Metadata, citation and similar papers at core.ac.uk

Provided by The University of Nebraska, Omaha

N qummw ]DF
e University of Nebraska at Omaha

Omaha Digital Commons@UNO

Student Work

7-1973

An experimental study of the impact of clinical
psychodiagnosis, diagnostic concept and
dogmatism on the perception of psychopathology.

Jane Ellen Stilwell Smith
University of Nebraska at Omaha

Follow this and additional works at: https://digitalcommons.unomaha.edu/studentwork

b Part of the Communication Commons, Communication Sciences and Disorders Commons, and

the Special Education and Teaching Commons

Recommended Citation

Smith, Jane Ellen Stilwell, "An experimental study of the impact of clinical psychodiagnosis, diagnostic concept and dogmatism on the
perception of psychopathology." (1973). Student Work. 104.
https://digitalcommons.unomaha.edu/studentwork/104

This Thesis is brought to you for free and open access by
Digital Commons@UNO. It has been accepted for inclusion in Student
Work by an authorized administrator of Digital Commons@UNO. For

more information, please contact unodigitalcommons@unomaha.edu.


https://core.ac.uk/display/232754946?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1
http://www.unomaha.edu/?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages
http://www.unomaha.edu/?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages
https://digitalcommons.unomaha.edu?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages
https://digitalcommons.unomaha.edu/studentwork?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages
https://digitalcommons.unomaha.edu/studentwork?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/325?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/1019?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/801?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages
https://digitalcommons.unomaha.edu/studentwork/104?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:unodigitalcommons@unomaha.edu
http://library.unomaha.edu/?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages
http://library.unomaha.edu/?utm_source=digitalcommons.unomaha.edu%2Fstudentwork%2F104&utm_medium=PDF&utm_campaign=PDFCoverPages

AN EXPERIMENTAL STUDY OF THE IMPACT OF CLINICAL
PSYCHODIAGNOSIS, DIAGNOSTIC CONCEPT AND DOGMA TISM

ON THE PERCEPTION OF PSYCHCPA THOLOGY

A Thesis
Presented to the
Department of Speech
and the
Faculty of the Graduate College

University of Nebraska at Omaha

In Partial Fulfillment
of the Requirements for the Degree

Master of Arts

by
Jane Ellen Stilwell Smith

July 1973

pest /109



UMI Number: EP72705

All rights reserved

INFORMATION TO ALL USERS
The quality of this reproduction is dependent upon the quality of the copy submitted.

In the unlikely event that the author did not send a complete manuscript
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.

i i
Dissortation Publishing

UMI EP72705
Published by ProQuest LLC (2015). Copyright in the Dissertation held by the Author.

Microform Edition © ProQuest LLC.
All rights reserved. This work is protected against
unauthorized copying under Title 17, United States Code

ProQuest

ProQuest LLC.

789 East Eisenhower Parkway
P.O. Box 1346

Ann Arbor, Ml 48106 - 1346



ii

Accepted for the faculty of the Graduate College of the
University of Nebraska at Omaha, in partial fulfillment of the

requirements for the degree Master of Arts.

Graduate Committee %//ﬁ gfﬂ/j,a,z:

“'Name Department

prastic . Cuibee Spuc/
| A
Ellen I Coilor ek

/ Chairman

M»’ﬁ//??j



_TABLE OF CONTENTS
List of Tables .
I. INTRODUCTION
- Genesis of the Problem
Review of the Literature .
Statement of the Problem
Hypotheses .

Operational Definitions of the Variables

II. METHOD AND PROCEDURES
Subjects for the Study
Collection of Data .

Analyéis of the Data .
III. RESULTS

Hypothesis 1
Hypothesis 2
Hypothesis 3 . . . . . . . . . .

Hypothesis 4
IV. SUMMARY

V. CONCLUSIONS AND RECOMMENDATIONS
APPENDIX A: Brief Psychiatric Rating Scale
APPENDIX B: Semantic Differential Concept Scales
APPENDIX C: Dogmatism Scale Form E
APPENDIX D: Oral Directions for Use of the Booklets
REFERENCES .

iv

21

23

24
25

25

25

28
30

30

31

32

32
34

37

42

47
52
58
60



iv

LIST OF TABLES
Table 1 t Test of Significance of Differences in Selected Items
of the Brief Psychiatric Rating Scale under the Condi-
tion of No Diagnosis and Diagnosis
Table 2 Analysis of Variance of Ratings of Psychopathology by
Subjects Scoring both High and Low in Dogmatism un-

der the Conditions of No Diagnosis and Diagnosis



CHAPTER I
INTRODUCTION
"Gencais of the Problem

The subject of psychiatric diagnosis and the ramifications
.of a person being labeled as ''mentally ill'" has attracted increased
attention in the past decade. Personal testimony from psychiatric
patients about the difficulty in securing ‘employment; returning to
familiar abodes, and re-entering a scholastic environment because
of rejection by a '"normal’' society, has been documented in confi-
dential case files, witnessed by friends and relati“ves, and publish-
ed for lay consumption (Rubin, 1960; Salinger, 1951; and Green, 1964).
Other literature has been devoted to the apparently negative psycho-
social aspects of being an in-patient in a mental institution. '('Caudill,
1958; Goffman, 1961; and Gordon, 1971). Some of the issues have
been raised by young physicians at the commencement of their
careers in psychiatry (Willner, 1971); however, much pressure is
being exerted concerning the process of labelin_g a person with a
clinical psychodiagnosis by the practicing psychiatrists (Menninger,
1963; Laing, 1971; and Szasz, 1961, 1968, 1970, a.Lnd 1970g)..

