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“ o . " "Une malade me disant entendfe des voix non par les
' “ oreilles mais en elle-méme, m'indique sa région
e . episgastrique comme en €tant le sigge. Je fais cette
. hypoth2se'd’ hallucinatigns psycho-motrices avec
PO N contractions du diaphragme qui localiseralit lesdites
N . - hallucinations, et il m¢ vient i 1'idée d'agsculter
s L - ¢ le creux épisgastriqué de cette malade. ' 8rf quelle -~
' n est pas ma-surprise d'entendre en effet Yes voix
- comme venant de cette région, téut un bavatdage,
. ' d'ailleurs indistinct et.cependant tré&s proche, mais
. . '~ sans percevoir aucune contraction diaphragmatiqtger
J' elé&gne le stéthoscope biauriculaire dont je
m'étais servi, plus rien...; et la malade ,interrogée
. _ s dit n'avoir elle-méme rien entendu. Je renouvelle
o ’ l’experience. De nouveau un bruit de eonversationm,
‘Seulement, ayant enlevé 1l'appareil de mes oreilles,
je. pergois alofgﬂ:ins le lointain (soit dans 1a'§§Q§

t

vadsine, soit daps une autre salle) uh échange de ’
o . % propos... J'ausculte de noyveau et j'arrive 3 cette
. i _ ~ .conclusion qu'une trandgmission probable par le planhher
' ' ' et le corps de la malade altdre et rapprocﬁe ces
- - voix réelles. Dans le cas present la galade ne les,
percevait pas; mais n arrive-t-il pas que ‘des

e phénoméne pathologique ces inconscients avec
lesquels nous vivons." ’
: g - * (Simon, 1937) )
. . St L,
) Co- "M. Simon a raison... La maladie mentale ne crée pas
o plus de phénom@nes absolument nouveaux que la maladie
Lo *physique n'en réalise, ainsi que le remarquait Claude
Bernard. -La maladie mentale, comme la maladie physique,
_augmente ou reduit ‘et” surtout déforme les, phénoménes
Lo ) normaux et on ne-peut geomprendre le phénoméne patho- -
o logique qu'en montrant la transformatiom qu’ont
;subie les fonctions normalés correspondantes."”

(Janet, 1937) -

’ \ ) - ,o( '. -
"God gives the nuts, but he does not crack them." R

o ¢ (Goethe) L )
[} - -
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" Research on schizophrenia consists mainly. of reports of differ~
. .- . @ . ’
'encey between one or'more ‘%chizdphrenic" groups and one or\dore control
i. N Y. -
) groups (Fisher; 1972; Schooler s Feldmah, 1967) This is true of
e

the biologica}—physiological ag well.as the "psychological' approach.

Since some lose of perceptual, cognitive\dr psychomotor capacity is

v, T

ofsen obseyved in psychiatric disorders, the ‘term "psychological
deficit", which has been coined by Hunt and Cofer (1944) is used to

refer to such ‘loss. 'The literature is replete with reports of deficits

Lt

in "schizophrenics" as compared to "hormals". However, when -these
variOus studies are replicated with or withoqt methodological changes,
inconsistency of findings tends to Le the rule. In fact, according to

’ldmet and Fishman (1970), there is not one aspect of the deficit

literature which has not been contradicted.
. 4 Yo

There are several reasons for this state of affairs. One of the

.

most}important is the. non—comparability of subjects studied by variOusL-

i eatigators. The heterogeneity of schizophrenic populations, and
¢

the uncertain reliébility of psychiatric diagnoses, have long been
<)
recognized (Ash, 1949 Garmezy & Rodnick, 1970; Stoller & Guertsma,

1963). As early‘hs 1948 Bellak urged researchers in the field to

differentiate between sub-groupwr of schizophrenics so that sampling

proceduree might become more uniform and reeults easier to interpret.

The most noticeable difference between patients didgnosed as

schizophrenic and the first to be identified "(Bleuler, 19%? 1936) was

that some recover while others do not ny _ researchers (Langfeldt,

o

- 19513 Milici, 1939; Paskindg & Bro 1940; Stalker, 1939 $trausg\-1931)

.
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attempted to’ide@pify the particula; characteristics which differentiat-

‘ ‘

ed remitted from unremitted schizophrenics. It was found that outcome
in schizophrenia was closely associated with the patient's past
history, the nature of the onset of disturbance (e.g. Yacute and

abrupt" versus "insidious and gradual'), and with the absence or

»

presence_of precipitating factors (Kagtor ‘& Herron, 1966): Further

research stimuiateg;by these findings led to the inclusion Efv

. N
additional characteristics, and eventually to the development of

” A S

scales specifically designed to rate good versus poor prognosis in

W

patients diagnosed as schizophrenics (Becker, 1955 Phillips, 1953;

Wittman, 1941)

Using the terms introduced by Kretschmer t1925) to differentiate
a group of malignant types from a group with a more benlgn prognosis,
those in the former'categotyAwere referred to a:L:Jrocess" and those

in the latter as “reactive'. Further scales were' developed (Johnson &
n p 2
* *

h]

, 1966; Kantpr, Wallner & Winder 6953; Ullmann .& Giovannoni,
1964) In the past Fifteen years, the' process-reactive classification

of schizophrenic populattons has becomé thezmajor mode of reducing
n N}
sample heterogeneity for research purposes (Kantor & Herron, 1966

’

Kilburt & Siegel 1973). However, this(appa;ently promising method

of grouping schizophreQic‘ijpjects,has~not reduced the incidence of

contradictory,results among researchets. - According to Higgims (1969) .

it appears that for every study supporting the. efficacy of the

e
process—reactive concept, two non—supportive ones can be cited.

Whatever construct is measured‘%y-each of the various scales cited
. "

s




_above, none appears sufficiently characteristic ofha given schizo—
‘phrenic gtoun to'reducemsﬁgnificantly the large.intersubject vaniahility.
Another attempt to deal with the problgm of diversity anong patient?

labeledt"schizophrenic: as been to define schizophrenia in purely
" * : . .
symptomatological terms (Bleuler, 1972'~Schneider, 1957) -Schneider's:

first-order symptoms, wh ch have empirically turned out to be of the’

greatest diagnostic relevance (WHO, 197g) consists of l) auditory p

hallucinations, 2) feelings of influence, 3) spreading of one's own

_ thought to others, lnd-ﬁ) delusions .(Freedman, Kaplan & Sadock, 1972).
. I * . \--’-—r__ . . .
The Internati%hal Pilot Study of Schizophrenia (IPSS - WHO, 1975)

! . . , .
reported that a grpup diagnosed as schiquhrenic by three separate .
' ’ . .
iﬁ l:zed

‘

“ \ M
procedures and referred to"as the. "concordant{ group, was characte

%
_ by the following sym toms 1) lack of insight (972}, 2) auditory hall-

ucinations (747) 3) %erbal hallucinations (707), and 4) delusions
(67%). As may be noted' ‘two of these symptoms auditory hallucinations

and delusions, are comgon to both Schneider s and the 1Pss’ listings. -

é

Strauss %$Q69) also p ted out that hallucinations and delusions are

key symptoms in the conceptualization and diagnosis of schizophrenia.
A B "

Desﬁ&te this cohsensus, and the finding that overt disruptive

symptomatology is jmore important than specific diagnosis in producing
{

cognitive deficit (Craig, 1970; Crumpton, 1?63; Schwartz,  1967)

only a small ngmber of studies have investigatéd the relationship ' (»)

! 4

between the relative presence of such sympboms in a schizophrenic sample,
4 ¢ /
and perfonmanc@ on some perceptuai and cognitive tasks. .

~

’

A few inveatiéations dealing with the question of differences . .
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be'tf.wee“n delusional and nondelusional schizophrenics have been conducted.

Meas'uring degree of inclusiveness, no difference was found by Goldstefin
, . .. )

_and Salzman (1965). between the two groups on the Gorham Proverb test.
n < h . .

On the other hand, Payne, Caird and Laf\‘r"ex;ty (1964) reported that

delusi‘onal"groups achieved the highest over-—inclcusiv'éisgores on the

Benjamin Proverb ‘test. Since delusions constitute the rimary

o

symptom for '‘a diagnosis of paranoid schizophreriia (Freeglman et al,

1972), the large number of studies éomparing paranoid to nonparanoid
) + -
schizophrenics 'may be. regarded as comparisons between delusional and

'

nondelusional schi-zophrenics_. If this assumption is correct, then,

- once agairi, results of such studies’'have been incontlusive and often,

0o

contradictory (Schooler & Feldman, 1967; Zimet & F’ishman, 1970) .
However, no studies evaluating the performancelof deiusional or

. paranoid schizophrenics have partialed out the effect of hallucinations

1

as a possibly confounding factor. Yet, sLewinsohn (1970) reported that
! ) .

- . . , . 5
_hallucinations were present in 357 of delusional schizophrenics.

Moreover, it was found that schizophrenics who rep'olétedAhallucihatién"sl

’

- had a higher probability of having :rec_eive‘d a diagnos\i; of" ".p%rano‘id." !
gct{izophrenia than thgse who did not (Lowe, 1973; WHO; 1975).

’ Reports of incidence of hallﬁcinations in a hospitalized

schizophrenic ﬁopulat\icgn vary between 30% .(Lewinsohn', 1967) and

76% (Mott, Small’& Anderson, 1965; Sedman, 1966). On'the other

. . . e
hand, the probability of being diagnosed schizophrenic when hall-

o
"

ucinations are present‘hgs-been found to be .84 (Lewinéohn,‘1967'; 1970). o

i

Mot'edver, fhg report of hallucinations as a single sy'mpntom seeps to

¢

<. »
e = e
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be a sufficient condi_tion for admission ga mental hospital with a
diagnosis of sch:tzophreni(e2 (Rosenhan, 1973). |, ‘ /
. The number of experimental studies concentrating on this

. ‘ particular symptom has been relati\*ely small Roman and Landis (1 45)

wt

[y

. found no r‘;&etionship between the type-of imagery experiene&l by

J s . 'schizophrenics and the type of hallucinations wEi%h they are prone to
. have. Mintz and Alpert (1972), an the other hand, found that it was

not Ehe ty e but the vividness of imagery which was charactézristic

-

of halluc nating schizophrenics. However, as was pointed out by

. 4

o T 1t may flean "bright", "lifelike", outwardly "projected", of

-

"compelling". This semantic ambiguity renders the inter&pretation'
0 o
\ , of such results very difficult and potentiolly confusing. -
T R The tenden“cy\"to visual comple"tion effect i’n hallucina‘ting |
schizophrenics was investigated by Ca‘ston (19@9) . He concluded ‘th'at
ha.llucinatopi's nhowed a significantly higheg te‘nden?y to visual
. ‘ completion thgn nonhallucinatot's. However,' in measuring the ‘abillity

-

.l}‘ to perceive an illusionary whole Caston included patients reporting °

. . hallupinations, or pseudo—halldcinations, or illusions in his

4& ' hallucinatory group. Consequently, the_swdifferences observed might
) ~ ~ P - e 7- L . f

simply reflect arhigher capacity for»‘closure in his sub-group of
. ‘ -

1 Lo "illusionary" and pseudo-—hallucinatori' patients. :According to

L . Chaplin (1973) illusions always involve, the distortion of stimulus ,

: : patterns whereas hallycinations bear no relationship with the actual
r ‘ . ’ . o .

- commionly perceived WoT, /ld. 'I'he is a8 yet no experimental evidence

£or assuming a telationship between capacity to petceive an illusion




and propen'sitz to hallucinate. A few studies have investigated °

the relations'hip' between personality variables and presencegof‘

3

R o .
hallucinations in schizophrenics. Hallucinating schizophrenics
were found to be more disorggniozed, ]gegs able to ?ursuektonstructive

o . 4 plans and demonstrated poor ego-strength on the Minnesota Multiphasic

Personality Inventory (Lewinsohn, 1967). They also obtaine(higher

psychotig}sm scores on the Eysenck Personality Inventoryl (Eysenck &
o F ‘ . : . . R
3 . o;‘ .
- “Eysenck, 1973) than both normal subjects and nonhallucinating

~N L 0 : ) :
n /I ' schizophrenics (Slade, 1976). On(.the other hand, Sedman (1966) found-
no re¥ationship bétween various personality types, as categorized by
. N Schneider (1958), ‘and hallucinations in sch‘?zéphrenia. Lewinsohn (1967) .

also reported that hallucinating schizophrenics were rated by other -

[ ’ ‘patients as more friendly, less defensive,‘\ more likeable and more ’ I

ﬂ' o 3 desirable as roommates than ﬁgnhali\xcinating patients. A relationship

, between hallucihations and physiological abnormalities in schizophreniés

e

r;\ls\,s recepfiy been reported Trying to account for ‘the high variability’
! .

e g

PR

of electrodermal recovery scores within a schizopjenic population,

sy

Mednick (Note 1) observed a highly significant correlation (p < .0605) - ‘

. ~ .
- * M

between fae\t recovery and presence, of hallucinations:a\nd delusions.

it s

~Further analysis of his data has shown that hallucinations played a \

Q) <
[ B \
more important role than delusions in accounting for fast recovery,.
. .~ . =

Al

The relationship between anxiety or aropsal and presence of hallucinations

in schizophrenics has also been noted by several investigators (Cowen, ce ‘

+ ’

1970;/Lapidus & Schmolling, 1975; Slade, 1972 1974 Will 1962) Tk - .
’ .

.
o g ¢ R TIPS »

appears reasonable to aesume. that a high level bf anxiety has significant

e e PR
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A o ‘e
decremental effects on~pe1_'formance of psychological tasks, and that
-~ N Y . * .’
some of the contrddictory®findings in the deficit literature may be
N :

explained by the variable presence- of hallucinations in the samples .

s

-

v

studied. ' . ' .
The paucity ‘of research concerned with the effect of hallucinat-
ions on ‘performance could be due to the methodological difficulties

involved in this type of studies. First, one has to contend with the

fact that the presence or absence of the symptom is assessed by means”

of self-report which is not subject to objective reliability checks . N

(Bindra, l‘95§). However, when a certain phenome'non is cohsistently
reported by a significant number of individpals, naive as to the purp‘ose
of the inté?(]iéw or the experiment, it 1s valid to consider self*—rep‘oi‘t
as reliable data (Iiegb, Note 2). Another difficulty is the fact‘ that
reoorts of hallucinations and their""‘var\ious. eharactetietics are often
retrospective andh gonseouently eubject to distortions (l..owe, 1973; Mott,

Small & Anderso/n, 1965). One way: to reduce the probability of such distort-

ions is to restrict the sample to thoSe patients (ﬁho report current as !

. -¢’ ., *

opposed ‘to only past hallucinations. A fu;'ther problem associated with

r

. < : C X .
this type of research is to select an appropriate and reliable definition

[}

of the concept of hallucix'létiot’i\e?. '

'

'

l)espite(?he fact that some definitions of hallucinations reflect ~

differing t eoretical orientations (Fisher, 1970, 1975; Harris, 1970

3] .
Itil, 1970) most authors agree that 'hallucinations are sensory-percept-

omena having the following characteristics: 1) they occur

spon aneously, 2) they originate internally, but are extemally

‘ . | ' . "\ o ‘f .
of - | . Q*( ‘%’ﬁ, b

P

:
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. - . .
sense, are strictly private exge{iences,,é) they hate the impact of a

real pérception,“ﬁnd finally 5). they_aré unwilled éxperignceé (Berta-
lanffy, 1966; Caston,’1969; Chapiin, 1973; Clouston, lé&@g forgué~

& Dgyglfé, 1569; Férier, 1970; Freé;;an et\al, 19%2; Hinsie & Campbeli,
i974; Horowitz, 1975; Jarvik, 1970; Mott -et ai, 1965; Shurley, 1962;

e
-

ade, 1976; Smith, 1935; Solomon & Mendelson, 1962; Winters, 1975). .. - - -

NE

" A pseudo-hallucination is said'Eo lack the character, of "objective "
- rgality" (Siegél &'Jarvik! 1975), it is perce@xed thréﬁgﬁ gﬂe genses,
but is.not exﬁerienced as a veridical pe{Feption originating'frop the

\physical world (Sedman, 1566).. A delusion, on ;he ot é;jhand,\is a

cognitive rather than a pexceptual-sensory phenomenon. It is primarily

1

a false belief which resists correction by ordinary processes of logiecal

L]

thoyght (Chaplin, 1973; Smith, 1935). o

Although the symptom of hallucinations is not particular to

schizophrenia and has bgen observed in other conditions such as brain

'
4

stimulation (Horowitz &%Adams, 1970),‘alcoholism (Harrison, 1974), sensory

-y

and sleep deprivétion (Siegel & West, 1975; West; 1962), and drug-induced

. states (Fisher, 1975), the prevalence of audifor;khallucinations seems ¢
~ | ‘ . ' ' 4 . e
A to be-more characteristic of the schizophrenic disorder. Seventy-four °

, percent of the IPSS' concordant group.reported auditory hallucinations |,

. . *
whereas less than 207 experienced hallucinations in othér sense - ¢

L
a »

modalities intluding the visual. As can be seen in Table 1, there is "

3

a high Yevel of consistency in researchers' réports of incidence of
~

éuditory hallucinations in schizoéhrenia. TpiaICBnSensus is all the - .;

»

* * @
©

' '
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Studies réporfing the -incidence of modality-specific hallucinations in

"hospitalized échizophrenics Coon
- ~ . t '

N .
HALLUCINATIONS* - A

‘Auditory  Visual  Tactile .Olfactory

e ?
: . A . L ,
Hi11 (1936) \ 687 142 117 C sy
s Cor N )
. Roman & Landis (1945) - 100% 10% 5% .. 5%
Malitz, Wilkens & -* 50%. .. 9%
" Esecovetr (1962) L.
Mott, ‘Small & 667 ., 247 - 28%
Anderson (1965) ‘ .
" Small, Small & ' 66z . 307 427 387 ’
Andersen (1966) ' v Coy
. A .
Thomas (1967) .. 697 637 31z 62
. * % ‘ . . .-
Goodwin, Alderson&  _  87% Coe4T 532 20%
Rosenthal (1971) . S e
Zarroug (1975) = T 68% . 627
¥ . ‘v . {

* The same patient may repoft hallucinations in‘seVeréI modalities.

\ . . “ ‘- o .
’
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Lo - ion of outcome In schizophrenia was investigated by a number of ;

~

‘ations of any kind and outcome, whereas studies by Hill (1936), and by

~

more noteworthy given-the fact that one sample examined ‘was French

(Thomag, 1967), another Saudi-Arabian (Zarroug, 1975) while the

.remaining groups were American. Moreover, there seems to have been no . )
i . A

difference between the incidence of auditory hallucinations reported in ° o,

1936 by Will,ind those reported in the sixties. The only other Lo

condiyions Lnder which auditory hallucinations seem to.predominate are . " N\
’ . .

cases of .chronic abuse. of bromides (Levin, 1960), alcohol .(Harrison, ...

