysis. Kendell's tau rank correlation coefficient was used to calculate the degree of concordance of rank order of average percentage scores on groups of units between pairs of symptom profiles. In addition, symptom profiles were compared using analysis of variance (ANOVA). When there was a high degree of concordance between the rank orders of two centers, the symptom profiles were referred to as similar.



Clinical Diagnosis of Schizophrenia 2) The PSE data were used to classify patients according to a computer diagnostic program (CATEGO), which was designed to provide a completely standard reference classification. These analyses were carried out in the field research center in London.



When the average percentage scores on the 27 groups of units of analysis for all schizophrenic patients within each center were examined, it was apparent that the rank order of the groups of units was very similar across
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Table 2. Patients included in IPSS, by diagnostic group and by field research center.1 Field research center



Diagnosis2 Aarhus



London



Moscow



Taipei



Washington



Prague



All centers



2 20 13 20 29 3 6 7 — 1



7 9 10 49 5 — — 26 3 11



2 9 3 75 1 — 1 8 — 1



— — — 13 11 14 — 5 34 -



1 30 3 36 4 — _ 8 — 3



4 — 1 51 15 2 6 15 — 3



5 3 — 36 4 2 2 20 3 1



31 86 54 323 79 25 15 107 44 47



53



101



101



120



100



77



86



97



76



811



1



3



1



—



—



—



_



—



—



5



19 20 4



5 20 —



1 3 -



8 4 1



4 6 4



10 1 2



3



4 2



19 8



5



73 66 20



Total



44



28



5



13



14



13



10



8



29



164



Paranoid states7



10



-



-



1



-



-



9



-



9



29



Other psychoses8 Reactive depression Others



1 17



— —



1 2



5 2



1 1



6 6



4 17



3



1 4



21 52



18



-



3



7



2



21



5



5



73



Total Affective psychosis Agitated depression Manic-depressive, depressed Manic-depressive, manic Others



All psychoses Neurosis, personality disorders Depressive neurosis Others Total All patients 1



125



129



109



141



116



102



126



110



119



1,077



IS) IS)



•



Total



IS)



4 3 22 15 10 — — 17 3 27



IS)



6 12 2 28 — 3 — 1 1 -



IS)



1badan



N)



Cali



IS)



Schizophrenia Simple Hebephrenic Catatonic Paranoid Acute 3 Latent 4 Residual5 Schizo-affective Other specified6 Unspecified



Agra



9 2



6 12



3 1



11 -



10 28



10 1



14 8



6 -



71 54



4



11



18



4



11



38



11



22



6



125



129



140



127



145



127



140



137



132



125



1,202



Adapted with permission from p. 161 of World Health Organization (1973). Diagnoses are based on the International Classification of Diseases (World Health Organization 1967). Special diagnostic terms not found in the International Classification, but used at some centers, have been assigned as shown in footnotes 3 through 8. 3 Periodic schizophrenia. 4 Sluggish schizophrenia. 5 Chronic undifferentiated schizophrenia. 6 Shiftlike schizophrenia. 7 Acute paranoid psychosis. 8 Psychogenic paranoid psychosis. 2
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centers. The schizophrenic groups of all centers had high scores on lack of insight, predelusional signs (such as delusional mood, ideas of reference, and perplexity), flatness of affect, auditory hallucinations (except for the Washington center), and experiences of control. Center scores were also high on delusions, derealization, and disturbances of mood, although these were not so uniformly high as for the first-mentioned groups of symptoms. Scores were relatively low across centers in the areas of qualitative psychomotor disorder (negativism, compliance, mannerisms, and similar abnormal behavior), pseudohallucinations, and affective changes other than incongruous affect. Of the 36 possible comparisons between schizophrenic profiles of pairs of centers, there was a significant degree of concordance of rank order of frequency of groups of units of analysis in 32. Concordance was not significant for the Agra-London, Agra-Taipei, LondonWashington, and London-Prague pairs. The analyses indicated that, with these few exceptions, the psychopathological characteristics of schizophrenic patient groups were similar in the different centers when the basis for comparison was rank order of frequency of groups of units of analysis. Comparison of the 15 most frequently positive units of analysis supported this conclusion, since there was a high degree of similarity among the centers with regard to the symptoms that occurred most frequently in their schizophrenic groups of patients. The most frequently positive units of analysis for all centers combined, in decreasing order of frequency, were lack of insight, inadequate description of problems, suspiciousness, unwillingness to cooperate, ideas of reference, flatness of affect, delusions of persecution, delusions of reference, delusional mood, poor rapport, presence of auditory hallucinations, presence of verbal hallucinations, voices speaking to the patient, thought alienation, and gloomy thoughts.