Thomas Szasz is a psychiatrist and psychoanaly;t-in private
Apracticé who is a pfofessor of psychiatry at the Upstate Medical
Center‘ of the State University of New York in Syracuse. - Although

most of his work originally appealed to the professional worker in



the field of mental health/illness, his contention that mental illness
'is a myth has reached the general public in popular magazines.
Scarf (1972) writes that for more that a decade Szasz has '"mounted
a vixrtually single-handed and doggedly persistent attack on the view
of mental illness as a disease.' She translates his contention:
"The concept of mental illness is a metaphor run amuck. Itis a
mythical construct which, in common with most myths, serves
convert social purposes (p. 105). " Szasz (1967) concludes one of
his articles with the statement that mental illness is a myth "whose
function it is to disguise and thus render more palatable the bitter
pill of moral conflicts in human relations (p. 177).'"" Earlier (1966)
he had stated that 'to classify a person psychiatrically is to demean
him, to rob him of his humanity, and thus to tfansfo;'m him into a
thing (p. 217)." In the same article he draws similarities between
the claséificatory act of clinical psychodiagnosis to the stereotyp-
ing of black people into '""niggers’' and implies that the same pre-
judicial acts are perpetrated upon the "mentally ill".

Szasz's polemic has created a controversy in the psych-

iatric area about both himself and his ideas. In his Epilogue to

The Manufacture of Madness (1970), which he entitles, ""The
Painted Bird", he writes that psychiatrists "paint' their patients
with psychiatric diagnoses and that this is the ''grand strategy of

discrimination, invalidation and scapegoating (p. 292). "



Althbugh some disagree with Szasz'a generalizations (e. g.
Glaser, 1965, and Ausubel, 1970), others agree that psychiatric
diagnosis may serve as a latent social control function (Miller,
1970); some call for vigilance (Schmideberg, 1970); and some call
for empirical research in the area (Petroni & Griffin, 1969).

As a worker in the fiel'dlof psycbhiatry, this writer has been
aware of the many schools of thought concerning diagnostic class-
ification and has been duly impressed with the problem. She has been
impressed, also, with the paucity of empirical research concerning
the social psychology of clinical diagnosis. Therefore, when her
attention was directed to the work of Temerlin and Trouédale (1969),
who concluded that the presence of a diagnosis given by a presti-
gious person influenced the perception of psychopa.thology in a
'mormal'" person by observers, especially professionals, her
interest increased. .These researchers found that a diagnosis of
""mental illness" ranged from a low of 84 percent among under -
graduates t;) a high of 100 percent among psychiatrists. Results
showed that 95 percent of the reports abqut thé\"normal’,', person
who was being observed were inferential rather than descriptive,

in épite of explicit instructions to the su'bjects to avoid inference-
making. Diagnoses of normality 1:ange.d from O percent to 16 per-

cent in the experimental gfoups (who had received the diagnosis

from a prestigious person), as compared to 57 percent to 100 percent



in the control groups. The»authofs stated that the effects of their
experiment were probably due to the interaction between the diag-
nostician ‘(Qbserver) and his concept of mental illness, and that
this interaction may have predisposed the subjects towards infer-
ences about the '"'normal'! person. They concluded:

The susceptibility of psychiatric diagnosis to

suggestion supports Szasz's contention (Szasz,

1961) that psychiatric diagnosis is a process

of labeling social behavior, and suggests that

Szasz's position be tested experimentally..

Indeed, the social psychology of clinical diag-

-nosis should be seriously explored. This

study suggests that the concept of mental ill-

ness, combined with the practices of psychiat-

ric diagnosis, may produce a special variety

of demand characteristics which influence

patient and practitioner in ways analogous to

the demand characteristics of a psychological

experiment (p. 290). '

‘According to Orne (1970) the "demand characteristics' to
which these authors refer are among "those factors which are apt
to affect the subject's reaction to the well-defined stimuli in the
situation (p. 4)."

In January 1972 this writer had the oppﬁrtunity to test out
the contention that labeling affects the perception of psychopathology.
During a lecture, "Communication, Verbal and Nonverbal', which
she gave to 82 junior medical students as part of '"Basic Psychiatry

320" at the Nebraska Psychiatric Institute, the students were shown

a seven-minute videotape recording of a patient being interviewed.



Under Condition 1 no clinical diagnosis was given. The students

were asked to rate the psy»chopathology of the patient on the Over-
all and Gorham Brief Rating Scale (see Appendix A). In Condition
2 the students were asked to record their perceptions of the same
patient on the same rating scale after having viewed the videotape
a second time with these instructions: '"Now let us watch the non-

verbal communication of this schizophrenic patient.' The diagnosis

was inserted in Condition 2 and had not been given in Condition 1.
It was hypothesized that if the diagnosis did, indeed, function as a
demand characteristic in the perception of vpsychopathology, there
would be a change in the ratings of those items_common}y asso-
ciated with schizophrenia, or at least a change of some sort would
be recorded. The impact of the diagnosis, it was thought, would
override the tendency of most raters not to change their ratings
after so short a lapse of time. The hypothesis that I:aters do not
routinely change ratings if conditions remain stable is supported
by Rundquist (1950). |

An interesting result of this pilot project was a change in
ratings of only two items to a statistically significant degree.
Those two items on the Rating scale -- No. 12, "Halluéinatory
Behaviour", and No. 15, "Unusual Thought Content! -- are usual-
ly associated with the clinical entity schizophrenia (Coleman, 1964).