\]:974; Smitl';, 1935; Victor & Hope, 1963) and amphetamir'te'(Fishér, 1972). e
As indicated in Table 1; t:h(e repor?é of incidence of ha}lucinétions iﬁ |
modalities other than .aud'itory are much less c(onsi:stent. However, ‘it is

very difficult to fi}xd reasons for this discrepancy since most s‘tu'dies‘ : . |
only mention the rate of occurrence wighout discussing pértigulars such

as the relative frequency of these types of hallucinations. The few

studies reporting on thase aspects stat

that .such hallucinations
were usually spora&ic "and relatiively infrequent (Lang, 1938; Linm, .1977; :

Mott et al, 1966; §gglman, 1966; ‘al, 1966).

. The significance of mo?’ality—s“pecific hallucina;ibns in the’ predict

researche%s. Lewinsohn {(1967) found no relationship between hallucin-

. McCabe, Fowler, Cadoret & Winokur (1972) reported-a positive.association
oo .
between good prognosis and visual hallucinations, irrespective of

hallucinations in other sense modalitiésf’/ah the other hand, the longer

- . P . i

the duration of hallucinations, agéin independent of modali‘ty, the ,

worse the prognosis' (Hill, 1936). - ’ S e . .
<. ’ < e D
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\/v'arious characteristics of hallucinations in schizophrenia.

«

, l977 ;. Mott et al,‘l965‘; Ronan & Landis, 1945; Sedman,.1966;

to
\ ] N4 ¢ -

Q‘It is reassuring to find that in a fdé&ld of reseanch characterized 1
/ .

by contradictions ansi inconsistencies, one area elicits a high consanSus ) l
%

|

|

|

|

‘ong researchers. There appears to be no contradictory reports on the “

‘ The main difference between the hallucipations of ‘normal and
. [}

sc‘nizophrenic 1ndividuals is the belief &n the: physical reality of ‘the

oo,

/ ‘

e)cperience Although the experience is reported as very '"real" by - ‘ v

normals (Fisher, 1970 1972, 1975; ‘Linn, 1977 Medlicott, l958),,these
recognize that it did not originate in the outside world but inside 4

" them. schizophrenics attribute their halluc1nations to . |

., - > L ' . . |
the. influence of others (Goodwi;n.,g\t al, 1971; Lang, 1938, 1939; Linn, N

By contrast,

Simon, 1937).

¥ v
Moreover,‘ hallucinations -in normals are\ueually of brief duration and® , |
*unlikely to recur (Linn, 1977) whereas in schizophrenics they are often
\ continuous and recur over years (Lang, 1938, 1939 Mott et al 1965;
\ ——

\ Sedman, 1966; Simon, 1937)! P

\. The content of hallucinations commonly finds its origin in the

Life experiences of 'the individual (Feinberg, 1962 Fisher, 19723
Schilder, 1933' Small & al, 1966; Wwill, 1962). 'l'his\ has also been -

obs\arved with normals d“uring sensory deprivation (Solomon & Mendelson,

‘1962§ West, 1975) Patients' visions are usually seen in colours and

Flashes - N

portré\? people of normal size and shape (Small et al 1966) .
_—

of light are also commonly reported (Goodwin et al, 1971 West, 1975).
Voices a eyond tfie control of patients (Goodwin et al, 1971; Hollender o

& Btmzorm yi Nagy, 1958; Linn, 1977; “Mgrsky & Tonge, 1974; Schilder, . S
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1933; ‘Simon, 1937) and usually address the patients directly, giving

’-)\ N
inst;uctiongﬁand sometimes persecuting them (Alpert & Silvers, 1970;

Al

Linn, 1977; Mott et al, ;965)7 Most hallucinations are@eiperieﬁced'
. ﬂas unélgasan; and éftén‘frightehing (Dretler, 19345‘L1nn, 1977; Mott
| et al, 1965; Roman &‘I;andis, -1945; Small e;: al 1966). .
: In Giéw of the .high level ;% agreement between researchers as to
. . . what ciénsﬁitupé.s' a "true" hallqcinat%on, a definition ihcludin% all
J L of the'fiye charactgéistiéé listed earlier could be considered valid.

[ »

In addition, the‘feliability of a’classificat;on method based on the

’

presence of hallucinations would be increased by considering oniy those -

t

patients whose hallucinatory reports included all. of these characterist-

;icé. - . 4 ' , -

i : ' The main purpose of. the present study was to investigate the *

. . >
utility of the hallucinatory mode of classification for reducing the.

ﬁéﬁefdgeneitydbf samples of échizophrenics. The second aim of this
. e study. was to defermine-whe;her descriptions of. hallucinations provided
3 by‘this particular ;a ple of schizophrenics were consistent with those
3 ‘ given by échizophrenicé in, previous 1nvestiéatign;. The presénce 6f.
A Wpra—
1

. + \
commonly reported hallukci yy characteristics would increaseflhe

N

é‘ pfobhbility of obtaining a reliable group of hallucinators.
? -\ To demonstrate the effectiveness of a particular method of
5 o - . - - ) ' *
¥ N ’ . v
oo classification,” it is necessary to shliow that its level-of discrimination
5 e -
-k : .
g vt in a particular sample, is superior to an existing method. A third
¥ ,
TR aim, therefore, was to compare the ha ucinatipg-nonhallucinating) mode
of classification with the process-reactive method of .group division.
| I. .
- \‘ . .
\ N ‘
i ¢ '
ol
_“; AR «‘g:‘:«“ii' R ih}ﬂ}%ﬁé‘&i‘% r sz X -
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Self-ddministered, as opposed to interviewer-administered, process

Ce . s} ' . .
reactiye measures were used because, according to Ullmann & GioVvannoni

/ Y

(1964); and to dohnson & Rieg (1966), the former were designed to
reduce dependency on patiénts' files aqd to OGtain:the néceésary
infbrmat¥on»in a more éfficiénF wéy. This %lso A;sured that every
patient was dealing with a standard setf of qﬁégtions,. The two self-

- . ' y * .
report process-reactive scales currently in use were administered in

order to assess Eheir inter-relatidaship. ‘ . ‘l

»

Five experimental measures were chosen so as to examine for possible
*

group differences. They were selected on the fé&lowing basis: a) one

measure was reported (Bemporad: 1967) to have clearly differentiated

N B

Jbetween schizophrenic and control groups, the former showing a large

performance decrement; b) two measures Werg‘repreéentativ§ of

[

intelligence scale sub—tests‘knddn to produce poorer performance in }

-t N

schizophrenic sub%&%is; and fipally, c) two measures, ‘typical of the

-

deficit literatu}en had conéistently.elicitéd equivocal findings in b

. . - t
- ‘“‘ - .
1) " The Pseudo Isochromatic Plates for Testing Colot Perception

gchizophrenics.

‘

b .

(American Optical‘Associétion) were used by Bemporad (1967) aﬁwa.measure
f N ~ . . f"

of perceptual disorder in schizophrenia. Upon the observation of a very
- .

large mean difference betwéen the schiéoph{izic and the control groups,

-

the author conpl?%;d that "a disintegrationobf perceptual mode from the

perception of wholes to the perception of parts occurs in schizophrenia

(p. 974). | o

a2
-

.2) Picture completion tests which are designéd .to measure visual '

Cag.-
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elicit impoverished performance in schizophrenic patients (Penrose, 1945;

1y

-+ Prado & Schnadt, 1965; Wechsler, 1944). Mdreover, significant'deéfemérts

disérimination of familiar details (Wechslei, 1958) were reported to
. . N { \

/ ! )
- .in score were observed~ in hospitalized sthizophrenic patients when

" compared with' ex-patients and normal subjects after a nine-year time

t

- v
interval (Schwartzman & Douglas, 1962). Although such findings have

“‘s;imulated research on the variables underlying poor visugl discz}miﬁation

of familiar objects in schizophrenia (Garmezy & Rodnick, 1?70),'/ ere’

are no recent studies validating earlier reports. ,
. a ’ :

= t

?) Error recognition'ﬁeaSuregi like picture completion, have been
- - . .

reported to produce poor performance in schizophrenic patients (Penrose,

1945; Schwartzman & Douglas, 1962; Sghwartzman, Déuglas & Muir, 1962;.

.

Wechsler, 1944) . This tfbe of task has also been referred to as the,

Ypicture absurdities" or the "pictyre anomalies" test. It is designed
{ N ~

o\ \

to measure basic perceptual and conceptual abilities involved in visual

* recognition and identification of familiar objects (Wechsler, 1958).

\ ¢

4) Reminiscence effect has been defined as an increase in retention

which occurs over time in the absence of formal practice (Garmezy &
s ;
Rodnick,

v
¢
FE

7 . .
%70). Studies assessing the reminiscence or pfdbt%zéyeffgct

- (the two terms aré often,ﬁged interchangeably - Schooler & Feldman, l96f)

are difficult to compare due to differences in the relative massing
L]

'

. ‘ A4 , -
_or spacing of the original pr%ctice'session. The "rest" following ,

practice has varied from as little as one minute (Venables & Tizard;
I ¢ . ®3 . o ., - ‘
1956) to as much as three months (Huston & Shakow, 1948). Results gseem
. ' \ \ . ’ i n o

' . ]

to reflect this procedural variability, e ' o "
-« o ) ' \ ’ ‘ r ' d ) '
. i N .9' “ A
‘ L
N X -
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fVO‘"magsed; practice‘(practicé within a pefio&‘of a day o; lt;sj
. ' ¥ .
sﬁudigs (Huston & Shakow;‘1948;mVenablés & Mzard, 19§61'and two !
“"gpaced" practiée (practice in_gore than one day - Broadhqut; 1958)
ones (0'Conner, 1957; Venahles, 1959) reported less. practice effect in
;chizopbrenics than in nq%mals: Oq the pgher hand; three spaced
- practice studtes (Broadhurst, 1958; Huston &‘éﬁakdw{ 1948,71949) ) A_‘
* reported moré Reanning in schizophrenics compared with normafs. Two
other stﬁéies (Higgins &(Mednick, 1963; Peters, 1953), comparfng'the'\ ‘ *
b T _
performance of acute 3nd chronic séhizophrgnics, found that learwﬁng
o _;oécurred in Bgute but nét'in chronic patients. To complete this round '
LN

~ . found very large intra-group variability in their schizophrenic patié;ts‘ S

— -~
d ]

of inconsistencies, one massed practice study (Hall & Crookes, 1951)

thus preventing interpretation regarding the effect of practice.

1

@ 5) Time estimation studies have consistently reported a large

intersubject variability in schizophrenic populations. This was true

»

. for short-timne estimation (Dobson, 1954; Guertin & Rabin, 1960;

Normington, 1967) as agdi as for long-time estimation (Gu§;i?; & Rabiny
B k. - . l ~ é .

1960; Orme, 1966; Rabin, 1957). Moreover, whether or not the time was

filled (subject was occupied at a task or idlé), or whether\it was
» ' !

specified (e.g. "teil e when one minute has passed") or unspecified

. ) i
(e.g. "tell me how much time has passed since...") the results

. R ‘ . . ¥
consistently demonstrated high intrafgfﬁup variability in schizophrenics

comparéd to non-schizophrenic groups, (Dobson, 1954; Orme, 1962, 1964;

#

(Rabin,'1957; Warm, Morris & Kew, 1963).

o
Normington (1967) using the Bgcker-q}gin Revised Scale, found more
> . . , * M

e
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~ ¢

a

yariability andfless acéuracy-ofltimé estimation in brocessuschizophrenics
than in both reactive schizophrenics and normals, whereas Petzel & -
Johnson (1972) found no-such difference between their process and

. 4 N .

fegctive schizophrenic subjects classified according to the Phillips

scale. Broadhurst (1969) ted a Eendency in chronic schizophrenics

to overes{imate five minutes of fglled time while Petzel & Johnson

(1972) repotteqfa tendency,;in a similar chronic group, fo underestimate

pl

M A . -
" 30 seconds pf non~filled -time. Again’'the results appeay contradictory.

Using the above measures, the aims of the present investigationm,

s therefore, were a) to determine.whecher or not the prééence ;f r;ported
hallucinations disrupted ghe perfor&ance of schizophpeq%q’%ﬁtients,

?) t; evaluate and descrige distinguishing characteristics of_the
halluc{nating ekﬁeriencg in patieﬁts diag;ésqd-as ;ch;zophrenic, ana “/
¢) to compare the hallucingting-nonhellu'}heting mode of classification

with the }rocess-reactive diménsion. h -

N -

) . - . . B 1 ) \k_

I‘
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Subjects .

2’

’

.
~

. The present study‘ examined four groups eagh consisting\\of 15 ° /3
' ' : T "~ g
subjects. There were two schizdphrenic groups¥ hallucinating schizo-

'

% ' - phrenics (HS) and nonhallucinating schizophrenics (NHS); and two control

«

¢

groups: non schizophrenic’ psychiatric patients' (CP) and normal .

cd ) 1ndivi@uals (CN). The initial screening -excluded candidate subjects

] 3

presenting with any of Ahe following characteristics: 1) age be?vond

-

35 . .- ,
. the range of 20 to 44 years; 2) regular abuse of alcohol; 3) abuse of

drugs dcting on the CNS with the exception of prescribed neuroleptics’

' .
. U

- " or other medicatiom; 4) mental retardation; 5) psychosis attributablé‘
{ ' { t :

to endocrine, metabolic or_nﬁtritional disorders; 6) evidence cute
or chronic brain syndrome; 7) epilepsy; 8) electroshock treatments ¥ §
~ :

- . r
within the six months prior to testing. '

? -

' All groups were .equated for genderr (five" females and 10 malegf per : -~ é

Py~ [

. group), age, éducation, and vocabulary score (see Table 2). Anflysis

of vapiance'indig‘ated no differences between groups' on theose ariables. o

v

k)

at. the Al¥sq Memorial Institute, and Douglas Hospital in Mo tréai. The - -

- A .- - : ,
normal group consisted of volunteers who were either visitdrs or

<
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T .- . TABE2 . | “ . 5
; '* ., ' Means, Standard Deviations and ANOVA source tables for age in years,
| eduéatiox{ level (highest grade clomplclated) and Wide-Range Vocabulary
e S . 'scored’ (form B) for the hallucinatihg schizophrenic (HS), the non- J
: \ 1
L hallucinating schizophrenic " (NHS), the non-schizophrenic psychiatric 1
contrél (CP), and the normal control (CN) groups. . l
L s o ‘ Age ' ) Education. Vocabulary - ) ?
- - ‘ Groups o M Sb ’ M S M SD ’\
: : . . ¢
‘ HS . +29.07  6.91 .11.27 2.8 -'52.87 16.87 \ .
§ NHS 28.93 . 7.44 1140 1.88  54.0 “16.62 4 N
cp . 28.67 7,48  11.47  2.36  54.33  17.90
- N . : . o ¢ \./j IS
CN- 7 29.13  6.53 - 1l.4 2,32, 54.33 - 17.31 \ o \
“—\ ‘ - f"‘ N t
t ANOVA ' SOURCE TABLES ' ' ‘ /a
« L ' Source . af - ' ss MS F ‘ Prob. . "
o o B ) ‘ o . \ v
ACE .
: Between groups 3 1.917 . 0.6389. 0.0127 ns ‘
) : Within groups = 56 - 2824.9 50,445 -
% EDUCATION . e -
: 7 . o ‘ . .
] - - .Betwe7n groups 3 0.3167  0.1056  0.0187 ns
s : . L . o . S ¥
L .. ) ‘Within groups 56 - 315,867 5.6405 ‘ . Y B
N A ' VOCABULARY . f J ‘ R
: . N ' N . : . S ) - 'l \ '
. Between groups 3 2.533 . 0:8444 0.0029 ns \ .
. Within groups 56 16072.4 287.007 o ‘
. . ) ’ . ) ) 0 . . _ .
i
I
}
f
{
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working as a. team, or by the chief ﬁ@&chiétrist. Diagnostic infoniiat-.

ion was obtained from the medical charts of patients (see Tatle 3.

H

The presence or absence of hallucinations was assessed on the basis

"of a structured interview with patients and a questionnaire ‘compl.e.ced‘

by the staff (see Appendix II). Only those patients repgrting current

By

hallucinations were included in the HS group; or{ly those gétient‘s

reporting. no current- or past hillucinatory experienceés were included
[ v «

ir\‘ the NHS and CP groups. Any patient who had received a diagno.sié
of schiéophrenia in the past which was spbsequéntly changed, to anothelr’
diagnosis was excluded from the stu:iy

, The mean unit level of daily neuroleptic drugs préscribed was

11.67 (SD: 9.56) for the HS group, and 14.67 (SD: 15.52) for the NHS

group. The.unit level measure was calculated by the conversion to

Y

‘and summing of equivalent dosagsaegstrengths of the. heuroleptic dru>gs

‘given by Ban (1973, pp. 56-57). Forgg\caﬁpl‘e, 100 milligrams of./
. 4
chlorpromazine was rated equivalent in dosage strength to \two/mi ligrams
\ . _./’
of halgperidoly; both these dosages were giﬂ/m one unit. -

If a patient received 600 mgs. of chl@mazine or 12 mgs. qu halope-

lridol. per day, and no bther neuroleptics, theé daily level of medicat-

TS

N

ion attributed to this patient was six units. " The mean total number of
w%eks of E’o§pitalizatiop,‘including past hospitalizations, was 117.2
(SD: 205.94) for the HS group, 51.3 (5D: 84.57) for the NHS group,

and 30.20 (SD: 42.11) f9,r the CP group. \

' ¢ e COP Y
"?5!:«""&**6\;. @ f ¥t 3
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4 - ‘TABLE 3 i
iagnoses aof the hallucinétip'g schizophrenic group (HS), the '
CN . ‘. ' .
onhallucinating schizophrenic group (NHS), and ‘f}yz"nonschiz,ophrenic
psy;:hiatric control group (ce)y - . g
. ' . ] 5
DIAGNOSES NUMBER "OF PATIENTS
- @  HS . NHS ce
Schizophrenia, acute 3 1 L=
chronic - 2 -
. parandi ~ 12 L 5 - )
‘ e ” :
o undifferéntiated - . 4 -
., .
- Manic-depressive pgychosis N o= - 6
0, \ -
Neurotic dep.ressign —‘/ - 6 :
Psychotic depression - . 2 .
Anorexia nervosa . . - b ) . 1
e i ; ;o
. i - ! N-
» ) — . 4
3{1
. A
¢ / ' . ) ' .
. : N %
-~ -~ . B L
) e ’»l. .’;Hzlt“:;';‘d‘&“‘- .
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. (1973), Goodwin et’ al (1971), an;i "\ISlad‘e *(1972)  (see Appendix III).

I '
Materials /
T 3

Screening instruments.

AN

1. A Hallucination Inventory was constructed on the basis of

questionnaires dgféloped by Feinberg (1962), Freedman and Chapman

2. The Ullmamn & Giovannoni Ptocess;i{éacti;ze Sel%—Repqrt

B

Scale (UG scale) (see Appendix IV).