Paranoid



Schizophrenia



A similar analysis was done for the paranoid schizophrenia subgroup in the study, since the subgroup was sufficiently large (N = 323) for such an analysis. The average percentage scores on groups of units indicated that these patients were mainly characterized by lack of insight, experiences of control, predelusional signs, delusions, and flatness of affect. There were also high



ratings on auditory and "characteristic" hallucinations (such as voices discussing the patient and hallucinations from the body), although the ratings were lower in Washington than in the other field research centers. All centers had low scores on psychomotor disorders and disorders of form of thinking; all except London and Moscow rated low on pseudohallucinations, and all but Washington had low scores on affective change other than incongruity of affect. When the symptom profiles of the groups of paranoid schizophrenic patients were compared center by center, in terms of concordance of rank order of groups of units of analysis, the profiles of eight of the nine centers showed a significant degree of concordance with one another. The profile of the other center, Washington, had a significant degree of concordance with four of the other centers (Aarhus, Cali, Ibadon, and Moscow) but not with the remaining four (Agra, London, Taipei, and Prague).2 It can be concluded that, with these few exceptions, the psychopathological characteristics of the groups of paranoid schizophrenic patients were similar in the different centers when the basis of comparison was rank order of frequency of symptoms. This conclusion was supported by comparison among the centers of the most frequently positive units of analysis, which indicated that there was a high degree of similarity among the centers with regard to the symptoms occurring most frequently in their paranoid schizophrenic groups of patients. The most frequently positive units of analysis for all centers combined, in decreasing order of frequency, were lack of insight, suspiciousness, delusions of persecution, delusions of reference, ideas of reference, unwillingness to cooperate, inadequate description of problems, delusional mood, flatness of affect, and presence of auditory hallucinations.



Psychotic Depression A similar analysis was done for the IPSS patients, diagnosed as having psychotic depression. When the profiles of these patients, expressed in average percentage scores on the 27 groups of units, were examined, they were found to show a high degree of similarity.



"Patients at the Washington Center were not rated on certain items, and the absence of information on those items—rather than the absence of particular symptoms—might have contributed to this lack of concordance.
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Positive scores were high across all centers in the groups of affect-laden thoughts, neurasthenic complaints, lack of insight, depressed mood, and psychophysiological complaints. On the other hand, they were generally low on hallucinations, pseudohallucinations, and incongruity of affect-groups in which positive scoring would suggest schizophrenia. When the symptom profiles of the groups of psychotically depressed patients were compared center by center in the four centers (Aarhus, Ibadan, Moscow, and Prague) with more than 10 such patients, there was a high degree of concordance for all comparisons, indicating that the psychopathological characteristics of this diagnostic group were similar in these four different centers. Analysis of the frequency of positive scores on the units for all psychotically depressed patients revealed that there was a great similarity among the centers. It ..'so indicated that the most frequently positive units apparently coincided with the generally recognized symptoms of psychotic depression. The most frequently positive units of analysis for all centers combined, in decreasing order of frequency, were depressed mood, gloomy thoughts, hopelessness, early waking, feeling worse in the morning, sleep disturbances, delusions of self-depreciation, anxiety, lack of insight, retardation, ick of concentration, inadequate description of prob; rns, decreased energy, diminished appetite and weight, 1 usions of guilt, and tension.
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among depressives. Psychophysiological disorder ranked 5th among the depressed patients and 17th among the schizophrenics. The degree of concordance between profiles, in terms of rank order of frequency of groups of units, was low. These findings suggest that the differences between patients diagnosed as schizophrenic and patients diagnosed as psychotically depressed justify classifying them in different categories. Analysis of those units showing a significant difference in frequency of positive ratings between schizophrenia and depressive psychosis in each center suggests that the symptoms that differentiate between the two conditions may vary from center to center. In addition to the comparisons of scores on groups of units among patient groups described above, analysis of variance and discriminant function analysis were performed, and preliminary results suggest similar conclusions. Thus, when patients are grouped together according to clinical diagnosis, an analysis of psychopathology indicates that there is a high degree of similarity among the groups of schizophrenic patients in the different centers. However, until criteria specified in advance have actually been used to allocate patients successfully to the diagnostic groups used by the various clinicians taking part in the study, it cannot be claimed that their diagnostic rules have been fully examined. To further examine this question, two additional techniques were investigated. The first of these was a computer simulation of the diagnostic process and the second was a statistical clustering technique.



Similarity and Dissimilarity between Clinical Conditions Computer Simulation of the Diagnostic Process The units of analysis and groups of units were analyzed further to examine the similarity and dissimilarity between the clinical conditions of those patients diagnosed as schizophrenic and those diagnosed as psychotically depressed. When the profiles of groups of units were compared for the two groups (figure 1), it was noted that, although there were some areas of similarity, as would be expected since both groups were composed of psychotic patients, there were major differences. Experiences of control, which ranked 6th in the schizophrenic group, ranked 21st in the depressive group; auditory hallucinations ranked 4th and 18th, respectively, in the two groups, while incongruity of affect ranked 10th among schizophrenics and 25th



To standardize the classification of patients, the CATEGO computer program was developed (Wing, Cooper, and Sartorius 1974), which incorporated diagnostic rules and made possible a very reliable categorization. Designed to follow closely the diagnostic principles more or less commonly accepted in European psychiatry, the program involves a stepwise decision process in which different symptoms and syndromes receive a priori different diagnostic weights. For example, if certain key symptoms are present (e.g., hallucinatory voices discussing the patient in the third person, thought insertion or broadcast, and delusions of control—phenomena described by K. Schneider (1971)
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Figure 1 . Profiles of average percentage scores (groups of units of analysis) of schizophrenic patients and patients with psychotic depression.'
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