It might be argued that a change in ratings was due to a change in



the conditions of the second experiment in which subjects were

asked to watch the '"monverbal' productions of the patient and that

the directions may have influenced the change. However, that prem-
ise may be refuted on the basis that observation of psychopathology
called "Hallucinatory Behaviour' and "Unusual Thought Content"

' ‘are primarily found in the verbal productions of the patient.

'fhe pilot investigation of the impact of diagnostic labeling
on the perception of psy'chopathology as recorded on a rating scale
cannot be considered conclusive, nor can it be generalized; it does
indicate the need for‘further investigation.

So as a result of personal experience, interest in both
clinical and social psychology, and the opinions and research cited,
it was decided to inve'stigate experimentally the relationships of
clinical diagnosis and the perception of psychopathology. It was
felt that the results could add to empirical knowledge and might
have important implications to workers in the field of mental

health/illness.



Review of the Literature

Perception of psychopathology has troubled mental health/
illness practioners in its diversity. Difficulty in arriving at uni-
form diagnoscs has plagued clinicians. Consider the diverse
findings from studies concerning a major mental illness, schizo-
phrenia. Mosher (1971), in a report published by the National
Institute of Mental Health, stated that the syndrome called schizo-
phrenia costs this nation 14 billion dollars annuéll‘y. Bannister (1971)
reported that by 1958 over 5,000 papers on the subject had been
piiblished, and that since 1960 papers on schizophrenia had emerged
at the rate of 300 a year, with an increase of about 10 percent
yearly. He wrote: '"Yet few, viewing the problem of schizophrenia
in perspective, feel that any kind of breakthrough has been made
(p. 72).*" His contention is that much confusion exists concerning
the diagnosis and cites some of the many studies which reflect
the lack of agreement about the concept: lack of interjudge agree-
ment concerning schizophrenia and its subcategories (Kreitman,
1961); low interjudge agreement for alleged attributes of schizo-
phrenia (Hune & Jones, 1958)»; overlap between the characteristics
of schizophrenia and other categories (Freudenberg & Robertson,
1956; and Wittenborn, Holzborg, & Simin, 1§53);' and influence of
semantic uncertainties on judge characteristics (Arnhoff, 1954).

"That there is a diversity between nations in the manner in



which similar patients are diagnosed is atfested to by Black (1971),
who states that similar patients in England and the United States
receive different diagnoses. Similar patients are likely to receive
a diagnosis of "manic-depressive'' in England and_»"schizophrenic“'
in the United States. Research by Gurland et al. (1970, p. 24) which
investigated national differences in the ratios of newly admitted
patients given the diagnosis of ”schizophrenié" or "affective dis-
order' concluded that the difference in diagnosis ''appears to be
primarily a result of differences in the way the two groups of
hospital psychiatrists diagnose patients and only slightly a result of
differences in the actualipsychopatholo gy exhibited by patients. "
Cross-national differences were also demonstrated by Sandifer

et al. (1968). They concluded that these differences were attribut-
able to differences in education and training.

Katz, Cole and Lowrey (1969, p. 937) found that the ''dis-
agreements among clinicians may be due to actual differences in
their perceptions of certain kinds of pathology rather than to a
semantic preference.' They felt that the sources of these dis-
crepancies in perception were traceable to 'certain factors in the
background of clinicians.' The researchers concluded that ethnic
background is a factor in the perception of symtomatology. In
further research they discovered that older clinicians ten'ded to

diagnose categories that in recent years have been used less and



less, ve. g. '"'catatonic schizophrenia', and a relucténce’ on the part
of American psychiatrists to use the term '""manic-depressive
psychosis. ' Thus these authors narnec‘llsonle factors which might
influence perception: experience of the clinician, ethnic background,
and psychiatric orientaﬁon.

Berry (1971) found that mental heali:h workers, regardless
of their psychiatric orientation, tended to choose the more complex
labels or explanations of deviant child behavior when given the choice
between complex or simple explanation. His study may indicate
that the label of '”schizophreniav” becomes the label that may be
chosen when a series of complex behaviors is demonstrated by a
patient.

Concepts play a major rple in medical decision-making
according to Kendell et al. (1971). These researchers found that
the American concept of schizophrenia is much broader than the
British concept and would include not o;ﬂy much of what their
British colleagues would consider depressive illness, '"but also
substantial parts of several other diagnostic categories--manic
illness, neurotic illness and personality disorder (p. 123)." The
reason for this difference in diagnﬂosis is attributed to the fact
that the American concept of schiz@phrenia has broadened "greatly
in the last 30 years without any corresponding enlargement of the

British concept (p. 129).'" The authors also state that most o_f' the
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American psychiatrists in their study were from the New York area
~and that statistics might suggest the schizophrenia is more reé.dily
diagnosed there than in other parts of the United States.

As Bannister (1971, p. 72) concluded, 'the concept of schizo-
phrenia, it has been argued, is a semantic Titanic, doomed before
it sails--a concept so diffuse as to be upusable in the scientific
coﬁtext. "

A review of the pertinent literature revealed plausible
reasons for diversity of diagnostic procedures--education, exper-
ience, orientation, sophistication, ethnic background--but nothing
experimentally to indicate that diagnosis is used as a method of
social restraint; however, how could motives such as these be
admitted to or proved? One suggestion in answer to this problem
of diagnosis was given by J. Samuel Bois (1971), who made a con-
nection between psychiatric diagnosi's and man's urge to classify:

This diffic'ulty in psychiatry I see as a broader
difficulty within our culture--what I call our
episteme. We are classifiers. We abstract
with a totality of our semantic reactions--what
we are with our experiences, our preferences.
We use what I call the 'structured unconscious.