. . ‘
. A
Intended “as a.measure of the process-reactive continuum N

1

(Ullmann & Giovannoni, 1964), the 'scale consists of 24 true-false ?f

- items scored in the reactive direction and deéigned to predict

' : ' '
not provide any clear-cut.directives as to cut-off s‘cores_._ Hence;

post-hospital employment. Since it was valida;:éd an a male sample,
.o . N CoL
gsome of the items had to be modified for use with female pqtients

" (see Appendix V). As there are no directives provided by the
- t 4 .

.scale regarding cut-off scores, a score of 13 or above was comsidered

"reactive" and a score of 1l or less was considered "pro\cessf‘. Any
squect with a score of 12 was not included in the data analysis

N ¢
which involved the UG scale as.a method of group classification.

3. The Johnson & Ries Process-Reactive Self—Repoft Scale
(JR sca}&) (see Appendix VI). ‘
The JR scale consists of 35 true-false items selected from the
Phillips Prognostic 'Rating Scale .(Philiipé, 1953).. This scale is
: : ,
also scored in the reactive direc/tiojn, apé like the UG scale, d;)es

o

a scoré of 18 or above was classified '(reactive", and a gcore-of 17

i

“process'. An adaptation of itéems for use

or below was classified

with female subjects was also made (see Appendix VII).

. . .
Wt ,
- ' .
X ;
v . . & » -
. R .
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4, T@e Wige Rdnge Vocabulary Test, form‘B. .

Devised ﬁ? Atwell and Wells (1937) and based on the Stanford-
gihet vocabulary measure, the Wide Range Vocabuléry Test offers {
five choices for eégh of the lOO'ﬁS%ds compris&ﬁg‘the‘test. Form

B presents the stimulus words in order of d fficulty for school -

"Senior levels. Form B

grades 6, 8, 10, 11, and College Junior an
y %
has been recommend#d by the authors for clinical use because testing

can be terminated when items: become togq dif%ibult for the subject. The

test which 1is said to "provide rapid and acclirate determination of

)

scholastic intelligence for literate_individuals" (Atwell & Wells,

Manual of Directions) was ,administered to each subject to rule out

mental retardatidn‘and to control for differing intelflectual skills

among, the groups. : i -
NSO v

S . r F:F‘
! - ‘w-}

Experimental measures.

4
-

‘1., Pseudo-Isochromatié Plates for Testing Color Perception (PIP)
. ,\o\& N .

(American Optical Association).
Four plates were used which showed the numbers 86, 56, 25, and
iQ,respeétively. The‘numbers imbedded in_the three first cards are.

noi’éiearly outl;;;é whereas no. 12 on the last card is very easily
S . . » > ’

recdgnizable and offers 1little opportunity for ﬁiéinterpretation.
. - - »

These were the plates used by Bemporad (1967); their administration

wag intended as a replication of Qempdrad's,study.”

«2. Picture Compietion-(PC). ’ . ' .

test was taken %rom the Revised Beta Examination (Lindner

[ -

'
o ¥

. . . .
o . e .
- ' " N . - '
\ . - a
f .
<«
. & . . - - ’ -~
~ o | )
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& Gurvitz, 1946) and- constitutes test no. 5 in the Booklét. It

' consists of four practice!é{ercises and 20 tes‘t'.items. Subjects ~/

-

draw in the esdential ﬁfissing featu;:e in order to complete the

-

picturé shown. A correct answer ts scored one" point, and the maximum
. o d ;

pbssible total score is 20 points,

3. Error Récognition (ER). . . .

}

«. This test constitutes test no. 3 in the Booklet of the Revised . /»/'- .

Beta Examination. It consists of six practice exercises and 20 test

. -

items. Each of the items presents fdur stenes one of which is -

+ ¢

inappropriate. A correct identification is scored one boint and a

i

maximum possible total score is 20 points.

+4,, Practice or R{miniscence Effect.
The reminiscence effect was investigated by means of a second’
administration of the PC and ER tasks. .,

5. Time Estimation. o

Estim‘a}te of a specified, unfilled.one-minute, time estimation.

-

Procedure , . . : ‘ ,
———— . .

Every patient's file was examined in.order to develop a list of
patients eligible for inclusion in the stud}". Tt‘i’e experimenter was

introduced as a researcher. to each potential subject ty a member of .

. K 4 . N .

the ward staff. All patients were informed that the investigator
* 1

T

was not a member of the hospital staff and that 'the interview to be y

L - . N . .
arranged was for research purposes., Tt{e patients were assured of
. . - N . ' ¢

ity in the use of interview material and test results; they &ere

[

ar

a
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| . also told that approximately one hour of their time would be needed. \

; iy - -
‘ ] , \ . -

- ' ) . If the patients consented to partitipaﬁe in the studyrfizfppointment. ' '
\ - - e * 1 .

was arignged.

> ) , - The session began with an open—ended interview concerning the

'
v

N ‘ * reasons which brought the patient to hospital. Questions with

regard to hallucinations, -past or: present, and, selfﬂadministration‘ - . ' N
of drugs such as hallucinogens or\amphetamines, were checked out -
‘during this intérview. Since patients were not téld innaévénce thgﬁy
they would be asked to‘perforﬁ a number of tasks, ?t was'pdséible to

. ’ . - ¢
exclude.those whondid not meet all the criteria for inclusion in the

»: . study without Hifficult&. The session was b?ought to a close with
e éompletion of the'interview. Pétféngg reporting current halluciﬁationé "
B vere en;ouraged to elaborate on their respomses and all Eﬁeétiohg of

;hg Haliqcinatiéﬁ Inventory were cove;edlin an épen—ended manne;. All . -

w patients were cooperative. The patient's participation was then’
requested for a test period of appfoximately'hélf-an‘ﬁour. Again, all

. . v
patients agreed to participate. ‘ )

\ . . -

Normdl subjects were infofmed as to the purpose of the study,

e
[y

ak

-

. « ) ) '
received assurance of anonymity, and were told of the time requirements.

—
B
-
f
.

, They were then asked to complete a quest‘bnﬂiire which assessed the
. \ ¢

Pl

presence of egclusioﬁ criteri&, inclﬁding psychiatric history. All

.

O iann il

suitable normal subjects.agreed to participate. Eol}owing this phase,

the testing procedhfe was- identical for.all four groups. The order ‘ Y,

Instruments).

- W

N <
- .
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, @ ‘
, they were asked to repeat the instructions in their own words.

[ ' |

The randomized order was identicdl across the groups (see:Appendix

Jest 1: One-minute time estimation,

<

" Each Subject was instructed to say "stop" when he or _she thought

that one minute had elapsed after the signal '"go'"'was given by the

experimenter. To be cé%%ain that all. Subjects understood the procedure
K
he

Y

l?

investigator startqﬂ a stopwatch simultaneously with the "go" signal.

When the Subject indicated that one minute had gone by, timing was

'immediately terminated and the number of seconds registeréd on the

) »
stopwatch was recorded.
N

Test 2: Picture Complefion.

The procedure outlined in the Revised Beta Examination manual

(Kellogg & Morton, 1957) was followed. Once was clear that tﬁe

subjects understood the task to be performéd, theﬁ&were told to
t ’ "y s

commence and to work as quickly as they could. The experimenter

‘ v I

{
'started timing for Zi minutes after which the test sheet was removed.

. - o ’
‘Subjects were told: "Describe everything that you can see on this

o A

Error-Recoggition.'

P
A

Test 3:

. The above procedure as described in the Revised Beta Exemination
manual was followed; each 5ubject was allowed thre€'minutes to

complete the task. .
Test 4: Pseudo-Isochromatic Plates. . ’ %

The four‘ﬁIaEes,ﬁere pragented 6ne by one in the following

ordetr: plate.showing number 86; number 56 ; number 25; end number 12,
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_ and reformulated for the Subject every-question which had el;téited a

. s -
retain the answer. -

- . '\9

4 .

S
card". ‘.Every, answe/was record,e'd, and each card was displayed until
: g ' ) \ - o
the Subject nytifie@ the experimenter that that was all he or she

i

could Seee, ; ? - '
E

As noted earliér, the order of presentation of the four tests varied

-

within groups, but was constant betwéen groups. To assess for reminis-

5

cence effect, the PC and ER tests were readministered to each Subject

e

4

within the assigned order of tests for ;1 given Subject. If the Subjects

N . A '
.askéd questions, they were told that this was being done to assess

By
“

a second time and that they could change their answers

}

their performance

or repeaﬁ thém as they wished. The first administration of PC and ER

Y. > £> : . -
is referred to as "PCI" and "ERI" respectively, .and the second

~

_ admipistration as "PCII" and "ERII".

- b .
the two procegs-réactive self-report scales. Both scales were made .

All Subjects, except‘for the CN group,. were asked to complete

’

@vailable to the Subject at the same time, and the order of their
- \ «t
completion was dictated by Subject preference. Subjects were asked to

@
+

B - . N
answer every question and were again reassured as to the privacy and

anonymity of their answepq&. They were ‘also’ encouraged to seek ¢

clarification if tHey did not understand items. Since some of the'\x ’

LY - Y
‘luestions in both &cales are formulated in double-negatives, the

v - \

experimenter checkedifpr inconsistiencief in the Subject's responses \

dubious response.. The Subject was then left free to chan‘ge or to

=

The Wide-Range Vocabulary test comprised the final segment of the
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session. S{ijects were instructed to go" as far as'they'cOu.ld‘, that

-

oot the words got more an;%\e difficult, «and that t'hey‘ vere not expected
_ to know the meanings of all of the words. ﬁvery Subject agreed t;‘a

/ i . T . : . o
perform this test. At the“’e&d of the session, the experimenter offered

s

- . : 'to disclose and discuss test results with the Subject. Most Subjects:’ ™ ,
N availed themselves of this opportunity. &= , .
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~ Hallucinatory-nonhallucinatory group’ classification B}

‘Pseudo Isochromatic Plates. .

[ "~

As.may be seen in Table 4, there were reldatively few brrors and

.

no inter-group differences.on this' test. Most_of the errors consisted

-~

. . - . M T, v
jn seeing an-.incorrect number rather than no number; in plate one,

86 was mistaken for 88, and in plate two, 56 was mistaken for 66.

One patient, in the HS gfoup, missed seeing the numbers Imbedded in

the first three plates.., After he correctly identified "12" in the

[}

last plate, he was once more presentff\iﬁh the first.three plates,

:gnd correctly recognized each of the embedded numbers. However,
-

following Bemporad's procedure, this ‘Subject .is considered to have -

Y

failed on these items. T -

kY

Time estimation. ‘ ‘ : . g

As can be observe& in Table 5, and in Figdre 1, time 'e«s,t:imat:{onl .

’ AR

-@Tcited significant variance differences between the groups. The
Jstandard, deviations of the two schizophreni® groups were more than
N : .

twice that of the CN gi:oup and the standard. deviation ‘of the CP group”
: ¥ : v

- RN

was midway between them. It qa’n also be noted that the scores of
the CN grouy appealnormally distributed, whereas this is hot the

. , . VAR .
case for the other grdups. . -

heterogeneity inn’variance, 2 logarithmic
LI %

transformation of stores was computed a\nd the results subjected to a

"In order to reduce the

; , s , 8
one-way analysis of variance. The main effect of-groups was not

- p 3 N ‘ ’ !

e

)

< ’

. 4/‘
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Number of correct responses, to the . Pseudo Isochromatic Plates

giﬁgﬁ by the hallucinat‘ing schizophrenic (HS), the nonhallﬁ'cinati_n}

(CP), and- the normal control (QN) groups.

GROUPS

o

0
Plate 1 "Pla;e 2

n0. 86

’

1

ot

14

14

14,

no, 56

14
© 13
12

14

. «

p

schizophrenic (NHS), the non-schizophrenic psychiatric control

35

A »
ALY
Plate 3 Plate"& . Total
.. correét
) responses
. no. 25 no. 12
" 14 - 15 51
15 15 . 57
15 15 « 56
15 15 58
— ] - Q .
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Py
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.o " TABLE'> T
® . ‘¢ / -
& .
. . o Y
"/' Mean number of seconds estimated, and ANOVA source table of the
[ By " " s . | ’
. 5 . )
/ " time estimation task for the halluclnating schizo;)hrenic (as), the
» nonhallucinating schizophrenic (NHS), the non-schigo renic control '
Doow R . & - .
[ o (CP), and the |ormal control (CN) gr‘oups.
o ’ .
. (4
T .o. L . & - \ ’
AR l Groups : M P " .SD . ‘
‘ \- v . I ) SRR . . . . N . o -, .
s D 40,27 S a2 e L : o
NHS . . | 45.23 7 20.01
T e e . 39.20 1592
CN : L4320 - 9,61 ‘ o
o> ’ ’ ' ~
. R 8 \/ v i
SN
. . ANOVA Source Table of the Log. Transformed Scores .
,, | /- . - A '
N . - . -2 R , ’ .
ceL Source daf ss M __F. Prob.
. Between groups . 3 0.4256  0.1419  0.662 s
: . S L ' -
' . Within groups 56 12,0038 . 0.2144 |/
. R ' e ' )/ . ‘ ) o ) ‘ ‘ . o\ .
1} ’ - ~ | )
[ T . ' ) \.
~ . -
a - i _ A o )
;o ) ) i
_ . . - ; .
o
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¥

significant, F (3,56) =O.66:’2; P < .59. The varianl:es of both the

original data, and of the log. .transformed data, as analysed by the
; - &
Bartlett-Box technique, were found to be significantly heterogeneous,

AY

(original data: F = 3.065, p < .03; transformed data: F = 4.035, p <
~So3). )

Picture completion.

+

There was no significant diffefe’nce in performance between the -

four groups on  PCI and PCII as assessed by a two-way ar‘ialysis of ,

N

variance. However, as may be noted in Table &, there was an overall
significant improvement .in scores on PCII, F (1,56) = 68.79, p < .001, »

indicating a pracziée effect for each grE)up. .

¢ Erro.r recognition.
A significant improvement in scores was again observed on ERII \
for all groups, F (1,56) =58.54, p <..0l. Thé main effect.of groups -
' . . . % . NN ‘~,\\
was significant, F (3,56) = 8.91, p < .0l. .A Newman-Keuls range) test N
. . ¥ ) :K o~
indicated that both the HS and NHS groups scored significamfly less than
the CN group (R < .01) and the CP group (p < .05). The CP group also
scored signifiéantly less than the CN group (p < .05). These group

differences in test performance occurred on both ERI and ERII (see

"Ihblg 7).

* v .~
. r

Process-reactive group comparisons.

On the basis of their JR sg&{res, 22 patients, regafdleés of
di’agriosi‘s, were assigned to the ptocess'category. Ten came from the

HS group, six from the NHS group and six ftom the CP group. ‘The

Y
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Mean number of correct responses on Picture Completion, first (PCI)

and second (PCII) administrations, and ANOVA sourée table of mean -

f

PCI and PCII for the hallucinating schizophrenic (HS), the nonhalluc-
_1nating s%hizophrenic (NHS), the‘non-schizophféglc psthiatric control

{(CP), and the nprmal contrel (CN) groups. .

Grougs
Hs

\
NHS

Cp

CN —

" ANOVA Source Tabl

7

PCI
M
12.20
12.73 -
© 1440

14.80

TABLE 6

e of PCI and PCII Scores

Source
Groups
‘Error

Treatments -

Interaction

‘* Error .

)

af " 88
3 109.158
56 827.667
1" . 95.408
3 3.425
56 77.667

MS

36.386

14.780

95.408

1.142 -

1.387

@

2.4619
[ . . o

68.7923

0.8232-

Prob.

ns

’
P

’

ng

p <.01
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) TABLE 7

‘Mean number of correct responses on E?i&fykécagnition, first (ERI)
: - . _
and second (ERII) administrations, and“ANOVA source table of mean

ERI and ERII for the hallucinating schizop‘hrenicx (HS), the nonﬁg«lluc—

—

'inating schizophrenic (NHIS), the non-schizophrenic psychiatric

4 —

control '(CP), and t}.\e normal control (Cl;l) groups. -
%
4 — B v
A~ K  ERIL .
. Groups . sD X so
HS - “ ~ 8.20 " 2.86 10.20 . 3.45 .
'_ﬁnér\ | 8.7{‘ '3.67 i 10.53 4.10
T 3.67 12.93  ° 3.24
N~ - ©13.93 . 2.66  15.07  2.22
. : : s o » Y )

¢

ANOVA Soufce Table 'of ERI and ERII Scores

-+, Source ) . df SS . MS . - F Prob.

Groups S 3 r 537.40 179.13 | 8.9055 p < .01
Error h 56 1126:.27 T 20.\11’ - . v
Treatments T 86.70 © 86.70 . 58.543% p < .01
 Interaction 3 3.37 1.2 0.7578 . "“ ns
% Error 56 ° 82.93 1,48 |

! ~ L b
«

T L K S TR
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-reactive group, as classified by the UG scale, was signi

], E
J -

remaining 23 pétients'— JR scores ‘placed them in the reactive group.

*

On (the basis of their UG scores, 21 patients were assigned to the

o,

- (&)
process group, nine of whom were in the HS group, seven in th \N\H'S*‘\ ¢
. o .

‘group and five in the CP group. Since one patient in the HS group

and "two in the NHé, group scored the borderline 12 on the scale{ their

test data u‘rere not included in this analysis. The remaining 21 patiénts'

UG scores were in the reactive range., The relationship between the

two scales, as measured by the Spearman rho, was

tho = .61, t (43) =5.029, p <~.001.

N

older than the process group, t (40) = 2,38, p < ,02. There w

no other significant differences. ',,,)
[ [ I

Pseudo Isochromatic Plates. -

The _gpe patient in the HS group who did not see the embedded
numbers on the first presentatiop of the three first plates, scored

process on both scales. Two of the patients in the NHS gtroup who a
¢ 1 ’ .
misread some embedded numbers scored reactive on both scales, and one

» »

scored process, again on both scales. There was, consequently, no

differer\lce in performance between the process and reactive groups

*

on this test. ' 3 )

Time estimation. ) S
N ‘9 -

There were no significant diffef'éncesg between process and reactive

groups on the time estimation measure as analysed by t-tests, for both .
} o

< ®
.

-k
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,control group. "

41°

the JR scale method of classificatlon t (43) “‘0 55, FC} .59, ‘and

the UG gcale method t (40) 0.22, p < .84.

Picture qgmpletlon and error reeggnltiom& . ). v~

Both proceSs and reactive groups‘improved 51gn1ficantly on the
second admlnrstratioQ-of PC and of ER. This was true for tﬁe JR scale
method of clasgification og PC, F (1,43) =56.098, p < .001, and on
éR,.E_(l;43) ==49.689, P < ?bOl.' The.UG §cale method of claséification

yielded similar results on PC, E_(l,éO)‘==42.563, p < .001, anq\on ER,

F (1,40) ='=l;3.364,*2_< .001.® No other significant effects were found.