When we have a tendency to label and then to
project, it is organized--we live that way.

That language is i‘nstr‘urhental in the perceptual process
was indicated by Korzybski, the general semanticist (1951, p. 176),

when he wrote that language is not only an inventory of experience
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but also ". . . actually defines experience for us by reason of its

formal completeness and because of our unconscious projection of
its implicit expectations into the field of experience.' He added:

A "name!'' (label) involves for a giv‘eh individ=-

ual a whole constellation or configuration of

labeling, defining, 'evaluation, etc., unigue

for each individual, according to his socio-

cultural, linguistic environment and his

heredity, connected with his wishes, inter-~

ests, needs, etc. (p. 177).

Nunnally and Flaugher (1963) wrote that research on indi-

vidual differences of word usage should continue because (1) a
person’s tendency to use certain words reflects his past experience,
and (2) enou'gh positive results have been obtained through research
to "leave little doubt that there actually are correlations between
individual differences in word usage and differences in leai'ning,
perception, and personality (p. 780)." Bois (1972, p. 300) also
attested to the power of words: '"Once we accept a word as proper
to designate a person, a thin_g,_ a situation, or an operation, we
adopt implicitly as real and effective all the relations that this word
has with other words in our universe of discourse.’ Birch (1945),
in an experiment which he said concerned the effect of socially dis-
approved labeling upon a well structured attitude, found that the
basic effect obtained by the applicé'tion“of a label to a social posi-

tion is the 'esta.blishment or set of a given initial direction of think-

ing. The label functions as a stimulus which esfablishesa. subject-

N
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ive matrix withi.n the materials are perceived. Bruner and Postman
(1948, p. 71) explained that the set which an individual brings to a
situation requiring perception is a function of his prevailing motives,
needs, a_ttitudes and personality structure.

That language usage and its influence on the concept of men-
tal illness poses a special problem in psychiatry was recognized
more than three decades ago by Campbell (1937, p. 792), who wrote
that psychiatry deals mainly with behavioral disorders referable to
.symbolic functions and that "words and gestures are to the psychi-
atrist wh?.t\instrunlents are to the surgeon. Our technology must
include, then,a general theory of meaning and representation. "

But three decades later the worker in the field of psychiatry is still
dependent upon a system of 1anguag‘e——a. nosology of terms--that
end‘eav_ors to put some order into classification. He can choose to
regard schizophrenia as a "fact' and have to discover its cause or
etiological factors, assess a .prognosis and treat its course (Laing,
1967); or "adopt a double standard of bookkeeping, one in which to.
state one's beliefs, the other in which to conf.&fm for the sake of
official reporting and statistical tabulation (Willner, 1970, p. 11).

Katz, Cole and Barton (1965) pointed out both the advantages
and disadvantages of classification a,nd'quotéd Grinker (p 151) as to
the necessity of classification: ". . . once W;f have made a desi-

sion that certain groups of cases are, with a high degree of reli-

\
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ability, designated as a certain category, then we may analyze
these categories in terms of their various traits. Y On the other
hand, they quote Murphy (p. 189) as saying ''. . . the major dif-
ficulty with classification and categorization is that it leads to
rigidity, to reification, to a kind of nominal realism. "

In order to bring some structure to this problem of class-
ificatory labeling and the perceptioh of psychopathology, and to
avoid the individual differences in diagnostic classification which
have been citeci by workers, some professionals in the field of
psychiatry have concentrated on behavior rating scales and have
worked toward both reliability of the instruments and training for
concordance of the raters. These rating scales are not without
their drawbacks, as other variables impinge upon the rater's
ability, such as motivation, reward, time and freedom from job
| pressures (Jensen & Morris, 1960) and the role of the rater
(Wittenborn, Plante & Burgess, 1961).

For the purposes of this study, the rating sgale chosen for
the recording of pércéption of psychopatholog;\was the Brief Rating
Scale as concepfua.lized by O_verall and Gorham (1962, see Appendix
A). This scale was developed to offer a '"rapid evaluation proce-
dure for use in asses sing treatméht change of major symptom charac-
teristics (p. 799).'" The scale has been shown by its originators

to be reliable in joint ratings that were made on patients in a drug

\
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research project (range of correlation of individﬁal items from

.56 to .90) and later on newly admitted schizophrenic patients in

a drug screening project. Addition of two items was ma'.de"fo-r the
second testing and correlations ranged on individual items from

.56 to .87. Validity was established by a second research program
concerned with the general problem of developing a quantitative
approach to psychiatric classification in which a computer program )
of diagnostic concepts was written. Psychiatrists' ratings of typi-
cal cases was found to be highly accurate. Research with real
diagnostic cases is currently being done by these authors. One
aspect of the scale which must be borne in mind by the researcher
is that the intervals on the scale are not really equal (hallucina-
tions "not present' is not equal to hallucinations ''very mild", etc.).
-However, the authors state that ''category scale values have been
shown to be monotonically related to equal-interval values obtained
from psychometric scaling methods (p.. 807), " and on this basis
they subject their data to interval statistical analyses.

A review of the literature thus far has demonstrated the
need to investigate the influence of the diagnostic label, the ob-
server's evaluation of the diagnosis or concept, and the observer's
belief system oﬁ the perception ofnpsyc‘hopathology.