'
o

’ . : \ 3
As//ge proce;s #0d reactive scales have mainly been used to classify

schizophrenics and not other psychiatric diagnostlc groups, the data

vere reanalysed classifying the Subjects into process schizophtenics;
. ' - -, ¢ .
reactive chizophfenics; process psychiatric controls, and reactive
\ ' . ' . n~
psychiatric controls, comparing each of these groyps and the ndrmal

Time estimation. , BN »

Thé means of.the groups %ére logarythmically transformed to control;

for*heterogeneity of, variances, and subjectedﬁto an analysis of.variance

»

for each scale. No significant differences among the five groups
emerged from the analyses. However, the variances were again found to
be significantly different, as demonstrated by the Bartlett-Box test;

1w

JR scale: F (4.55) >%.389, p < .004; UG scale: F (4.52) = 3.122, p <

N T T A e P pro :
MHE &W g i e . T, s - o
- ") T AT ’:3 P X A e 'h‘)év»&kﬁ‘ﬂv .~..!-.-!q oW
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. . Picture ‘completion. . <}'
N ’:\ ¢ ' “ - N
There were no significant differences between the group means,

~

on the picture completion test, when coipared by means of analysis

of variaﬁce, JR scalé: F (4,55) = 2.405, p < .07 .(see Table 8);
. ) :

UG scale: F (4,52) =*1,552, p, < .21 (see Table 10). There was

_a significant improvéﬁenc on PC for all groups as Ytlassified by the
JR scale, F (1,55) = 59,95, p < .001, and'by the'UG scale, F (&,52) =
¢ l 70.70, p < .001, indiéatihg a practice effect for each érOup.

Error recognition, ., . - -

- Comparison‘of‘grpup means by analysis of vati;nce indicated a -
significant differgpce between groups on the ER task; JR scale:
( F (4,55) :=‘7.604, p < 001 (see ¥g£le 9); YG scale: F (4,52) = 5.706,
B.; .p02 (gee Table 11). Tﬂé Newman-Keuls test showed that on group
S cléSsificationnﬁsing either scalez the process and reactive schizo-

Y AN . . 6” s '

: phrénic groups scored gignifiaantly less than the normal growp (p < .05);
on the JR sééle classification ;nly,_the process schizophren;c group
scored significantly less than the process psychiafric control group

v on ERI (p ¢ .05) but not on‘ER}I. A reminiscence effect was also
observed for all gfoups on‘ER as classified by the JR scale,‘g (1,55) =
' +56.35, p'< .001, and by the UG scale, F (1,52) = 50.766, p < .001.
- T Pearson productZmoment correlation coefficients were calculated to
dgte¥mine the relationship betweenhlength of hospitalizatién and*perfofmf
ance on time estimation, PC ;qd,ER tests, and between medication intake

_and the same three variables. None of the correlations reacheﬁ

significance.

PP Tttt et e~y
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TABLE 8

o

Mean number of correct responses on Picture Completion, fi

LS

43

d
rst (PCI)

-

- and secéqd (PCII) administrations, and ANOVA squrce table of mean

PCI and PCII forfther process schizophrenic group (SP), the reactive

schizophrenic group (SR), the pfocesé psychiatric control group (CPP),

<

JR scale, and the normal control gro «@N)'

. PCII
Growps N O S T |
sP 16 11.63 2.63  14.06 3.28
" SR 14 - 13.43 -2.62 15.07 2,40
cep .6 14.33 2.73 16.50 - 2.43
CPR 9 - _14.44‘ 4210 15.22 3.07
cN s 14.80 2.73 16.4Y © 2,07
, ANOVA Source Table of PCI and PCILS{:ores; .
Source ° gE 'ss M F Prob.-
Groups 4 13948 34.87  2.41 ns ,
. Error 55 797.35 .14.50
Treatments 1 78.96 - 78.96 . 59.95 p < .00
Integaction | : 4 8.6}5 "2.16 . 1‘6l4' ns;
Error '

Ed

“ -

PCI ~

the reactive psthiatric control group '(C'PR), as classified by the
¥ N )
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TABLE 9! ' \ .

\ 3 . N .
Mean number o>\c§rreiy responses on Error Recognifion, first (ERI)

.éndfseqahd (ERII) adminisfrations, and ANOVA source table of mean

s .

\ ‘ . - e
_ERT and ERI] for the process schizophrenic group (SP), the reactive -

schizophrenic group (SR), the process psychiatric control group (CfP),
the reactive psychiatric centrol group (CPR), as classified by the '

JR scale, and the normal control group (CN).

-

.
| ERY) ERII
Groups N’ ‘M SR sD . M SD
s’ 16 7.50 3.20 9.69 3.48 .
w14 9.57 3'.03.. 11.14 3.98 .
P . 6 M.00  2.76  13.50 2.95
“cR .9 11,11 - 4.3 12.56 3.5 . o
cN 15 13.93 2.66 15.07" 222 L .
‘r« L - Ll L : ) . _ ~ - . ’
’ANOVA Source Table of ERI aﬁd ERII scores
! : >
‘Sousce _oaf ss s E . Prob.
Groups.- . 4 582.28  145.57 7.40 p < .001 ]
Error 55 . 1081.39  19.66 - o
. Treatments " 1 81.61 81.61 '56.‘35 p < .001 ‘
In;e;action 4 ‘ 6.64 1:66 1.15 . . ns
. Error . 55" 79,66 1




- TABLE 10 L,

N

Mean number of correct responses on Plcture Completion,
\

45

first (PCI)

~and second (PCfi) administrations, and ANOVA sourée table of mean

"

PCI and PCIL for the process schizophrenic group (SP), the reactive

by the

schizophrenic group (SR), thé'process psychiatric control Zioup (cPP),

the reactive psychiatric control group (CPR), as classifie

UG scale, and the nermal control group (CN)..

PCI .

| P
Growps’ N n ) n -
sp .16 12.88 é.zé 14.88  3.40
SR 11 12.27. 224 © 14.18 2.56 ;
cp 5 13,80 __}.qs 15.80 . 2.49
cPR 10 146,70 4.1 £15.70  3.09
CN 15 14.80  2.73 16.47  2.07. _
-, AT
ANOVA Source Table of PCT and PCII scores
Source " ss Ms F . Prob.
' Groups -+ ~ 4 97.30  24.32 1.55 ns. ’
CError 52 815.12 15.68
Treatmengs ' 1 70.70 70.70 ‘49.60_ . p < .001
Interaction 4 3.63 | 0.91 | 0.64 o ns )
Error 52 . ;4.12" i.&B )
. L .
i - o
’ ﬁ N
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@ . , TABLE 11 ‘

© "Mean number of correct responses' on Error Recognition, first (ERI)
and second (ERII) administrations, and AI}IOV'A source table of mean |
ERI and ERII for the process scﬁizc_;,phr_enic groﬁi) (SP), the reactive

schizophrenic group (SR), the pracess ps'ychiatric control group (CPP),

the reactive psychiatric control group (CPR), as “classified by the

-

PPy

e

-

B s T S

UG scale, and the normal control group {(CN)

g
’ &
. ERI ] ERIT ~ -
Groups N M ., s K 5D
s 16 _y 850 2.94;" 10.44 3.18
"6R 117 882 3l 10.55 , 4.89
cep 5 11.00  3.08 13.40 - 2.61°
" cPR b 10 11,10 4,09 - 12,70  3.62
"CN ‘15 13.93\2.6’6 15.07 2,22
P ’ - -
\ \ -

ANOVA Source Taple of ERI and ERII scores

Source ar’ s . .M Prob. '
Groups 4 482.87 120,72 5.71 p < .002
Error 52 1100.14 21.16 | . -
Treatments 1 74.42 42 5077 p < .001.
Interaction 4 4.1 - °1.03 0.0 - us
Error 52 7 . 76.23 1.47-

~

&
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"’specific modalities.

. \ﬁi
*
| p /
. _"A . /}/
P
’ ) I :
"Hallucination Invéntéry ‘ B N . ‘ '

The "detailed results of .the Invenfori are reported in AppendixVIX.

The mean duration of hallucinations, in months, since their first
a . \ N

appearqncqsﬁas 56, with a rsnge of two months to 20 years.

A

One patient

séarted having hallucinations after.a period of unusual hard work and

~

another while in jail. All other 13 patients céuld not 1isolate any

3

precipitating event or unusual circumstances surrounding the original

t

occurrence of ‘hallucinations.

LN
\ . .t ’ "~

Auditoryahallucinations were present in all hallucinating patients

followed by visual (67%), olfactory (47%), tactile (33%), an
. e ~ .

d gustato
‘Half of the visual hallucinators also had experiengkd.hall ¢in-
. N :

(137).

. ( . ]
ations in other sense m%dalities. There was, however, no ev%&en e of »

fixed patterns or a930cistions between hallucinstionS“in any. tw
) ’ AN 2 .
The auditory hallucinations of all patients

~—
T . . Y

Only five patients reported that oh rare

\

* consisted mainly of voices.

and isolated occasions they had heard music or ill-defined sounds.

)

s , |
-

|

e

For 13 of the 15 hallucinating patients, voices were heard particularl

« 4n the‘preéence of background noise of low intensity such as noise

¥

éoming from radidtors, air conditioners, motors, radios, etc.
.Visual hallucinations were seen clearly, were cqloured and active
4 -
as in nermal life and were not distorted with.respect/gﬁ size, shape

or form. fﬁe mqsg comonly hallucinated objects were people~which had
been seen by\sll yisual hallucinators. Animals were also reported by
three and flashes of light by five.
and gustatory types were usually real,.s;ec

d”recognizable and

é'v' z"'#’-?ale'f

o

Hallucinations of tactile, ‘olfactory
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by all patients, and all but-three heard m&?e than one voice. Every

i patienﬁ reported that voices talked dirgFtly to them and tried to
" ! i N N : w {
influence their actions often suggesting violence or suicide. 1In

every case, hallucinated voices were experienced as real and produced
L3 ¢ :

by tangible out$ide sources. Visual halluginations were a daily

)

occurrence in oniy‘Tive out of 10 patients. These daily visions wer

B

usually related to the voices, 1In all other cases hallucinations in

modalities other than the auditory were iﬁfrequené} reported to have

-~

occurred with distinct chronological boundaries and were yarely

"assoclated with the simultaneous occurrence of.multible types of
. B . '

hallucinations. .
ﬁ\\\ . Nine of ‘the patients reported absolufely no control over fhe
q .

”

- voices they heard whereas six were sometimes capable of ﬂecreasing

_ their intensity. There was no relationship between relative control

and diagnosis. Control over visual hallucinations was reported by four
patienés and was usually achieved by eye closure. The remaining‘six

patients could in no way influence their visual hallucinations. The

' ) R : X

infrequency of the other hallucinatory types did not permit patients
S 4

to judge their degree of control over their ocgurrence. Generally,
v In rare exceptionms, hallucinatibns were experienced as enjoyable,

“

notably when they were musical or generously sexual. [ .-

Y

\ . . ot
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‘paé;;hts found their H&llucinatibns unpleasant and often ffighﬁening. h
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. DISCUSSION - o A

v

-*  The main phrpose of the present study was to investigate the’

-

~t

/ L
‘effeq& of hallucinations on perceptual and cognitive tasks. No

-‘difference was found between the HS and the NHS groups on.any of the

a ‘ . i\ ~

. measures used.‘\b . , C e

The clagsification of the schizophrenic group into proces% and

reactive patients did not prove more useful in'diétiiminating between
PO ) . . 5‘;,‘

subjects than the‘hallucinating-nonhéllucinating subdivision. Again,

e there was no difference found on any of the measures. used, between

T
<

. . . C . n \
process amd reactive schizophrenics, : . (;
. . * £

Although the UG scale correlated significantly with the JR scale,
- the correlation accounted for only<4OZ of the variance. Examination

of the content of each scale reveals major differences between then.

5 -

The items of the UG scale probe for purely factual information such

-

as marital status, ed&cation level, and work histbry. The ' JR scale,

4

on the other hand, contains many Juestions reéhrding the qualitative
. fs [

- - 4

. . .
and affective aspects of the subjgpg's life, e.g. happiness in

S

s . marriage, preference for.solitude,tfeeling of being liked by others.

Moreover, the JR scale contains four questions concerning the 3 ' ;,
patient's past sexudl behaviour whereas the UG scale does not even, .

mention the subject. In view of the fact that both scales claim to® %
- AN . . i }-\
be measures of outcome, and that outcome has be3p shown to be related .

- . v

more to .the degree and quality of heterosexual relationship than to
a oy : \ . , L

o . o ' . .
marriage per se, it is surprising to find no items pertaining to (\ -
- o . M . R . .
these content areas in the UG ‘stale. It is evenjdore surprising to N ?

~ *

o \ : ~, \'.~7\

prge, b
-
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. a process-reactive self—reporf~invéhtory (Bellissimo‘& Steffy, 1975;. .y

. Kilburg & Siegel, 1973; Watson, 1976) ., Although the JR scgle-éppears,

. measures appears appropriate at .this point. . . B

. ¢ N '
- . _— , 50 '
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¥

note that more.researqﬁErs use the UG scale than the JR scale as

\

s

H

moke discrimidating than the UG scale, the fact that neither elicited
‘differences bgtween the‘procesé‘and the reactive schigophreniéé T

supports the{position that such’ methods of classification are of

;litgle value fhr reducing the heterogeneity of schizophrenic populations

(Allon, 1972; Veiii%uk, Note 3).

Except for a significant difference in mean scores on the error

reFognition task and in intersubject variance on time estimation, no
; , v .

.. -

difference wasiobserved on any of the remaiming three measures between
the,;chizophnenics aé a group and the pwézcontrol groupg. The paﬁcity
of gignificant differenees between ali groups pf;cludes any conqiusiéns
concerning the effect of hallucinations on ps&chologica} deficit in.
schizophrenia. If, in fact, the éresence of‘hallﬁzinations has positive
ot.négative effects on the perceptual and cognitive procésses’of
;ehiéophrenic:subjects, Fhe depende;t measures selected éor"use\in‘ : C o

this stu&y were ynable to elicit them. An examination of these

Pseudo-Isochromitic Plates. (PIP)

It will be recalled that this test was chosen specificallﬁ'

il [y

because it had proved to be such a highly discriminating measure P

betweén schizophrenic and éoqgﬁﬁ%,groups. It is relevant té

+ ¥ ®

summarize the .results of Bemporad's original study, which, according

‘ . D )
. .
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1

. to the author (Note 4) was never replicated. Bemporad tested three

' grodps of schizophrenics, acute,‘chronic, and recovered, and one

.

© control group composed of.non—schizophrenic psychiatric patients and

- o 7 "
. the probable cause of such inconsistencies. ™
[ — i
< -
- . - 3 . , : o .
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.3qpporad's findings adds to the alrkady lengthy list of contradictions

- N

orgahic.patieﬁts. Most of the Subjects in all -the groups identified
khevlast<humber correctly thch, as mentioned earlier, is very cleatly‘(
oautlined. Excluding this fé;rth card, the mean ;umber‘of correct
responseé (for a‘possible total scoéL oﬁ 3) on the other cards for his
thrée schizophred&p groups combined and for the control group was 0.6
and 2.95 respectivelf. Such differences do not need statistical
treatment to'demonstrate their significance. ,

Why such discreéancy between the abéye findings and those of‘th)2?’
presengwstudy? Sampling and Freat@ent‘factofs do n;t appear to account
for this large difference; both sampie; included short-term' and long- ®
term patients, soﬁe‘of.whom weré severely disturbed, and most patients
in ‘both samples-were receiving neurolepﬁic medication (Bemporad, Note 4).
élthougb control for colour slindness‘éppeared inadequate’ (Krill, 1977)
and may explain part of the gﬂserved discrepandy between the two gtudies,

|

it is unlikely to account for most of it. The fact that five out of

60 schizophrenic patients in Bemporad's study failed to recognize the

number cleaily outlined in card no. 4 suggests that other factors

e

.such as motivation, experimenter bias, degree and ,ease of communication,

and experimenter-subject interactions were also at play. The main
Ny .

point remains that the failure of the present study to replicate

. .
in the deficit literature without shedding any further light as to

J
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Error recognition (ER) and Picture completion (PC) . ‘)* v
tioned earlier, thelonly significant.mean difference observed
between the groups-.was on the ER test. The fact that o difference
was found: between the groups on the PC test suggests that although
S both t;éts.measure visﬁal discrimination of familiar objeFts (Wechsler,
- 195§9'their structural difference is of importance in affecting results.
Tgé two tests vary on the number of individuai pictures contained

/

in each i?ém, ER presenting four and fcxone. This would tend to make
( ‘ . N

. A . & N {

the fqrméf a more complex test in that it contains more information
to be processed. This fgctor is taken into account in the formal.
procedure of the test administration in that Subjects.are allqtted
half a minute more timé foi\?#,than for PC (Kellogg & Moftoﬁ;‘l957)/
. /
The longer fime period seems suffic;enx for the normal group to- adapt

to the greater demands of the test since they obtained comparable

- N ' +

scores on both measures. It appears, however, that for Eheepatient
population, the increased complexity of ER could not be adequately
overcome by additional time. -

The fact that schizophrenics show deterioration in their perform-

ance with increased, task complexity has often been reported (Buss & Lang, ~

1965; Hemsley, 1977; Hirt, Cuttler «& Genshaft, 1977; Zimet & Fishman,
- T

1970; Yates, -1966). The deteriorgtio; is even moreﬁ;mzked when the

stimuli have affective connotations for the patient (Buss & la
s ‘ . :

1965; Deering, 1963). It is difficult to assess thg affective impact

of the ER test, Howev;r, several picturés which port;ay arms, cupting , J

P N
tools, a baby in 1ts mother's arms and another baby alone in a wooden
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tug drifting at sea may have élicited disruptive emotional responses . ‘ ,
in some Subjects, Most of the pictires .of PC appear fo be affectively

neutral except for two whicﬂ depict a gun and a pocket;knifeu However,

assuming that the affective impaedt of both tests is siﬁilar, the

lesssf amount of informati;n contained in PC would still result in .

a aecreasing number of possible alternative responses.(Anderson, 1975), -

and' consequently would reduce the probability of erroneous answe{s.

~/ .
This interpretation’ is supported by the fact that althouéh the four

/\—-

stimuli in ‘each ‘item on ER are t designed to be interrelated, six
schizophrenic Subjects, én theizz

sis of their verbalizations, appé red , ) .
to ipterpret them in this manAér, particularly those items which -

portrayed people,

This asqymption often resulted in incorrect

responses, «
pon: » oA

Even if the above mentioned variables contributed to the gbserved

difference in,peaformance bet®een ER and PC, the major. contributing

»

facto bably resided in the validity'of ER as a measure. .The ER-

test/of thd Revised Beta Examination has often been criticized on the |

.

ground that At does not in fact measure what it purports to measure,

¥
.

what is appropriate in familiar situations' (Schwartzman
P v -

e.g. ''grasp o

et al, 1962).

depiction of unfamiliaf objects and its questiqn

(Drake, 1949; Porteus, 1941).

The opjections raised pertain to dits ambiguity, its

f.‘

able "right' ‘answers
3 '/ s “

\» .

more a reflection of cultural consensus than of objective, tlearly

‘identifiable errors.

Many of the "right'" answers seem to be

i

Porteus (1941) has stated that some items "are

- ] ) .
so.unintelligible that thﬁ? might qualify as tests of imagipation, but
N x é

Iy

2

~




. of nothing else". 1In this coﬁtext, it would be similar to a projective

. s, >
test in which accuracy is defined by a norm rqﬁher than an objective

right or wrong answer, The ER test then appears to measure degree of

concordance with the norm. Any observed differences would reflect

. s ¢
deViance in cognitive interpretation rather than a.primary perceptual
- e

Ay - 7

deficit.

3

It is tautological to say that a population grouped‘op the basis

of behaviour disorders which are characterized by deviatfbndgrom the

norm should deviate from the norm in their intg;pretative responses

(Bindra, 1959). Thé‘scores of normal individuals will, by aefinition,

tend to fall within the range of normalcy whereas those of ab-normal
individuals will be limited only by the possibilitie® of tﬁe task

itself. -If ER really constitutes a tebt of imégin?tion, it is n;t
surprising that the psyﬁiSatric samples were less sudcessful than the
normal group in the present study. Moréover, as schizophreﬁic patients
ére considered more debiaqé than non—scﬁiiophpenié psychiatric ﬁatients
(Freedman et al, 1972), their Qnterpretaﬁigg;gf the test should have been
more vignt‘fhan that of th§ latter group. This is, indeed, what was
"observed. \The psychiatric cbntrél group perf;rme& ‘significantly ' .

T -

"worse" than the normdl group but significantly "better" than the

schizopﬁﬂbnic group. In other words, their judgméht was closer to that

of ‘the normal Subjects than was thévcase for the schizophrenies.

becauge the stimuli are unambiguous, provide little opportunity fQT‘

idiogyncratic interpfetation, and dePicc’clearly recognizable mis§hng
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- feat;es. Unlike 4 test of imagination and judgment, it specifically

requires recognition of common objects, ,The similarity in performance
N

between groups on PC is consistent with the findings of Johannsen and

~

Testin (1966) who reported no difference between schizophrenics and a

normals 6n simple visual discrimination tasks and with Broen's (1968)

°

view that ease of didcrimination has an important effect on adequacy

of performance in schizophrenia. -t

.

v If the poorer performance of this particular psychiatr'ic; population”*
- . L
- on ER is.attributable to their degree of general behavioral deviance,"

as opposed to specific perceptual deficit, d6ne would expect that a less
- 5

structured test, which \_permitted a larger range of answers, would ‘elicit
%
hfghly variable performance. The results cbserved on the time estimat- -

. 4
& - .
ion task support this interpretation. /) .

(A

Time estimation . e

The variance of the schiZOphrenic group on the time. estimatién

task was almost five times that of the normal group and twice that of

°

the psychiatric control grOUp It is interesting to note that, once

?gain, the' pgychiatric control group falls between the schizophrenié \”"___

Pt . ! “

and normal groups _The large variabllity of time estimation in the ” /},

schizophrenic group’ is consistent with previous findings (Dobson, 1 54" : !
,J»
Guertin & Rabin, 196‘0 Normington, 1967 Orme, 1962 1966; Rabin, 1958

|
| |
Warm et al, 1?63)'. RN . \

It has been argued that time estimation does not involve perception ;
: - 80 much as judgment (Bindra & Waksberg, «1956§ Dobson, '1‘354; Gillilanc_],

Hofeld & Eckstrand, 1946; Woodrow, 1951). The concept of time is

| . &

. s s sttt o vt
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according to Oberndor £ (1941), without purpose, the"value of time

N

.

culturally acquired and varies from culture to, lulture (Batnouw, 1973;

Carroll, 1956; Yaker & Franzblau, 1970). Alt?pugh the exact cues
0 /,‘/
o N
used in time estimation are -as yet unknown, 4 consciousness of "past"

and “'future" is necessary for a fair estimate of clock-time (Cott, 1969;
Yaker & Franzblau, 1970). According to Gilliland et al (1946), the

large variability observed. in the time estimation of mescal and -

5 -
~

marijuana intoxicated individuals (e:stimates are sometimes abnormaily
short .and sometimes abnormally long) is related to the "sho%tening of
the field of consciousness" resulting in a "sort of contemplation of

the present iddtant which lacks a frame of reference" (p. 165). Time

b
t

estimation then becomes distorted when ‘th‘e sense of reality "is disturbed

and it'1s strongly influenced by the préesence or absence of purpose for,.

greatly diminishes.

It has long been recognized that most schfzophrenics suffer from
a.disturbed sense of ;‘eality (Freedman et al,‘ 1972). The lack o;f time-
bognd ‘éqtivities Qn the daily' existence of most hospitalized patients

accentuates the lmportance of subjective mental processes, deviant or’y ¢
- N/

normal. Like the mescal intoxicated individuals,>many psychiatric *\

4 ) N \ /’

patients, and for that matter, many long-term hospitalized organic '

patients, can be thought of as being in a state ofycbntemplation of the

present instant" in which the idea of past and future becomes lost’
N

in a sea of monotony. Depending on the content of theirwinternal

processes at the time of testing, time could seem very short-or very

long, or even irrelevant. In this sense, their reported time estimates.

A

. ey - ¢ mgreeg—— e - R
s dw Tt e e . - . .
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could be random, or the consequence of .altered judgment but whatever

the specific underlying factor, the overall results would be large

variations betweén and probabiy within Subjects when tested at various

intervals. This variation would not neceésarily be an effect of their -

o "disorder! but of their living conditions.

3
, /The results of the experimental aspect of the present study
R . . - .
indicated that on tests which reflect subjective judgment, psythiatric

patlents, particularly those diagnosed schizophrenic, exhibit greater
intrh-group‘varidtions than a normal @opulation. There is, however,
_ ; H )
' . @
no basis for interpreting variability as synonymous with deficit.

Similarly, as will be discussed presently, there is no empirical

evidence justifying the common association between tepq;tg of hallucin-

dtions and a diagnosis of schizophreria. The hallueinatory-e*perience4

reported by hallucinating schizophrenics in the present study.was
remarkably typical of the phgnomenological literatufe describing

hallucinations in schizophrenia. Most particularly, accounts of the
A L4 Lo AN ! \

* following characteristics were all consistent with previous reports

/

discussed earlier (see introduction)::13 incidence rate'ig specific
. - X

modalities, 2) content, 3) patterns of occurrence over long periods
of time (e.g. months.and'years), 4)‘£he reactibngqof the patients to
;beir,hallucinatipns. In faé;, the hél%ucinatory exberiencés reported
"by the Subjects in the p?esent study are in no way contradictory to

© any other study known to this author, on this particular subjdct:
\ \ N ! } ‘
, -Hence, ‘it seems reasonable to conclude that this épegific group of

~

N .‘ R
patients represents a reliable sample of' hallucinating schizophrenics,

——r
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and ¥hat the present findings offer no new insight nor discrepancy

¢ . ) ’
- with respect to the above featured., This investigation, however, dld'

\ . : )
uncover certain characteristics which have been neglected by most /

- reports concerned with the hallucinations of schizophrenics, and which

m&y‘shed some light on this fntriguing phenomenon.

The most interesting findﬁﬁg emerging from, the Hallucination

o

Inventory data is the synchronous occurrence of auditory hallucinations %1
o Hen .

and low intensity background noise.' As may be recalled, 13 (87%)

Ballucinating schizophrenics reported that their auditory hallucinations’

N

seemed to originate from a noise source like a radiator,*an air condition-

er, airunning motor or a radio., Althougn there have been isolated

.

Jreports of such events mentioned in the writings of schizophrenics (Lang, ;

«

} - ) .
1938; Pfeifer, 41970), the onlyvpublished_study investigating the

effects of backpfound noise on auditory hallucinations in schizophrenia
was conducted *in Russja by Vertogradova and Rubinstein’ (1969). Presenting

‘recerded noises of various kinds at near: threshold levels to 40 verbally

'hallucina;ing!schizophrénics, the authors found that this~particulqr.

kind of environmental stimulation "plays'qn important role ‘in producing

' auditory hallucinations" (Zusne, 1969). This seems to indicate thit

allucinations in séhizophrenia are distorcions of environmental sounds

(o -

%he identity of which would be ambiguous due to, their "low intensity

Tevel n fact, Slade (1972 1974) Lapidus and Schmolling (1975), and

' ]
&est (1975) ‘reported that hallucinations are especially vivid and :
\ ] \ N ‘ .
%?otionally charged when external stimulation is not only reduced but .

so when levels of_arousal are high. THe assumption that a hyperaroused

-

A
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3

‘. state 1s a necessary condition for the distortion of auditory stimulat-

5
.

“{ons is further supported by Sl‘a&e (1972, 1973). He reported that a

f‘ «  slgnificant decrease in auditory hallucinatfons ctorrelated with a
general decrease in "internal arousal and a lowering of external

‘stimulatior. This suggests that low stimulation will serve to enhance

1

the brésence ofy a disturbing symptom only when the Subject is already
in a hyperaroused state. Zahnv, Rosenthal and Lawlor (1968) reported
that in patients characterized by a high'level of arousal, the weaker

" ) , the stimuli, the great”ejr the autonomic responsivii:y. This apparent

N

reversal of the relationship between the magnitude o‘f the effect and

"‘the intensity of excitation is not a new finding; it was observed by

Pavlov (1930) in his experigénts w dogs. . ‘

Patient No. 3 who had been hearing voiées for'ten y‘eafs and who

,

- was the first to volunteer the information that they always originated

'S : from some sourcé of undéfined sound, described their occurrence ad
' ' :
follows: "I know when I'm going to hear voicgs because it-starts with

. o a pressure in my head whic}‘r gets higher and higher. My eyes get

blurred, and I cannot focus. I become very restless and I feel like

my pupils are turning in my head. Then the voices come and all the time

kY

that I hriear them, the 'gressu‘re in my head is very very high”. This

i}
>
i
i
i

clinical descripﬁion does 1ndeed indicate a very high level of ;rousal

in this patient prior to and during‘herf hallucinations. This is consist-

. ent with the report that increased emotional arousal will frequently

[ T T

produce an halluclnatory exacerbation in hallucinating schizophrenics

(Alpert & Silvers, 1970; Cowen, '1970)\
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\__/ " Reports of an qésociqtion between hyberaz;olusal and hallucinations

]

“in normal individua;s point to the universality of this par?cular

pziﬁtern."?erceptual isolation or sensory deprivation (SD) éxperiments

. often indpcg hallucinations in some normal people (Bexton, Heron &
Scott, 1954; Heron, Doane & Scott, 19563 Mendelson, Solomon & Lindemann,

1958; Silverman, Cohen, Bressler & Shmavosian, f962;l‘ Vérnon & McGill, -

«

1957, 1962; Zuckerman, 1970). _Although thes"é'hallucinatioxsa are

A

 usually visual and somesthetic, auditory hallucjnations have also been

- known to occur (Freedman, Grunebaum, .Stare & Greenblatt, 19_6‘2; Shurley,

v

1960, 1962; Silverman et al, 1962). The experience of SD itself has -
often been described-as stressful by the Subjects (Bexton et al, 19543
Heron et al, 1956; Mendelson et al, 1958; Reitman & Cleveland, 1}964;

" o
Silverman et aY, 1962); and anxiety, measured as a psychophysiploggdzél

; state (GSR) was found to be higher ir normal &u{bjeéts who reported

hallllucinatiron.s during SD than i‘n those who di;‘ not (Cohen, Silverman &

Sﬁmavonian, 1962 ?\;;,Zucke‘rman.& i-lopkins, 1966) . Although it was nott;_d

: " in the original e:'c'p'eriment of ngton et al (];95‘1;) that the lplastic

sl}ield ;:Bvering the eyes of the subjects admitted light _but preveht&d

pattern vision, the firs}: sFudy‘ investigating the effect of 1evei of“-'
sti;nulation was ;i'one\ by‘ Vernon and Mcé-f.ll (1957). They fdﬁnd that’
hallucinations.did not occur in conditibns of confinement; allowing \,
for either pattern vision or '{'no light st'imul‘ation gf ;any éor_t"
(Vérnon & McGill, 1952, p. 150)\. ;I'he ‘only coﬁdition which produced

) hallucAinatior'w\ was that of low intensity stimilatiou‘ ‘:hich did not

’ ' LI &

permit pattern or form diserimination.

~ ~

J . [ . A

. L.
MY
> ‘ N .
7 .3 , - . . o
C . 5

<



et
3

R Fid

<
by e,

4

N " L .a N . . 61

i

v

’

. A case report by Goldstein ‘(1976\)‘corroborates the above findings.

The author, an experimental psychologist, experienced hallucinations

typical of those reported by hallucinating schig0phrenics for three days
following a long- period of anxiety and sleeplessness, anticipating a

painful Surgical procedure "Goldstein "saw" his visions reflected on

v

the glossy surface of his room door which opened onto the ward corridar,
or in the semi- darkness of his rqom; his voices were "heard" originat-
ing,from an air-vent adjacent to his room.

Although the effect of level of stimulation during SD on

- "
established hallucinations in schizophrenics has not yet been

investigated, there is evidence to suggest that varying degrees of

‘stimulation have a different influence on such hallucinations. For
A ) — ° ) ' . - .
example, Harris (1959) reported a decrease and even, in some patients,

1 - -t .

-a cegsation of hallucinations while-in'the SD situation, whereas Smith,
r “’

~'l‘hakurd_as and Lawes (1961) observed no change in their number, type

f

- or intensity. .However, fhe two studies differed in important method-

ological aspects. The isolation chamber used by Harris (1959) was

soundproof whereas.the one of Smith et al (1961) had a low level of

"sound pressure". Moreover, in the first study, the Subjects wore

€ «
opaque goggles, while the degree of visual stimulation was not disclo_sed

'

by. the authors of the second study.

&,
r

A1l of the.se reports‘ indicate that h*al'lucinations occurring in the
- \ '
waking state are not simply the effect of a disordered brain, but-

)

.constitute distortions of environmental stimulation occurring under 4

particular autonomic states (Fisher, 1973; Goldstein, 1976). The more

sa
&
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ambiguous the stimuli, and the higher the state of pefreptual-uncertain-
ty and confusion, the more likély the hallucinations (Hartmann, 1975;

- Hebb, 1966). _In this context, it 13 interesting ‘to mote thdt on a

dichotic 1istening bask of well integrated‘ sentences and poorly k

integtated sentences, hailucinating schizophrenics were reliably
‘deficient when compared to normals only on the poorly integrated

e

"“sentences (Alpert, Rubinstein & Kesselman, 1976) . ’I'his, once again,
suggests that _distortions aie not related to the number of stimuli but
to their relative decipherability: Although rea‘ctions to hyperaroused
hs»ta‘tes "will differ from person to person, “4and not everyone with the
same level of arousal (produced by equated dosages of LSD or psilocybin‘
per body weight) will experience hal'lucinationsA (Fisher, 1970, 1972), |
it appears that .the experience of hallucinations necessitates a hyper- )

‘arou?ed state (Fisher, 1972; Hebb, 1966). Hy'pererousa}l is not'to be
confused with overt behavioural hyperteactivity. In fact, one of the
most extreme states of hyporeactivit;;', catatonic stupor, is reported
to occur only under ex1’:remely high levels of arousal as a protective

[

inhibitory mechanism (Fisher, 1972). Writings by schizophrenics

-

(Kaplan, 1964 Pfeifer, 1970) and reports from three\hallucinating

schizophrenics in this study, who recalled periods of catatonia some-‘

" times lasting for up to nine months, give support to this interp?tation. .

'l'he association of hyperarousal with confusing sensory stimulat-
ifon for the production of hallucinations has led authors mnce
possible explanations foxr the higher incidence of hallucinations in

the auditory modality than in other sende modalities in schizophrenia.
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According to Feinberg (1962)</::§%ronmental auditéry stimulation is more
fleeting and transitory than visual stimulation where prolonged

' exposure to the same stimuli is common. As the auditory background

1s less structured, it is therefore more ambiguous and opeﬁ to mis—_

o

interpretation and reconstruction, If hallucinations in schizophrenia
are to Pe considered secondat§ to the disorder and subject t6 the same .
" laws as hallucinations in normal individuals (Bertalanffy, 1966;
OFi‘sﬁer, 1970, 1972, 1975; Forrer,$970; Harris, 1970; Schilder, 1933;
Segal, 19;0; Smith), 1935) it follows that normal halluéina?ors should ‘ .
. also be more prone go auditory than te visual hallucinations. This ‘ .
1§ rare;y the case, However, if has been reportéd that §isﬁal
experiences characterize the incipient stages of schizophfenia and are . "
similar'to those induced.by LSD and mescaline; auditor? hallucinations
apparently only become prevalent after the hallucinatory process'has
lasted for some weeks qr months (Weil—Malherbe,-196%). Moreover,
LSmall et gl (1966) found that in many hallucinators, the hallucinations
, eXisted’for a "long time" prio£‘to psycﬁbtiﬁ breakdoénﬂ Investigation
of the early étageg of psychosis is very diffigult becauée most
psychotics come t; the attention of clinicians;-and consequently of
'reseafcheré, only when their cbping mechanigms, or those of their
guarni;ns or friends, have failed. According to Fisher (1972), it 'is

“ “
the chronicity of the schizophrenic process, as contrasted with the

acuteness of the drug-induced state, which may account for the differen- .-

£y
3

ces between auditory-and visual hallucinations. ) 8 consistent

with the previously mentioned finding tiat auditory hal}jucinations are '

: . ' : )
. -, . . . D
« . v "
1 .
. . .
- ‘
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the most txgieal iri chronic abuse of certain drugs (Fisher, 1922£

Harrison, 1974; Lévin, 1960; Smith, 1935; Victor & Hope, 1963).
/

The persistence of the schizophrenics' hallucinations over time
b

may also contribute to the widely divergent interpretations elaborated

by hallutinating schizophrenics as compared to hallucinating normals.

¢

It is one.thing to hear onebs hame called once in a while .and realize

that nobody was there to utter it, it is another to be "invaded" by
~e ¢ N ’ ’ Iy

volces for days and weeks on end without any apparent explanatory cause

, or control over‘théir occurrence. There have, however, been reports

r u

of recurring voices and vistons in normals (Fisher, 1972 Gordon, 1941)
¢

: which\did not lead to psychotic breakdown. These persons used them

,
v

creatively or simply learned to live with“them‘ Visual hallucinations

»

‘were” apparently common in the lives of people liké Luther, Pascal and ,
4 ‘.