In order to examine the manner in which the observers

evaluated the concept of schizophrenia, a measuring instrument,

N
\
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the Semantic Differential (see Appendix B), developgd by Osgood
et al. (1957), was selected for the present study. Nunnally (1961),
who used this scale for 1neé.suring psychiatric‘ labels which nega-
tively influenced the general public, said: '"The fundamental hypo-
thesis underlying the Semantic Differential is that certain 1mi30r— .
tant components of'rnea,ning can be measured by the rating of
objects or ideas in respect to bipolar adjectives (p. 3‘83).'” Each
set of bipolar adjectives is called a scale and is rated for direct-
tion and intensity of the concept on the continuum of seven points.
Research has shown that the scales emerge into a relatively small
number of factors. Factor-analytic studies by Osgood and his
associates (1955) have shown the following three factors to be con-

sistently emergent: the Evaluation Factor identified by scales like

good-bad, kind-cruel, cleanfdirty, etc.; the Potency Factor ident-

ified by scales such as strong-weak, large-small, 'thick—thin, etc. ;

and the Activity Factor, identified by scales such as active-passive,

fast-slow, sharp-dull, etc.. By averaging scores on the most
highly loaded scaies an average factor score .fo.r each individual
or group may be obtained and the "'meaning'* of the concept can be
determined."

For purposes of the preselzlt stﬁdy only the Evaluation Fac-

tor was analyzed. Osgood reportéd-that reliability was established

by experiments ‘done by himself and associates’ (1957}, pp. 126-140)

\
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and by Bopp (1955) in which immediate retest and delayed (two
"weeks) retest showed that the evaluation scales showed ''‘consist-
ently smaller deviations for both retest intervals and for both
groups than do the potency and activity scales (p. 131)." As to
validity of the Semantic Differential; Osgood stated that the Dif-
ferential has shown face validity by high correlations between the
location of concepts on the evaluative factor and scores on the
attitude scales, .relatidns between Semantic Differential N_results.
‘and judgments about psychofher,apy, and in a thesis by Reeves
(1954) in vs}hich the evaluative locations of TAT pictures which sub-
jects judged against the Differential were found to correlate sig-
‘nificantly with clinical judgments of stories told about the pictures
by the same subjects. The Semantic Differential has been used
successfully in a blind analysis of a person diagnosed as ''multiple
per-sonality” (Osgood & Luria, 1954); in an examination of the
statistical structure of concepts (Solley & Messick, 1957); and,
most germane to this study, in the investigation of the meaning of
certain concepts to medical students in evalua.éion of certain course
curricula (Shaffer et al., 1965, and Kepler; 1970);

Lehmann, Ban and Donald (1965, p. 75) wrote that their
experiments demonstrated the preéencé’ of an important factor in
rater accuracy which seems to be an as yet unidentified personal -

ity characteristic. This may in certain cases either substitute for

AN
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’cheoreticai knowledge and clinical experience or, conversely, may
reduce the effect of these two factors significantly. For purposes
of both this study and further research the ''one important factor"
cited above that was chosen for investigation was dogmatism.

Dogmatisrn has been described by. Rokeach (1960), who has
done much research on the construct, as being 'a closed belief
sys.tem“ which is utilized by some personalities as a defense a-
gaiﬁst anxiety. He stated (1954, p. 195): "Our construct of dog-
matism involves the convergence of three highly interrelatéd sets
okf variables: closed cognitive systems, authoritarianism, and
intolerance. ! His research with 1025 gs in the United States and
Britain revealed a close correlation between dogmatism and
anxiety, ranging from .36 to . 64; all were very signiﬁcant_(l‘?éo,
p. 348)."

The following passage from Rokeach (1954, p- 196) explains
how this personality construct might influence the perception of

psychopathology in light of Szasz's contention that psychodiagnosis

is a process of labeling social behavior:

With regard to the content of dogmatism,

while the specific content of both central and
peripheral parts may vary from one particular
ideological system to another, it is possible
to specify that in general the formal content
of the central part of the system, to the ex-
tent it is closed, has to do with the absolute
beliefs in and about authority, either exter-
nal or internal, and related beliefs represent-
ing attempts on the part of such authority to
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perpetuate itself. Furthermore, the central
part can be conceived to provide a framework
for the organization of other beliefs represent-
ing patterns of rejection and qualified accept-
ance of people in general according to their
patterns of agreement and disagreement with
the belief-disbelief system.

In the present study the concern was whether or not pérsons
high in dogmatism who may perceive themselves as '"mentally
healthy' (by virtue of the fact that they are not labeled as ''mentally
ill"") would perceive more pathology in the diagnosed patient than
the undiagnosed patient as a function of intolerance. That atti-
tudes and belief systems influence perception of mental health
students was demonstrated in a study by Kurtz and Kurtz (1970)
in which lower class case histories were judged more negatively
than their middle class counterparts by more authoritarian students.
In the present study, the social class of the patient was .not identi-
fied to the Ss in order that social class would not contaminate the
Ss' perceptions. Phillips (1967) found that when his subjects cor-

rectly identified mental illness, 'it did not increase acceptance,
but rather was associated with rejection as measured on a social
distance scale.

Dogmatism is measured by the instrument developed by
Rokeach called the Dogmatism Scale Form E (see Appendix C).

The reliability of the instrument was determined by administering

a",nd revising it throﬁgh five editions until 40 items of the original

~
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89 were consiciered reliable (Rokeach, 1960, p. 73). Validity of
the instrument was established in work done by Rokeach and
Frucher (1956, p. 360).in which they concluded that:
. dogmatism, as conceived and repre-

sented, measures something similar to

authoritarianism but independently of the

left-right dimension. It is also discrim-

inable from rigidity, and ethnocentrism.