‘Goethe, and auditory hallucinations pursued others like Joan of Arc,

.

w1111am:Blake,‘Descartes and Schumann, to name but a few (Medlicott,

' 1958). According to Menninger (1949) 10 per cent of students in one

of Ris classes claimed to have experienced hallucinations on more than‘

;mﬁ€3occasion. Fisher (1975) has pointed out that the interpretation

.,

given to hallucinations may be creatjve or ﬁathological;'the pathologie~-
Y ‘ ¢ .

al interpretations are more often reported because psychiatrists see

hallucinating mental patients, not hallucinating creators.

According to_a number of writera‘(Fisher, 1975; Forrer, 1970; ~

L

Hartmann, 1975; Savagé, 19753 Schiider: 1933;:Segal, 1970; Smith, 1935)
‘ v o

the only difference between the hallucinatidns of schizopnrenicéfand

e

those of normdls resides specifically it this dissimilar meaning or
.sl\
- ) . . X

K7,
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A \ .
interpretation’ which is ascribed to them. Vermeylem (1934) also

suggested that it is not the presence of the hallucinations which is
indicative of pathology but the strangeness of the interpretative

proifss. Ag%ording to Clérambault (1934) the hallucinated voices and

"~ visions constitute, in the incipient stage of‘psyéhosis, a '"personalité

v

) péraéitgire" (parasitic personality) which presages the cognitive

structure gf the patient's thoughts in the later phase of the illness
f"elle représente la forme mentale qui sera, dans plusieurs années,
'célle du malade",'ﬁi 436). It would-indeed be very iInteresting to test
;such an hypothesis in a longitudinal study of acute hallucinating

séhizophrénics. It might prove a reliable measure of the level of
k4 ’ )

- ¥

personality disintegration in the early phase of psychosis.
' 5

Although the belief in the physicai reality of halluciﬂ?tiané

N - Q .
* entertained by ?chizophrenics is a commonly reported phenomegon, and

Q

" constituted, in fact, one of the inclusion criteria for hallucinating

schizophrenics in the present study, the belief in.the ' univerSality

of hallucinations" has not been investigated since Dretler (1934)

>

reported it as a common symptom of psychosis.” Five patients in this
study spontaneously mentioned such a conviction and an additional five
expregsed doubts as to their non-universality. "I hear voices all the

.

time, everyone hears voices, that's the way things are. ... I didn t

hear them before because I was tookz?uﬁg Yo3/étart hearing them when .

you come ) of age" (Patient No, 12). "Lgfe a stepping stone to another

5

vorld 1t s Jjust a'game. The voices a the visions are just one of

the games although a.very dangerous/onef The devil uses everyone but

N o

" pot everyone"knows it. ¢+ Those who deny hearing ﬂim are just lying"
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(Patient No. 10). "In some places, there are mqre voices than in

i

-~
.

J&hers and everyone can hear them. I AOn't know why but the hospital

is full of voices" (Patient No. 5). "I told my sister about my

voices and I asked Qﬁr to tell me about hers. She told me she didn't

h%;f any so I s;opped talking to her. I know she was lying, like all
f ’

the people'here (in the hospital) because it's obvious that everyone

must hear them' (Patient No. 9). Patient No. 2 was so convinced of ‘

r
1

the univérsalig} of hea voices that she was hospitalized three times
"becaudé‘i was depressed" for a few mg%ths each timg) before she

mentioned them to her psychiatrist. She’ thought that whoever asked R
her questions concerning voices‘had to be laughing ag,hef:since they

could hear them as well as she. ’

. The conviction of the univérsality Qf hallucinations goes. hand in

~

hand with the belief in their external reality. Patients often mention

their feelings of despair at acknowledgiﬁg that their voices are not

ubiquitous. 'Where then do they come from, and ‘why me?'" Delusions

" often spring from the éttempt to answer this question (Forrer, 1970).

' her bwn, "they" would not be able to go pn doing this to her. Patient

w "

AECbrding'to Linn (1977) the extent of efforts to find a-plausibie

cause is an index of how real the hall?cinations feel to the hallucin-
: :

ating person. Patient No. 1 who reported a multitude of screaming ¢
voices which fought with each other, thought that she had become a
"radio-slut" and that she was bein *ksed by all "these people” as a

*broadcasting system™ for their warfare communications. Interestingly

enohgh, she concluded that if she developed a strong internal voice of

&
-

7

o

-




+ smell things that are not there?" She answereds

67
No. 13, who‘similarly heard fifty to sixty people arguing and batt}ing
in her head concentrated on one of the voices who became tHe leader and:
provided her with some relief b; arguing with the other malevolent \
voices on her behalf. - "As long as he 1s in(control, it doesn't make me
feel so bad". Three religiously reared men attributed their "bad"
volces éo the devil and the%r "good" voices to God. Actually, mosé.
patients reported hearing some !'good" voices even though they s%ill

would have preferred to get rid of them. 'I sometimes enjoy my voices

when they are not too loud and when they talk nicely, but what is it

worth to me if I cannot live a normal 1ife?'" (Patient No. 1). Imsight .

N

sometimes occurred ip strange w?ys: "I have been heariqg voilces for
two years, and~I always thought thet they were rea{‘voices, coming
from outside of me. Last wgek, oné]of«my voices was crying while I
was crying. . Now I'm not too su}e if that ;as‘notgmy own voice I was *
hearing" (Patient No. 11). '
Y

If the occurrence of hallucinations is not in itself indicative
of pathology, it follows that their ggesqnce concomitant with a
pathological state should not be interﬂreted as a éymptom of the
illness (Eisher, 197é, 1975; Kubie, 1972). This point was particularly
vell illustt?ted in the writings'of a;N;x—patien:. After telling-her

therapist that she had "contaminated" her
. //

ister and.given her her

111Aess, the therapist asked: "Do you make rer have hallucinations or-
™

e illness is not
. e 1

seeing or hearing things Z the il}nesé’ip underneath those. I néever

- S
gave her symptoms. The illness is the v&lcang; she will have to decorate

'
N
c N

<P - ‘ !
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% :
the slopes herself" (Greenberg, 1964, p. 83).

It would appear that most investigations, including the present ‘ .
. one, have been concerned with measuring the 'decorations'" instead of

concentrating on the "vdlcano". The decorations constitute the sub-

- R 1

jective cofistructions or, in Fisher's words the "representation of

o [

‘ . the symbolic interpretation of an individual's CNS activity" (1972,

P )115) . These interpretations are not "causéd" by the illn¥ss but are

. related to the subject's total past and interaction with the envifonment.
Ay . A
i . They undoubtedly have relevance in the therapeutic process, but they
} ' f : .
are bound to l{tead to a dead-end in research concerned wfth the etiology
- N )

’ \ ..
of certain forms of psychosig since it is crucial, in such research, =

(

to'differentiate between the “sickness" and the “sick life" (Kubie, ‘

1972).

What then is the "sicknesas" in schizophrenia? The observation

N that schizophrenic patients are a heterogendous lot characterized

§ 1

by idiosyncratic and deviant associatigi}s is common (Broen, 1968;

Buss & Lang, 1965; Fisher, 1972; Garmezy & Rodnick, 1970; Kubie, 1972). Q*
4 ,

. '
Yet, idiosyncratic associations are not peculiar to mental disorders. ¢
s .

The associlations of artists and great scientists are often highly

r

idiosyncratic (Arieti, 1976; Jackson & Messick, 1968; MacKinnon, 1‘966). ‘.
‘T‘ - However, whereas the creative individual is°free to travel between the
3

{
"normal'" and the creaéve (hyperaroused) state, the schizophrenic

<

appears stranded in a "jammed computer” state (Fisher, 1975).

k.-».\)

The incapacity of the schizophrenic ipdividual to '"ease up"
: LA

(Smith, 1935) still remains one of the mbst ’importf;nt and common aspect - ] o |

- . -
e

o .

+

. . Fl
- : ’ : ﬁ;\
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- constructed elaborations and judgment of these experiences. !

|}
¢

“of the disorder (West, 1975). Natural experiences, like hallucinations,

which in health are quickly repressed in the nofmal course of life
' - .

become, in tRe schizophrenic,
b

"subjected to elaborations and frequently

-

escalated to the status of delusions" (Forrer, 1970, p. %62). Once
" - . . s
it seems that it is not the particular experiences of the \

e

again,

sfhizophrenic which markedly differ from normals but rather, the \

\

According to Bibring (1937) there is an inherent "gradient" 'in 5

¢ '

all humans toward aﬁproxg%ating the requirements of reality and toward .o

v

"wgluing what is expedient" "slope of this

An impairment of the

gradiént” i% shifted in practiéally all behaviour disorders to a greater:
L s

or lgsser deg?ée, from depression (Lindemann, 1944) to psychosis
(Freedman et al, 1972). This "shife" ig apparently ﬁo;t marked in
"paranoid" personalities who, as Cafleron (1959) pointed out, do not
have ‘the capacity to assume the role of other persons and adopt a '
detached and objective viey either of the self or of others. '"Healthy"

' e -

individuals; on the other hagd, will ¢heck confusing experiences-and
~makenconnections in their relationships with the envirénment when these
scem appropriate}(Redlichs& %reedmad, 1966) .
-
The capacitf\gﬁf "objective evaluation and judgment of the

external world" (Chaplin, 1973).

is referred to as 'reality testing"
v

It is sald to rely on the discriminative functions or the proper

u;e of intelligenﬁe without interference from drives and affects
- 2 :

(Redlich & Freedman, 1966). As the concept originated in psychoanalytic
< N .

theories, relative adequacy of reality ‘testing is believed to résiflt

/
4

e \
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-
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from learning in the early stage Qf life. However, it is likely that
genetic predispositions and their 1nteraction with the enviromment also

contribute to the proper development and functlonlng of this inherent \
- ‘(‘
""gradient". 4 ) ¢’
. ‘e
Whereas creative individuals seem to be experts at testing the

reality of their highly original as;ociations and interpretations, the

sphizophkenics appear hamgered in their capacity to reflect upon the

M

content of some of their thoughts in a culturally valid way, and to

+

judge thelr appropvf&}eness as guidelines for action. 1In other words,

schizophrenics eré-limited in ‘their capec}ty for reality testing for

reasons that have not. as yet been determined. "

M 3

Thig limitation in the appropriate assessment of reality is
probably at the basis of many reported deficits in psychological

functions. As Brown (1973) pointed out,nthese observed "deficiis" have™

been generally interpreted as involving an over-—all, "content-free

b

1mpa1rment of a basic function like pefception, learning, concept °

formacion, or attention" (p. 402). Observations and experimental

results, according to Brown (1973) tend to show that disruptiomns
r

occur, in many functions concomitantly, only when some aspect of the
stimulus approaches the disturbed content area of each particular

patient. For example, in investigating whether the mechanisms

‘

inyolved in selective attentio% were dysfunctional in schizophrenia,

Schneider’(l976) found that only dichotic shadowing of personalized
. \
'delusional distractions impaired the delusional schizophrenic group, .

whereas the loudness of the distraction 8#1d not affect schizophrenics

- G YT T T
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differently from nonschizophrenics ;0 -
The search for a particular focus of deficiency has mé’de ma

4

\

researchers ignore the forest to concentrate on sd‘me of the trees.\

. ,
"The average laboratory task, possibly any laboratory task, )may eligit

a lower performance from schizophrenics than from normals because it

here and there touches on something that matters to gne or another
subject, and this will happen’ a bit more often and wqill be more
disruptive for schizophrenics than for horinais" (Brown, "197?, p. 402).
Jgown's as{sumption that norrﬁals would also be affectled, ‘albeic lese,
in a similar situation is supported by the work of“ Moray (19‘\595 which
.shggests that when distr@ction is peﬂrsonalized' for normels, the - %
distraction affects the performance of the normal subjects.

Aithough a relative disruption of tk:e capacity for adequate
reaiit:y testing 1s likely to be presenr in most forms of pathologicali
cognition, from the most benign neurosdis—,‘to the most chronie psychosie
(Freedmanlet al, 1972), the outward ;xoression of the cognitive process
will often assume different gorms in different ind/iViduals, or will
assume the same form ever' though the underlying disorder may be
etioflogically ver)} different (Kubie, 1972). F‘or instance, psychotie-like
reactions, which could not be differentiated clinically from schizophrelniQ,
have been reported“ in combat fliers under the st:rfss of battle (Grinker

& Spiegel, 1945) and in drug-induced psychosis (Beamish & Kiloh, 1960;

Bell, 1965). This point was well stressed by an exv-scfﬁl\zophrenic who

¢ ?

spent ten month“é in a mental hospital and who later became a psychiatric

narse: “"During my years as a’psychi,atr‘ic’ nurse I have realj.zed hat I




—

LN /

. A ' P
a:L not likely ever to(know if my problems are ‘'shared by other

o z ~

t%hizophrenics or not, for the acutely ill are as much of a puzzle

‘tg me as they are to staff who have never known the illness. ... I
‘ - e

have almost&,éached the conclusion that there 1is no common meeting
gr&lund for schizophrenics, whether acutely 11l or recowviFed.

Schizophrenia seems to consist of explorations in fathomless worlds

of unréality, sometipes controlled and ch“nelled into creative ]

thought" (MacDonald 1964 pp. 178-179). . Toe ‘-
If, as mentioned earlier, adequate realit:y testing consists of |

the onjective evaluat‘;ion- and judgment of the world ou;side ofo the

self and provides the pereon with a mechani.sm@for handling both the

éxternal norld and his or her own internal exi:itation (Hinsie &

Campbell, 1974) the "volcano" feeling _q}f the schizophrenic could

result from a "short-circuiting”" of this, particular mechaniss®  In ..

the same way that an electrical enort—circnit can vary in intensity
;and produce any level of‘disrnp_t:ion from simple static in, for example,
a radio to a complete burning of the wire/é’, such "short-circuiting".
intensity will also vary in an individual. ''Spontaneous remis;ion"
might simply be the resuit of auto—repair in the organism under
fevourable constitutional and environmental cdnditions whiie progress-—

ive deteriorations would imply a gradual burning out of °the whole

"wiring systeml. In this context, it is not surprising thmt chronic °

schizophrenice are sometimes referred to as 'burned-out" (Cowen, 1970). .

The reallty testing interpretation could account for the fact

N

. that psychotic breakdown does not usualll occur before late adolescence

P

T s ————————
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- or early adulthood (Freedman et al, 1972; Salzinger, 1973). There ’ ’ E

* 18 less developmental and social pressure to test re»ali‘ty before one

.

- . reaches an age when it is assumed that important responsibilities -

: ) R
can dnd should be taken. As mentioned erier, it is not likely that

hY

i Qﬁhenomenological investigationg of “symptoms" will bring ‘us closer to
the etiological 'source of the disorder because of the' large hetero-

geneity of samples diagnosed- "schizophrenic". Nevertheless, it

-

‘_x:emains_importan,t that such studies be carried&, out 1if onlyv to clarify
gome’ unwarranted assumptions, and ocgasional outright prejudic'es‘
'concerning certain states of béing often labeéled "schizopﬂfénia"

L d .

(Fisher, 1972; Kubie, "1972). a e

A previous study (Veilleux & ﬁelzacl:, 1976), ,challenged the
commonly held belief that complaints of rpain by psychotic patients,
in the absence of known organic disease, réflect a purely hallucinator.y
“phenomex’mn.i It was found that tlhe reported sensory dimenéions of their
-~ pain vere the same as those of 'organic patients, suggesting that they
v;ene genuinely in pain. The affect_ive ﬂdimen.sions, ‘iowever, were much

_more elaborate in psychotic than in organic patfents. Similairly, the .
. . oy : : :
reaults of the presen'é study support the view that reported hallucin- . . g

ations in "schizophrenia™ are not unique or central to the disorder,

but rather tt;at .they follow the éame f)e_rceptual laws as hal]..ucinations

in normal people. It 1is, ‘thefefore, suggested that the main diffeerence

R - !
. . between_the "schizophrenic" and thé "normal" individual resides in a

e

faplty mechanism for interpreting sensory phenome‘na, not in the-actual

Y e

/mture of such phenomena. . : A ¢

., A
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: ' APPENDIX III

y

v

Hallucination Inventory

¢

)

1. Have you ever had experiences that seemed like dreams except that

¢

you were awake at the time?

.2, Sometimes pegp—léh will see thing.s when they are> awéke that o.ther ‘
people- dround them w.ill not see, Have you ever, had suck; experiences?
3. Sometimes people t;ear things when they are avake that othg_r people ]
around tﬁem‘do ‘not hear. -Has this happened to you? '
4. Have you ever' smelled odours that nobody else present cou,ld smell?
5.0 -Have you ever had peculiar taste se;xsations that were not due ‘to o i
séomach upset or someﬁhing that happe;ls to other people also? )
6. ﬁave you ever had thé sensation of strange body feélings, as from ;
ectricity or as if you were bé"{n'g touche;l or crawled_ upon? o i )
. .7._ Have };ou ever had the ’sé&gign%; being’ pushed, or penetratea ) . .

. £ .
. \ i
in a strange way? : \ ,

- A .
3

8. Have you ever had the sensation of being affected sexually by

v

some person or force in a mysterlous way? ) -

‘ . = ' .
9. Have you ever felt your bowels or heart or other internal organ i
. } . ‘ ?
changing or being influenced in some mysterious manner? . )

10. Have you ever felt' that your body ga{re <ff an unpieasant odour?
11. Have you ever had the sensation that you were flying when in
actual fact you were not? . ; . T

12, '.}lavg you ever felt that your own tﬁoyghts were spoken aloud?

[




NG . : l . Speéific‘sensorj,ﬁallucinations 4 . n - _f;' o " -

f o f Auditory hallucinations % C *
AT . . - . LR o . . y
. . Voices . AR . o , i
o TN origin ‘ ~ : ’\
- . 13. Does the voice or voilces originate from inside the head? (specify . - I
o o . : ., 4 ’
- location exactly), ‘ T .
P - ) 14, From outsi?e the head? . {specify location exactly). N . )
L ' b4 T ! . N : ! ! v s
.; ‘ ) * 15, From inside”the body (specify region). ( . S ‘f
i -16. From specific source (e.g. television; telepathy, etc. Specify) - b
¥os . ' . \ o . el
3 Form . ‘ . : o
£ - ' ' / TR S
1 o 17. Can it be heard as cl%9rLy as ordinary voices? . . “" .(‘k .
i’ ' .’ - o . T ! " .- ) B
. 18. Does it consist of one voice? ' . . ' SR

<« '19. ‘Does 1t comsist of two or more %pices?
20. Voices talk to patient. ; ' - . o

N
»

T
o e ram .,g«aw!
%
.
«
- ////
A3
’
’

LE 21. Voices tal§ about patient.

———

v22. Volces speak in whole- sentences.

v ' !
\ . .

23. Voiceg carry, on whole conversation. . . . -
. v ' . ) «
24. Voices come from long distance..gway. ’ ’ :

25. " Voices are familiar, belonging to friends, neighbors or relatives

. (specify) " , < , .
i 26. Voices repeat patient's thoughts. . , - / ’
" .