Finally, it seems to be related to anxiety.

The presence of anxiety in the dogmatic person, who may
perceive '"the Other' as threatening to his belief systein may be
‘activated on receipt of new information (like a diagnostic label)
after having pefceived and judged the amount of psychopathology
present. If so, he might record more psychopathology under the
condition of a diagnosis in order to keep his own central belief
system intact--that this person is somehow 'different from him’
and that this can be recorded.v

Festinger (1957) has described a ''dissonance'' theory which
may account for the rejection of the identified "mentally ill" found
by Phillips (previously cited). This theory might account for the |
change in the perception of psychopathology by the medical students
in the pilot project previously described. Festinger describes
dissonance as a type of psychological tension or discomfort that

arises when two cognitive elements are inconsistent with one an-

other, e.g. one's opinion in opposition to that of a highly respected
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person. Because of the tension, the person may try various mech-
anisms to reduce the dissonance: change his opinion of the other
person, change his own opinion, devalue the importance of the
discrepancy, etc. (Festinger, 1957, p. 203). The contention of
Rokeach that highly dogmatic persons have a central belief system
organized around a central set of beliefs about absolute authority
poses an interesting problem for the researcher: does the diagnos -
tic label represent an "authority' that would prejudice the observer
of psychopathology who is highly dogmatic?. Would a percepti.on of
greater psychopathology under the condition of diagnosis help re-
solve some of his dissonance or anxiety?

The major portion of the literature surveyed for thié study
has not supported Szasz's contention that the motive behind the
clinical practice of psychodiégnosis is to control or restrain social
behavior; but it has indicated that once labeled, the person is per-

ceived in a manner different from that if he were not diagnosed.
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Statement of the P.roblem
The purpose of this study was to explore the impact of

clinical psychodiagnosis on the _S_s' perception of psychopathology.
In order to do this, the study investigated the possible relation-
ships among the use of diagnoustic label, the untrained observer's
evaluation of the diagnostic concept ''schizophrenia', his degree
of dogxnatism and his perception of the OBServed patient's psycho-
pathology.

‘The following questions were posed about r‘elkationships

among the variables:

1. Is there a significant relationship between the presence
or absence of diagnosis and the perception of psycho-
pathology of a psyéhiatric patient by untrained observers?

2. Is th_ere a significant relationship between the observer's
evaluation of the concept of Yschizophrenia' and his rat-
ings of psychopathology under the conditions of both no
diagnosis and diagnosis given?

3. Is there a significant correlation between the way the.
obs;erver rates the concept of psyéhopathology and the
observer's score on a dogmatism scale?

4. Is there a signiﬁca:qt difference in the amount of change
on scores of psychopathology under t‘c‘he conditions of no

diagnosis and diagnosis given between the ratings by

~



untrained observers who scored high and those who

scored low on a dogmatism scale?
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‘Hypotheses
There is no significant difference in the degree of severity of
psychopathology perceived by the gs as measured by fhe
Brief Psychiatric Rating Scale under conditions of no diag-
nosis and diagnosis in both selected items and in overall
scores.
There is no significant correlation between scores on the

Brief Psychiatric Rating Scale and scores on the Evaluation

'Factor of the Semantic Differential for the concept '"'schizo-

phrenia’ under the conditions of no diagnosis and diagnosis.

There is no significant correlation between scores of the

subjects on the Brief Psychiatric Rating Scale and scores

on the Dogmatism Scale Form E.
There is no significant difference in mean ratings of psycho-

pathology be high dogmatism subjecté and by low dogmatism

subjects under the conditions of both no diagnosis and diag-

nosis.
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Operational Definitions of the Variables

Psychodiagnpstic label, or diagnosis, was defined opera-

tionally as the term ''schizophrenia' that was either given or
- omitted under specified conditions.

Evaluation of the concept of "schiquhrenia" was defined
operationally as scores of the Evaluation Factor of the Semantic
Differential as developed by Shaffer et al.

Dogmatism was defined operationally as scores on the

Dogmatism Scale Form E created by Rokeach. High dogmatism

refers to subjects who scored in the upper 20 percent of the range

of théir particular group. Low dogmatism refers to subjects who

scored in the lower 20 percent of the range of their respective
group.

Perception of psychopathology was defined,operat_ionally

as scores on the Brief Psychiatric Rating Scale developed by

Overall and Gorham.
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CHAPTER II
METHOD AND PROCEDURES
Subjects for the Study

The subjects of. this study were the total population of 145
medical students of the incomi'ng freshman class at the University
of Nebraska Medical College in July 1972.

Collection of Data

Data were co}lected during the lecture, ''Society, Man and
the Physician", given on July 11, 1972. This was the first lecture
of the first day in medical school for these Ss. This timing was
arranged so as to provide coﬁditions under which the data could
be collected without the bias of edqcational information concern-
ing mental illness having been presented to the subjects.