27, Patient.hears h /his‘thqughts\aloud, 1like a voice. -

28. Voices are unrehl ("Probably just my imagination").’ . - :

i ‘ - - ) '
29, Voices may be hnreal'("l'm not sure™), : ‘ ce RO

" 30. Voices are definitely real.




Ly

. ) ) N

~ Al \ . “_ T W ‘
CoL A '
3 4 ' h [ \, ~
- ; ‘/ \ ]
. . ) N, 100 -
. ‘ 5 R o a s T ,
o - " 31.. Voicés are women's. & - - ‘ \ . o :
o ; 32. 'Voices are men's. . \ ‘ . o ?
X ) . ' « " I | -’ N ! .
33, - Voices may be either female or male. ] R ‘ . R
. . ' \'\ ’ ) G wo !
-34. Voices are louder than when people usually talk: N ( 7
35, Not as loud. . . ! ) s ' ‘
i ) 36. About the same loudness, . - ‘ ; g . . ,
[ ) . ) o, S L - ;
' . Content . . o . ’ . : o f
g , 37. Vaices say nice things about patient. oot Y, . 4 ' ,'
3 4\ ; - I} 1 N
R . . - . ‘ - : ) a
. “ 38. Voices say unpleasant things about patient. R ! . : ! }
- i " -39, Voices warn or otherwise try to influence patient, to take action . ' ‘
- N T . ) s ’
: £ . . Lo . °
N T (specify). , . ¢
B 4 ' ) ) , i ¢ o R )
| k .- 40. Content included monsense words or foreign or strange language. ' o o
‘ ‘ { L4 - ' - ’ ‘ '
¢ 41. Content is sexual. ' g
¥ ! :
i ' . o . A N B -
2 ‘ . 42, Voices have suggested suicide.. \
¥ o cLE - CT . ' . . 5

43.. Hab the content changed since you first heard voices? (Specify).

B " Duration R ' o o _ o . .
3 _44.. Voices last‘only a féw minutes at a time, - |
§ . - : . .
’ .o 45, Hours., ) . - . o
-46. Days. : b * - A CoT .
. X . - ' P o » . - |
’ 47. Voices occur at a particular time of the day (e.g. morning, - .
% S evening, etc. - specify). . ~ ) . ‘ : oo o ‘ :
» _ Frequency . o . | o LTl
| . FAUS ’ v
- 48. Voices are heard every day.
. ' . R - i ' . ’ Lt ) N \
! 49, Every week. : . ) o . "”
- - 3 ' (\'
! . ‘ . |
{ '50. Occasionnally (specify). o . . ‘ -

&
R . - . “w
“?t . ' .




-

[ - 4

‘,’ o 51. F{arsly) (sipeci'fy)\./g . , - ) " e
; . . 52. Occurred féx; 'a_‘given period only, and has never reappeared since. «”
' «* 53, -Give approxim‘ateJ‘ time when voices were heard for the first time. '

-
T s 1 ,
o, .

Patient's reaction’ Voo P : ‘ .

—_— . - N Lo

" . 54. Patient responds apprdpi:iatelyxtd voiges, e.g, gets angry, is- *

¥

N _ ‘ 2
while hearing, them. . :
: 7 SR

‘
S
Lt ..xwﬂ"*“" *

'60. Patient tells people about v'o‘ices. S ,
N T : 61, Patient converses with voices. | .
‘ Z ¢’ 62, Pa.t:ient believes she/he deéerves things beit'xg said about her/him ' . ‘. o
R ' by véices, | y ) - o~ o, T
K )

N

63. ‘Patient acts upon ?ai;‘ning or comang from voices. ‘ M .

’
~

Patient puis cottoh in herv/his ears' to avoid voicés.

/
{

G4 .

-
e ARG ST KT Y & sV v 0
]

65, Patie,pf: can turn volces "on and off"” by shifting attention and
. = . - -
talking.  , > ., ‘ ,
. “ - x ‘ « . ‘
bContingglcy facFors ) S ’L e .
» . N , A
66. Voices only occur when patient is abone. . '
‘L . ~ . ..
67. Voices occur whether or not people-are around.
. < . .

1

s

+ 68. *Ioices occur only _whén patient is ‘unoccupied or

.

Voices occur whether or not patient is occupied. N

inactive.

69.

v
N —

) pleased, etc. . i N
L 55. Patient is indifferent to voices. ' !
i - 56. Patient enjoys voices. ; . o L |
. . 57., Patiént wishes voices would go- awaj . . . -
' N o . .. oo . ] ' f S
‘.K ~ 58. Voices distract patient, making it hard for her/him to concentrate,.
. ~ ’ ‘
* S ’ 59};5 Voices do pot stop patient from doing other things comfortably . .
’ T L '




S ' _ -
' J o
N , ! L
' . ’
. 0 ~ T - ¢ . . 102 ‘ .
: Lo R A
, ,\ . . . | R ‘; , , R ‘ — ‘ . 4
) '1'0 Voices occur at é@ecific’ times of th& day (e.g. before or after *
* meals, bedtime, etc.). * . )

i <y N s - 3 R . ., .
. - 71, Voices stop patient from sleeping. . j ' : .
s & \ ¥
- : g Music o - } .

Origin . . . . ) ’ [}

& . R N . .

72. _ Inside the head (specify location).

73. Outside the head (specify location). K ‘

. 4 .. } M .

74, 1Inside the body (specify region). . : . \
75. From aspecific source (specify). : -
[ . B '
*J \ - Form - ‘ . v - - ,
%_ 76. Can be heard clearly. © .~ . ) ' C \f:’j .

\ ; 77. Seems to come from long distance away. . - .
L . ¢ : | K ) -
- ' 78. 1Is very loud. o ) .

‘, 79. 1s very soft, difficult td hear clearlyli - 7 : '
‘ i . ] . . .
\ 80. Same loudness as noise in the environment. ’ /
. Content o : T .
- ——— - ) . ' . . -
g " 8l. Music is known to patient (specify).
N \-( rs p p y ” . .
“82. Music is. unknown to patient (specify). ' . / '
. g b / . 3
‘ Duration ' o . ! P o . B}
. . . \ . S . ) /' . .
83, Minutes, hours, days. X
- . . ' : I .
84. Occurs at a particular time of the day (specify). /——}—k -
* : Frequency g ) S : : ‘ :
- 85. Music 1is heard 'gvery day, every week. . # S I '
86. Occasi_éyqnally (specify). \ _\' :
87. Rarely (specify). - .
' : P
“» ‘ i
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v 88.

AN

~ . : D |
“« .

- . . ! . ~

-

Occurred for a qertiin period only and has never reéppgaréd since.

89. .Give approximate time when musicywas heard for the first time.

Patient's reaction ‘ i - i
‘ 90. Patient~é;jo$s music.

91, Patient wishes«it would go away. L <

y . - v
92. 'Music disfr;cts paﬁient, mak}ng ;f hard for her/ﬁim.to qoncenttaté.
93, Patiént‘cég‘déqothey things comfortably while hearing music. §
bd% Patient tells pgople’%bou£ it. | i ‘ N ‘; : /
95. Patient puts cotton in ears to avoid music. o [
96. Patient can turn music "on/gnd.;ff" by shifting attention or E
talkingT -

Contingehcy factors

97.

99.
100.

101.

. betime,‘etc[).f'~

102. .

103.
104.
'105.

106.

+
Occurs only when patient is alone. . ..
a A
Occurs whether or not patient is alone.
Occurs onlygwhen patientvis unoccupiéd.

. .
Occyrs whether or not patient is occupied.

Occur at specific timeés of the day (e.g. before or aftefvmeals,'

- : -

)
1

v

-

Music stops patient from sleeping.

\
Other auditory hallucinatjons ) _ ,

. L]

Strange sounds like popping, clicking, smapping, étc; (specify).

-

Screaming. ', ' )
Origin. \ S ' J ‘ .'

Form. ' A\\\ I E I

107.

Content. A

% .
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108. Duration. o ‘ oo o ' -
109. i?reguen.cz . \ - ‘
110. Patient's reaction. ' ‘ ; V A
111, Conti.ngenc;; factors. ; = - o ' ' ]
- ; ‘ .
‘V‘i;sual hallucinations - L , ‘ . . -
Form \. " ¢
112. Can be seen as clearl}; as ordinary visions. B !
113. 1Is seen as through é'gauze, like a ph;nt;om. . . ' . \‘
114. 1Is fuzzy. B ; ‘
|115. 1In black and white. I : ., .
116.. In colours. ‘ s o ’ or o . v
117. Normal size. R e - J
118. Smaller thar wsval., I
. 119. Bigger th?n usual. y | P _ :
- “,120: Deformed, \distprr;ed. . s ( :
~121. Normal shape. ‘ .
122, vision gets mixed with the backgrougd- o
"i23. Vision is seen/by distortion of an ac;uél ijéét in t'h? “y l L
environment (‘s{éecify').. ‘ . _ Q' ~ : \
Content - . S ‘ . ’ N . T
.1214. Patient sees he%self/iuimself. ‘ . . | B - 1
125, Sees\-ownfir{ternalt organs (specify). T ' o :
126. Sees people. ] S . - . . - " ' oo C ": '
127.° Known or. unknown people (s;)e,cify). o . B e . ‘ ;

128. :Sees animals (specify). \ ' R



Ny : : ‘
A e : r T ;
e N \ .
A 105
. , - . i
N . - * -~
i A . . : T — ,
— & Y ' - A
% 129. Sees things (specify). ‘ ) N
- o 130. Sees flashes of light. - ) ; . ! <
; v <131, Sees fire. ‘ ¥ . . i
3 . . e 3 \‘( ] Ry
L - 132." Sees object behind own head. " ’ ‘ P
A , 2 ‘ L
« E . < . “ . £
X - 133. Does not see self 1n mirror. ¢ L
. . » ' .-
' 4 . 134. Sees animated scene. ) R
z . 135. Sees non-animated scene’ (everything, looks still). . - ' ) i
3 | g N . o
136. Other (specify). : ‘ -
' . . . R i
Duration -
, . , . . e L ) \ ’ e Yo
e 137. Minutes, hours, days. . S . '
* 138. . Occurs at a particular time of, the day (specify).
. ' i ' ) . \ »
s K Frequency ’ . . )
139. . Every dayy” every week. 1 e
140. Occasiomnally (specify). - ‘ i
| " 141. Occurred for a certain period only, and has never reappeared .
| ~ . ‘ . _ - . \ .
| 8 " since. ' ’
T i S s vistons sazat some “
} ‘ 142, ve'app;oximg;éazime when visions first ‘appeared. ; o . N
k_ 1 . . M . i % - , , N E)
X Patient's reaction ¢ - Co : T
. 0y - . o N . v N
143, Patient responds appfopriagely. ': ! '
144. Patient is indifferent. L AN Lo jk
145. Patient enjoys visions. - . . o .. ) .. .
' . . . . L ¢ . Lt
146. Patient wishes they would go away. - = (ﬂ) N A

N 147. Visions distract patient, making it hard for herlhin to concentrate.
. : \ o
148. Patient can do other thingg comfortably wbile seeiﬁg visions ‘
. S
: 149. Patient i8 afraid of visions. ' - . LT




T

o e v e AT

150. Patient tells people ab{)‘gp:visions‘

'151. Patient tries not to See visions by closing eyes, changing room,
etc. (specify). , . o A
152. Patient can make vision go away.

i53. How (specifyj .

Com:ingen'cy factors.

u

154." Visions only'occur when patient is alome. ;

155. Visions disappear when patient closes eyes.

«

156. Content of. visions has chariged from time of onset (specify).

Al vt ‘

157. Visions only occur when patient is unoccupied.:* .
158. Visions occur whether or not patient is occupied. |,
159. Visions occur &t specific times of the day (specify).

Tactile hallucinations

Location

160. Inside the body (specify). .ot

.

161. Outside the body (e.g. skin) (specify).

Form

-

162. Animals crawling.
163.. Bugs, insects.
164, Other (spécify).

Duration

. ¢

165. Minutes, hours, days. ; -

’
.

-

166. Occurs at a particular time of the day (sp’ecify);

14
T

Freguencz

s g™
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167. JEvery day, every week. - . ) . I

13

168. Occasionnally (specify). . ' '

169, Occurréd for a certain period only, and has never reappeared '

>

DL - . . . Ot L .
since., < . . L .

170. Approximate time of original onset. R

Cy Patient's reaction

’

171. Patient enjoys it.- ' l A

172. Patient wishes it would go away. . - kw
173. It distracts patient, mgbing it hagd féf h;} ’im\tq'congentrate.

%74. Patient can dé other thiﬂgs comfo;t;bly'wh11e°experﬁenciqg it. ;4
175. Patient tells people ajout it. |

176. Patient tries to get rid of semsation by some action*(specify).'

Contingency factors \;;

o +
177. Occurs only when patient is alone.:
178. Occurs in the presence of people.

179. Occurs. only when patienf is unoccupied. ot »

180. Occurs .whether patient is occupied or ndt.

R . b
181. Occurs at specific times of the day (specify). . i

182. The sensation hag/éhangéd‘ftom time of onset (specify).
v
7 // ‘ ‘ l\
e o " . -

7 Vs

Gustatory hallucinations. \ ,
- = - <

Content . ‘ . ' < . N

183. Specify the taste. R : : S o

" Duration - - ' -
Duration ‘

‘—‘L‘)

184. Minutes, hours, days.‘

“te
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~

185. Occurs at a particular time of the day or night (specify).

»

Frequency
186. Every day, every ‘week.

187. Occasionnally (specify). L . \ : €
. , ‘ S .
188. Occurref for a certain period only, and has never reappeared

t
1

:éinpe. N

.
'

189. Is a permanent sensation since...
190. Approximate timé€ of original onset. !
Patient's reaction L ¢

) “
.
\ ( ) ‘
. .
A
.

192. Sénsation is unpleasant.

191. ‘'Sensation is pleasant

Iﬂ{/ Sensation is diétract;lng. ~ o "
D : : . {
194. Sensation is not distracting. . J]. ' '

.195. Patient tells people about it.

196.%\§?tient tries to get rid of sensation by some action'jspecify).

~

Contingency factors

’

197. Occurs only when patient_is alone.
198. Occurs in the presence of people,

199. Occurs -only when patient-is unoccupieds ©

. : - i
£200. Occurs whether or not patient is occupied. )

. . : ¢
201. Occurs at specific times of the day or night (specify).

202.,..Remains or disappears while patient is eating.

203.\ The sensation has changed from time of onset (apecify).

\

Olfactory hallucipations . ' . A -

Cal
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";.' "_-;7 . ’ ' I \

Origin -

204. Orig.inaf:es‘ from self, : efn

205. Originates from other -people (sﬁpecify) . . )

206. From animals (specify). s . ‘ - \ ] .
.207. from oi)jects (specify). & o oo ' ' R L
208. Other (specify). . S P |
Content’ |

209. Poison gas. ' 3 o ‘ " .

210. Perfume. T -

211, Cooking odour. - ‘ ™ , T
© 212, VOt‘her (specify). ‘ o

Durat'ion S . - f’

213. '}‘ﬁnutes, ho\u\rs, days. - A _ R ‘ B
214. Occurs at a partiéuiaf time éf thefday (Specif}") .. . ) .
Frequency . o ‘ ‘ o \ i
"21‘5. Every day, every.week\ . N ’ . ' o .
>2‘16. Oc»c s“iannallly (specify). ) ‘ o ) . -
217. Oa?n:red for a certain period‘only, and has' ne\(ei"rea;;pearéd |

si'n‘ce.. L ~ o ’ | L ] ° S ‘
.218. 1Is a permanent sensation since... ’ |

219. Approximate time of original onset. ' ‘

Patient's reacti;'m ’ . ‘ :\

220. Sensation is éleasénf .. o o o ) ‘\,A \ 3

221.° Sensation is unpleasant. . ‘ . | T : f :

222. Sensation is distracting. . " \ ' T

N i . . '




o

’ * . " ' \-
223, 'Sensatiog is nat distracting. e ¥ C &

- ' . ot

224. Patient tells people about it. .

2;'25. Patient recognises the odour as a familiar one (spetify) .‘“5{ S,

@

, ] Contingency facto%s ‘ -4 - o v i - -
. 226. Patient can stop the sensation (specify how). ’ ' ¢
2 ‘ . -227. O«L:Curs onl;when patient is alone./l . B - ‘ €
- 228. Occurs whether or not patient is alone, )

229, Occurs ohly when patient is unoccupied. (\

230. Occurs whether patient is occupied or mot. ‘ . . _ . -
, T 23i. The sensatipn has changed from time of onsét:(spe‘c_ify')‘. g
%\ General Ce
i i - 232, Events or cumstances surrounding' the fifgt occurr;aﬁce of .the
— hallucinations, ' ‘
: © . * 233, Date of ;)nset (apgroxima.tely) . . \ T “ " \ . "'K‘
f . 234, Patient'As 1:eact10n at the time. ) “ o . V: | , . -
i '235. Does patiéntl still experience these hallucinations at\ pna_sent".’
L o 236.‘ If not, when did they stop (approximately). / . . - '
‘ 237. While hallucinating does patient be;cc')me inactive? A
2 R 238, VWhile hallucinatit}g does patient conti\nu.e\ ongoing activity? ’
B ’E | . 239; Did onset of ﬁgllucinations occur foliowing period o‘fnihsoninia? |
?; 2.40.‘ R o . . . Physical illness?
i 241, ' o " F ‘. 4 lUnus,\ual l;ard_ .work?
" w2, - T R Aleohgl sbuse? _
243, .;f : , l o ‘ S‘ocial iéolaéion? )
. Co e oo N -
" - ‘/ )2?44. o i ' P N Pregnancy and déliﬁery?




‘ . APPENDIX IV . ‘ \

‘ " . \

Uilmann & Glovannonli Process—Reactlve ‘Self-Report Scale \ ) !

' : ) ‘ ' ) . Male version - , _ \:'

¢

o5

N ' ' X - _ . Scoring ke);{f

7 N . ! N
1. When I lea?e the hospital, I will live with my & ’ \\
wife. . ‘ ) - -\\‘
N : ¢ i X N . J /‘\:\
L . "2, 1. am married now. - . T | \
: 3. I have fathered childrén. : . ' T -
\ - . L * N >
B - 4. 1 have been married. T
] ’ ’\
R )
) 3. Before I was seventeen I had left the home I was raised,
I in and never went back except for visits. T -
. - y
, ' ”6. When I leave the hospital, I will live with one or .
; ; ‘ both of my parents. ‘ . F
v ‘ ‘o :
!. t 7. As a civilian I have worked steadily at one job or for d
* . one employer for over two years. ‘. . T ' .