The Ss, who already had been seated for the first part of
the lecture, were given a booklet divided into two parts. The
first part contained the Rokeach Dogmatism Scale Form E, the
Semantic Differentival Scales for four concepts (Minority Group,
Patient, Mental Illness and Schizophrenia), and"a Brief Psychia-
tric Rating Scale. The second part of the booklet, which was
attached but could be separated at the designated time, contained
a set of written directionvs ‘and a Brief'Psychiatric Rating Scale.
The second par't of the booklet w’a‘s'marked "2;0" or "2-D'". The

booklet marked "2_-0% had the written directions, J"Now watch the

A
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nonverbal communications of this patiént-and rate him again after
the videotape is completed.” The §s who received booklet '"2-0"
were considered the Control Group. The booklets marked '"2-D"
had the written directions, '"Now watch the nonverbal cormmunica -
tions of this schizophrenic patient and rate him again after the
videotape is completed.' The és who received booklet "2-D! were
considered the Experimental Group. The booklets héd been assem-
.ble‘d randomly by the toss of a coin before being distributed to the
subjects..

Subjects were asked to compléte.th_e Dogmatism Scale and-
the Semantic Differential Scales following directions that were
read aloud to the group by this Experimenter (see Appendix D).
The Ss then were shown a seven-minute videotape of an adolescent
patient. Tfle same tape had been used in the pilot pfo’je;t with
junior medical studénts. Ss were told only that the patient had
come to the hospital for a second admission. Following the view-
ing, the §_s were instructed to record their observations on the
Brief Psychiatric Rating Scale in the first part of their booklets.
After everyone had finished, §s were asked to put the ‘f,irst part
under their seats. _S_é were then asked to read the written direc-

tions on the face sheet of the second part of their booklets. The

videotape was shown a second time and Ss recorded their observa-

tions on the Brief Psychiatric ‘Rating Scale that they found in the

A\
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second part of the booklet. Ss were asked to put both parts of the
booklet together, were reminded to put their social security
numbers on both parts of the booklets for identification purposes,

and were asked to hand them in as they left the room.
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Analysis of the Data
Scores qf the individual items under the conditions of no dia-
gnosis and diagnosis were analyzed for significant change by
a t test. Summated scores of the Brief Psychiatric Rating
Scale for '""Total Pathology Score'' (TPS) were analyzed for
significant difference in means under the conditions of no

diagnosis and diagnosis by a t test.

- Summated scores of the Brief Psychiatric Rating Scale (TPS)

were analyzed for significant correlations with summated
scores of the Evaluation Factor of the Semantic Differential. '
This factor was represented on the Differential by scales 1,
4, 7, 9, 11, 13, 16, and 19. Scales 9, 11, 13, and 19 were re-
versed in scoring.

Summated scores on the Brief Psychiatric Rating Scale (TPS)
of all Ss were a‘nalyze‘d for significant correlation with sum-
mated scores of the Dogmatism Scale Form E. The Pearson
product-moment correlation r was used.

Summated scores on the Brief Psychi_atri; Rating Scale (TPS)
of subjects scoring both high and low on the Dogmatism Scale
Form E were analyzed for significant difference between
times 1 and 2. A2 X2 analy‘sis qf variance was conducted.
The level of confidence for all analyses was set at p£. 05.

Although the original number of medical students was 145,

~
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certain Ss had to be dropped from certain analyses because
of failure to complete certain portions of the test instruments.

In each analysis the N is reported.
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CHAPTER III |
RESULTS
Hypothesis 1 stated that there was no significant difference
in the degree of severity of psychopathology perceived by the Ss
as measured lby the Brief Psychiatric Rating Scale under condi-
tions of no diagnosis and diagnosis in both selected‘items and in
overall scores of psychopathology. Analysis of the data rewaled
the fqllowing:
TABLE 1
t Test of Significance of Differences in Select-

ed Items of the Brief Psychiatric Rating Scale
under the Condition of No Diagnosis and Diag-

nosis
N=142
Item t value P,
1. Somatic Concern 4.2322 . 01
2. Anxiety 3.2758 .01
3. Emotional Withdrawal - 27.60 .01
4.  Conceptual Disorganization 11.3333 .01
5. QGuilt Feelings b
6. Tension ' 1.6969 ns
7. Mannerism & Posturing b
8. Grandiosity .3508 ns
9. Depressive Mood b
10. Hostility 4.200 .01
11. Suspiciousness b
12. Hallucinatory Behavior 4,2000 .0l
13. Motor Retardation - b
14. Uncooperativeness b
15. Unusual Thought Content 3.4400 .01

16. Blunted Affect .90 ns
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Keyza. Significant values for t,<Z. 05, 1.976,<.01, 2.609 .
b. The means were too close and could not be computed.

The results in Table 1 which show that selected items -
Somatic Concern, Anxiety, Emotional Withdrawal, Conceptual
Disorganization, Hostility, Hallucinatory Behavior, and Unusual
Thought Content -~ were signiﬁcantly different when viewed under
the condition of diagnosis given from the condition of no diagnosis
given. The findings were significant at not only the . 05 level, but
at the .0l level. Therefore, the first portion of the null hypofhesis ‘
was rejected, since the findings indicated that there was a signi-
ficant relationship between degfee ovf pathology observed under the
condition of diagnosis given in selected items of the Brief Psychi-
atric Rating Scale.

The second part of Hypothesis 1 that stated there is no dif-
ference in total pathoiogy scores was accepted, since analysis of
data revealed a ivalue of 1. 474 which was not significant at the
.05 level. The N was 71 for both the Control and Experimental
Groups. The data suggest that if the psychié;t.ric diagnosis indeed
functions as a demand characteristic in the perception of psycho-
pathology it does so for only specific items and does not influence
the Ss' rating of psychopatholo-g}; iﬁ general.