»

8. I finished at least oﬁe_year of "education’after high

. ‘ ) '
LA school - trade apprenticeship, business school, college, et‘:c;‘. T l\w\l

. ' 9. Adding up.,all the money I eirmed for t_he last three years O

e AP

it comes to less than $1,500., :,before deductions. : F

10. In my teens I was a member of a group of friends who

Y

r"’

did thi‘n"gs together., ‘ ' T

>
H]

11. I hardly ever went over to another kid's house after )

school or _on weekends. ' , F .

\ »

'S T ' .- ‘ % : ‘ » [\ N -
l : * “Secored in the weactivie direction.

»

T I T
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. . 4 ’ ’
F 12. wnen‘I was.in school I didn't like Physical Education . *
o ) classes. ‘ \ . ' ' . ‘ | F
Q 13. Alcohol has nothing to do with m% difficulties. i % ' -
’ 4. 1 havefpaid regularly tb buy a house. . ) ) T s ; )
' i 15. More than once dn éhe'laﬁt year I have stayed oﬁ
; {A ~ ;fter some group meéting and talked with some other mémbers o ) : Aﬁ
aboug something that went o;. ' X T

16. Shortly before I came into the hospifal there was

! some major change in my life - such as marriage, birth of

F

a baby, death, injur&, loss of job, ete. T
3 S Coa 17. I have Been~qeeply in love wi&h someone and héve‘told-‘ B
.%' them about it. ) : . T
ii ' A lé. In tPé kind of work I do, it is expected that peégle
e will stay for at leasga year. . ‘ R |

19. My top wage in the last five years was less than $2,00

b , an hour. ' . ) . . F -
; 20, I have earned my living for longer :than a year at '
!
!

fulltime civilian work. T

>

21. I have had to stay in a mental hospital for more than

] ' ]

one year at.a time. L o F
22, Within the last five years I have spent more than half of N
= the time in a mentalyhospital. . F

. ' rd N : '
23., In my teens I was a regular member of a club or organ- .

ization that had a grown-uﬁ who came tb‘meetings. (Scouts,

. school club, 4-H, church youtgfciuﬁ, etc.) ', T

*

N -,;,

13
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24, Tn wy t'eeﬁs, there was more than one giffl with vyhoﬁ I
: oy :

Y . had more than two dates. ' .. T -
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o APPENDIX V .

Ullmann & Giovannon! Process-Reactive Se‘lf—Report. Scale

Female version.

T - Scoring key

1. When I leave the hospital, I will live with my

husband.. ., o ’ R T
2. I am married now. B
3. I have mothéred children. . ‘1 . ) T
. % . , ‘

) T

4., I have been married.
5. Before I was seventeen I had left, the home ‘I was
"raise‘d in and never went bacK except for visits. T

6. When I leave the hospital, I will live with one or

N

both of my paren‘ts. F
7. 1 have workkd st:.\gadily'ét ‘one job or‘fof c;qe employer
for over two ye rs.u" ’ | . T
8. Ik fif\ished at least one year of education after high ) ’
;chool - trade: apprenticeship, bus;iness schlool, secretarial
school, college, etc. L . N 'f‘u‘
9. Adding up all the momey I earned for the last three ’ ‘
years, i‘t comes to less than':$1,500. before deduttions F i
10. In my teens I was a mémber of a group of friends . ,.\
who did thir;gs together | ’ , “ T

4 . .
-11'. I hardly ever went over to.h a'notﬁ'er kid's house af ter ’
school or on weekends. o ‘ i ‘ F
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12,

13.

14,

15.

S

When I was in school I didn't like arts classés.
Alcohol has nothiﬁg to do with my difficulties.”
I have looked after the running of my home regularly.

More than once in the last year, T have stayed on after

some group meeting and talked with some otHer members about

.something that went on,

16.

A

t

Shbztly before I came into the hospital there was some

major change in my"life - such as marriage, fpirth of a baby,

etc.

death, lnjuryL loss of job,

17. 1 have been deeply in, love with someone

‘thed about it. -

-

and have told

. . v
18. In the kind of work I do, it'is expected that people

will stay foi' at \least a year. u

-

19. My top wage in the last five years was less than

f

$2.00 an hodr.

-

20. I have earned my Iiving for. longer than

fulltime work before I got married.

21, I have had to stay in.a mental hospitel

. one year at a time.

, - S N
22. Vvithin the last five years I ha%spent

\

" of the time in a 'mental hospital .

23, In my teens I was a regular member of a

organization that had a grown-up who came to

guides, school club, c¢hurch youth club, etc.

24, In my teens therefﬁs more than one boy

e X

. I had more than two dates.

=
a year at
for more than

more thah ‘half
club or

meetings .~

\

with whom

-~




APPENDIX VI

7

The Johnson"& Ries Process—Reactive Self-Report S;:ale .

. : ) . Male Version ‘ .
/ . . T -
) ' - a Scoring .key* R

1. I am not married. N ! ' - F

2. When'I was in my teens, my circle of friends did mot )

include any girls. ‘ . . o © F ‘

. |
3, There are not many people that I really feel are my

AT PR Sy, SRR e

o - friepas. . s F
4, I prefer games like chess}r cards to foot:ball‘or . . .o |
basketball. ) S . ¥

o

[
H

-
|
»

5. I have not goneﬁwit_h the same girl for any leﬁgth of

4

time. « bl R
Y Lt e 1 t;;{ver dated when I was younger. . - F ‘ s |‘
C.V My employment.record is gooci. . L T . ‘ ‘ 1‘
B 8. I ,havg never ‘had a very active sexual life, F . ) 4‘
. 9. 1 dc; no£ get involved with others. . | ’ / F < ) j
10. I have gone: out wiﬁh girls but mot much.’ - L F ‘ |

11. 1In my teens I liked to go to parties where there were ‘ | : } -

many bby,s 'aqd girlss -, - ) '. . T ¢ - 4
i o ‘ . . - )i
o ¢ 12, I do not have as many friends as others do. F -
P . ‘ . T ., o, ‘
- 13. I have had sexual intercourse with -many girls. - T' - ‘ ! v
. ' ] '
‘ « ' ¥ gecored in the reactive direction. ‘ h - - |

PR . ' o . < ) 1
. . . . ‘




e o v v e

-

,
’ ot " e, o O
& e ms W«.—g;.w g T :M@r»».;,m e o
B

w "

14.” I have never learned a trade. o '
15. I am constantly_on the go because of my many activities.
16. At school I had many friends.

17. I have never really had a girl friend.

\ 18.{ As a teenager-I preferred to be alomne.

19. M1 1iked to date girls as often as possible when I was
.a teenager. <
20. I.have a friend that I can talk with about persoqal<

tﬁfngs.

21, I am heavy-set in build. ‘ L

122, I fell in love for the first time while still inmy -
teens.
23, I am happily married.

24, 1 1like to be left alone. -

-

25. 1 did not have a steady girl friend when I was younger.

<

26. I had many close friends when I was a teenager.

27. 1 have one or two very close friends.
-~ .

28. I had sexual relations with my steady girl friend.

29. 1 had sexual intercourse for the first time when I was

Y

a teenager. ‘
e K

R
30. People seem to like me,.
31. 1 have never been in love.
32. I had dates when I was.younger. : \ -

-

. . , . \
33. I have lived with the same woman for several yedrs.

3. I have“many friends.

0

35, Marriage does not intevest me.

- . »

t
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. APPENDIX VII
. ‘é " N
The Johnson & Ries Process-Reactive Self-Report Scale

v

Female Version

. @

[1I0Y

- Scoring key '

“ -

1. I am not married. ‘ N

2, When'I was in my teens, my circle of friends did not

>

~
include any boys.

%

3. There are not many people that 1 really feel are my.

. friends,
4. 1 prefer activities like reading than dancing.

5. I have not gbne with the same poy for any length gﬁ
o :

time. ° . . \\\

6. I never dated when I was younger. . '

~7. My employment record»is good.
' (§. I have never had a very active sexual lif;. ‘ _
9. I do not get involved ;ith others. ~
16. I have gone out with boys but ;ot muéh;
%11,
moys and girls..
12, I do not have as many friends as others.do.

*
13.- I have had premarigki sexual intercgourse.

14. 1t have never had a skill for work.

In my teens I liked to go\to,parﬁies where there were

~F

»‘S’J . -
!y

-

F

T - Lt

N
F

15. I am constantly on the—go because of my many activities. T

16. At school I had many friends.

-

L)

T .
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17. I have never réaily had a boyfriend L F
18. As™a teenager I preferred to be alone. " F
19. 1I'’liked to date boys as often as possible when I was, '
a teenager. . o ’ . , T
~ R ' . . &
20. T have a friend that I can talk with about personal
. i , ) N .
things. o . . _ K . ; T
) 0 .
21. I have a weight problem. - o, T
22. I fell in love for the first time while still in
my teens:. I L - . T _
’ T et { “; ’ hd .
" eyt . . . .
23. I am happily married. \‘\L ' . . . T
. C ' : ~
24. 1 like to be left \alone.) - ‘ ¥
25,1 did not have a steady boyfriend when unger . F
26. I had many close friends when IWwas a teenager T
27. I have one or two very close friends. T, '
28. I had sexual relations with my steady boyfriend. - T
29.~ I had sexual intercourse for the first time when I
was a teenager., e ' 5 T
.30. People seem to like me.. ' o S
31. I have never been in.love. e , ot ¥
N ‘ : )
32.\ ‘had dates when I was younger. ' ' T
. . ' t Ay . o
33. I have lived with the same man for several years. B
A - 4 ' " n-
34. I have many friends. ' ‘ - ‘ " T
s \ . o
35. Marriage does not interest me.’

’

. . Q/u?
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APPENDIX VITI

o '
: L : Y |
*  Randomly determined order of Test Presentatign .
. Test presentation )
5 1 11 I
Subjects ‘ KUJ" :Eéﬁi? ' i
1 4 1 3 2
2 R 1. 2 4 3
3 ) 2 1 3 A
4 ; 3 1 2 4
5 4 3 2’ 1 '
6 3 2 1 T
7 1 '3 4 2
8 3 . 4 .1 2
9’ T 4 "1 3 : -
10 2 4 31
BiR . 3 2 1 4
12 % 2 3 1.
13 ~ 2 A 3 4
14 L 1 '3 ) 2 4
15 : 4 2. 3 1

o

* Test 1: Time estimation; Test 2: Picture completion; Test 3: Error

recognition; -Test 4: Pseudo Isochromatic Plates, -

L]
L .

[



APPENDIX IX . : -

.'irailucinatofy experience reported -by th%S patients comprising the

Halluc inatiglg Schizophrenic groué

~ ALY
Foe
3 ! -

T Experience ‘ ‘e No. of patienté
gypé of hailucihatio‘ns ~ '
- ¥
Auditory . | : 15 & .
voices ' ' ¥ . o, " ;. 15 )
music | v ‘ ) 3
screaming n ' ' ' 6.
: clicking sounds ) < ‘ o 3
. water spl;lshin§ " h ) l E 1
- : . A
Visual - o ” . 10‘ .

‘ Olfactory ‘ L ] : l - 6. D
Tactile - = - . v : . s 2
Gqstaiory : ) ' LT o R T2
Auditory hallucinations n: 15 p S \ . ST \

From outside the head only . ) ) 7
From inside the head only o S ‘ |
Sémetimes ihs‘iae, sometimes outside . o 7,.
From the stomac'h . \ ; T L L3
From the\ radio and television =~ . ' k X “ Ly 9
. From "telepathic communications" — - ' 6
- V "Y . ' R . o




N «
N -
“«

iFt;yo& noisy backgrounds'; X

Olfactory hallucinatiprs n: 6 Z
| - From self s ] o o ) : , 1
From others . w N T I o2
s © Unknown origin | , : 3.
o g N

Form and content . . '

, . g . o
.

} Audif;)x;y hallucinations - voices n: 15
He?a\rd' as cledrly as c;rdiu;afy gvoices . '\ .15 )
\’/'“. ) g\:onsiéts‘of ‘or}; voice" only “ -~ 3
‘Consis;s of ‘many voi\cés‘ alwayﬁ/J o 10,
\ . BN :

; Varies - ' o . 2
.Won;en's voices only “ R 1
‘Men's vpic;g.‘s’ only o o i o 6

. Both men's and women's voices ' . . o :,8
Voices belong to relétivé‘s | . -6
Voices belong to friends * ) 7
Voices ‘belong to public personalities \i
Voices are attributed to God and the .devil 5
Voices vary as to their owner ‘ 11 .
‘Voi‘ces are unfamiliar sometimes s " 8‘

"' . Voices seem to E*Gm-e from long distance away always -2

L ' | sometimes - T 6.

' Voices are louder than when people usually talk :

A | \ always - 1
R , - ‘ sdmet:tmkesi



- Qo;ééﬁyare not as loud © always

Voices

LVoiqgs

Voices
Voices
Volices
Voices
Voices

hY

Voices

‘ - sometimes

. , .-
are about the same loudness . always

. sometimes
ialk to patient )
talk about®patient
speak in whole‘éentencesﬂ ' always
’ ' sometimes

repeat patient's thoughts
sometimes say nice things to patient
say unplquant thingé to patient always
' N sometimes

try to influence patient to take action
*

[

Voices have suggested suicide

Content is sexual sometimes~ .

e

Voiées

Voices may be unreal ("I'm not sure™) .

Cohtent includes nonsense words or sirange language

are definitely real .

aor

o ' Music n: 3
t

Heard inside the head oo

Heard outside the head

Varies

\Can be heard cleArly

PP

S
J-
v
1l t
.

£
4

{ - .
‘Same loudness as noise in the eniifjfepnt )
" Music is known to patient ' .

-

-

15

14

8

4

13




"

, : ,

.Music- 1s unknown to patient : . : 2
Visual r}auucmacioiis n: 10 )
| Seen as clearly as qrdinary visual perceptions .7
1s seen} through a gauze, like a phantom - ‘2
) 1s fﬁ’zzy 7 l, . ’ .‘ 1
a ‘ . ' .
In black and white © B 1
In colours e i 9
. Normal size v : \ ' :' 6
‘ Biggerwthan_-usu.al o . . ) a2
Smaller than usual ‘ - S . 1
Varies . | ’ - ', o - 1
Normal shape . ‘ ' ‘ ‘ . ‘ 9
. Deformed, distorted : *\& 1
. Patient - sees sel£ ’ ) ' ' ) 5
- Sees other 1;>eople o ) o 10
Sees knox‘m people sometimes o ' o ) 6
Sees 'unkr'lown people spm::times . 7
" Sees animals o T SN 3
( .

Sees flashes of light . Lo B ‘ 5
Sees inanimate objects ‘ . w0 _ . j 5
Sees ahimate&‘scenes ] - - : 9
Sees non-animated.scene (evefyi:h'ing looks still) | 1

Tactile hallucinations‘ ‘n: 5 ‘ ' |
Animalf crav:rling C - - | ‘ - l'3‘
N B;lg's, insects inside body - o 1
Cold wir;d. from unknown origin’ A ' S | g 1
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Olfactory hallucinations . n; 6

_Poison gas ° 4

Perfume

Cooking. adours *

Burning odours. o T A

Putrid

Blood

Metal

-

Gustatory hallucinations n: 2

Blood

smell

A

! L -

Various tastes

Duration and frequency

i

Auditory hallucinations - Voices n: 15

kVoices

Voices

Voices

Voices
Voices
Voices

Voices

ticés.

~

Voices

.+, Voices

last a few minutes at a time usually
A\ .

sometimes

¢ f
sometimes last for hours ¢
last for days without stop ﬁsually
5 ’ ) . A
' sometimes

i

are more prominent during® the evening
are heard every day - .

usually occur when patient is alome

occur whether or not .people are around
usually ocecur when patient is unoccupied

occur whether or not patient is océﬁpied

- <

stop-patient from sleeping

=/ 125
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-

Mugic n: 3

-

\ Music 1s heard a few minutes at é time

2

-

Music was heard a few times only. :
.Visual hallucinations | n:' 10

‘Last a, few minutes at a time .

Last for hours ' ot

Last for days

- More frequent during the evening

.‘Occuér every day
Occur approximately every week

Occur occas ior;nally . ' !

Occui"recr intensely for a while, has .not reappeared -

N

. since N

Alwa‘ys occuyr when patienf is alone

Ocecur Qhether or not patient is alone -

.Only occur when patient is unoccqp‘ie.d

Occur whether 01? not patient‘iwcuﬁied
Tactile hallucinations n 5 '

Last a few minutes at a time

Last for hours' ’ N

La.st'. for days

R

xOccv:xrredl for a certain period\c:nly

'Occur every day-

' Occur only when patient is alohe
" Occur whether or not patient .is alone

Occur 'whether or not patient is occupied

=
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<
Olfactc_ary hallucinations /n: 6 .
f
¥ Last a few minutes a/t a time:- R 5
Last for hours . . T ' 1
Occur every- da1y ) o o —A' 1
i Occur every wevek ) 1
. ’ \ Y /
Occur ifregularly , /," 4
Occur whether or .not patient is alone ' / 6
Oécur whethe; or not patient i‘s‘ occupied / . 6
Gustatory hallucinations n: 2 | T, /
. Last a few minutes at a ‘time . o '/- ‘ 2
Occur irregularly - / - 2
. Occur vhether or not patient‘ is 'aloné /"‘ﬁ ’ 2
Occur whether or not~ patient is qccupﬁd /// 2
o Disaﬁpear when Jpatient is eating /’ ' . 2

. y :
Patient's reaction . q S ’
\ / ’

Auditory hallucinations - Voices n:i 15

/

. ~ Py i’
Patient acts upon warning or command from voices

usually . . b

Patient seems to respond appropriately .- . 15
. ————— . . .
./ Patient is afraid of voices =, - 9
/, . //
/ ‘ .
'/ Patient wishes voices would go away/ . .13
/ Lo >y
/ i .
/ Patient enjoys voices c / .o . 2
/ . / .
/ . » ‘ '
; Voices make it. hard for patient to concentrate : 12
Patlent converses with voices ugually <L ‘ 8
. ‘: . -
- sometimes . ’ 5

127
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/

‘5’1-. - ¢ sometimes
never . '
" Patient can turn voices on dnd off by shifting

attention and talking = | - usually

[4
- T .. sometimes
. . . ’ .
- o never

[

Patient has tried putting cotton in ears but to no
v

avail
Patient believes that everyone:hears %o%séé but

denies it ‘ ,

Patient thinks that everyone hears voices but is

¢

not sure if it is true o -

. Music' n: 3
Patient wishes it would go away _ *
' Patient enjoys music I

Patient can do other things comfortably while hearing
~ mllSiC N ) ’ . -

‘. - Visual hallucinations n: 10

Patient wishes it would go away . ‘
c . | | ' . * 14
Patient enjoys it

o

Patient 1is 1ndifferent

Visions make it hard for patiént to concentrate

A}

Pa&ientocén,make visions go away usually .-

gometimes

L . . ’ . ne‘\;Ef

A ‘ \ o [

= . . .

Patient is afraid of visions o -
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