Hypothesis 2 stated that there is no significant correlation

between the scores on the Brief _Psychiatric_-'Rati'ng Scale and scores

A\
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of the Evaluation Factor on th‘é Semantic Differential Scale for
the concept ''schizophrenia™ under the conditions of no diagnosis
and diagnosis. Analysis of the data showed that there was a neg-
ative correlation of -.69 under the condition of no diagnosis and
-.42 under the condition of diagnosis (N=65). These negative
correlations are both significant at the .05 level. A low score
on the Evaluation Factor of the Semantic Differential indicates.
that the Ss view the concept in a negative fashion. Therefore,
the results indicate that a negative evaluation of the concept cor-
relates wifh the perception of a more severe degree of psycho-
pathology. The surprising finding that under the condition of
diagnosis the negative correlation still held but was weaker is
‘worthy of further investigation. The null hypothesis was rejected.

‘HXE. otHesis 3 stated that there is no significant correla-
tion between the scores of subjects on the Brief Psychiatric
Rating Scale and scores on the Dogmatism Scale Form E. The
null hypothesis was accepted since a small positive correlation
of . 009 was found to be not significant (N=141)..;\Wha.tever the

influence of dogmatism is, it was found to be a weak variable.

Hypothesis 4 stated that there is no significant difference

in mean ratings of psychopathologir by hAigh dogmatism subjects

and by low dogmatism subjects under the conditions of both no

diagnosis and diagnosis (N=28 for both Control and Experimental

AN
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Groups). An analysis of variance of the data is 'pres_ente‘d in

Table 2.-
TABLE 2

Analysis of Variance of Ratings of Psycho-

pathology by Subjects Scoring both High and

Low in Dogmatism under the Conditions of

No Diagnosis and Diagnosis

N=56

Source SS df MS F P
Diagnosis 20. 642 1 20. 642 .134 ns
Dogmatism - 126.00 1 126.00 . 847 ns
Interaction 468. 642 1 468. 642 3.153 ns
Error 7728. 716 52 148.629
Total 8344 . 55

The null hypothesis was accepted since the data show ‘no
‘significant difference in mean ratings of psychopathology by high
dogmatism subjects or by iow dogmatism subjects under the con-
ditions of‘both no diagnosis and diagnosis. Interaction, likewise,
was not significant. A typing error whici'l rendered one of the
items on the scale invalid was discovered after the data was
analyzed. Because of the insignificant correlation of the data it

was deemed unnecessary to recalculate the data.
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CHAPTER IV
SUMMARY

It appeared from this investigation that the clinical psycho-
diagnostic label did, indeed, have an impact upon the perception
of selected items of psychopathology. The subjects' manner of
evaluating the concept of the'diaghosis correlated significantly
in a negative 'fas.hion with Ss' perception of the degree ofAseverity
of psychopathology. The contention of Temerlin and Trous dale
that the '"concept of mental illness, combined with the practices
of psychiatric diagnosis, may produce a special variety of demand:
characteristics . . .!" was supported. Certainly the diagnosis
had an impact on the perception of selected items associated with
psychopathology in a significant way. It may be assumed, there-
fore, that the concept that the observer has of the diagnostic label
will influence his perception of the ‘pat'hology of the person carrying
the diagnosis. HoWever, since it was shown that the bias appears
to be in specific items only, the pre’judice cannot be thought of as
general.

That dogmatism is not that "one important factor in rater
accuracy which seems to be an as yet unidentified personality
characteristic' (Lehmann, Ban & Donald, 1965) was shown in the
case of these Ss. If it was the anxiety that is alssociated with dog-

matism, it did not c’léarly show itself from the Dogmatisfn Scale

o~

\
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Form E. If, in fact, the clinical p-sychodiagnosis predisposes a
subject to perceive psychopathology differently, it must be for
some reason other than a closed belief system that leads to intol-
erance. These findings assume that all conditions were held
stable and that the hyptheses were valid. One cannol generalize
from these findings,~ for conditions may have been influenced by
other variables. For instance, first year medical students in
their first day of school were chosen as subjects with the idea
that this fact rendered them more naive subjects than the junior
medical students who were tested in the pilot project. It was
thought that thereby the educational factor which might influence
perception would be held constant. But one cannot know the in-
fluences of their premedical training on an undergradu,a.t.e level.
Also, there was no cognizance taken of their personal experience
with mental illness, either in themselves,» family, or friends
which might have influenced their perceptions. - There was no
consideration of how they perceived male adolescent patients or
persons before they were exposed to the vide;c;tape, Finally, the
subjects may have realized that they were participating in an ex-
perimental situation by the time they recorded their perceptions
under Condition 2 (diagnosis given) and this may have consciously
or unconsciously biased their recordings. |

Therefore, the results of this study cannot be generalized ;



but they do point out the need for further research in this area.

36
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CHAPTER V
CONCLUSIONS AND RECOMMENDATIONS

This study supported the claims of certain professionals
that a clinical psychodiagnostic label biases the observer in some
fashion in certain items related to psychopathology. It also sup-
ported the contention that the evaluation of the concept of the diag-
noéis selectively influences perception of psychopathology. It
failed to find any consistent relationship between a closed belief
system (dogmatism) and perception of psychopathology.

Before any generalizations are made it would be necessary’
to replicate this study with like Ss under conditions as similar as
possible. The study should then be conducted with established
mental health/illness practitioners who work with psychodiagnosis
as part of their professional duties. In order to establish whether
or not tghe diagnostic label is a method for labeling and controlling
social behavior, as Szasz contends, different instruments should

be used in ferreting out prejudice. Other work (Phillips, 1967)

showed that the social distance scale can measure certain aspects
of reactions about the 'mentally ill". It would be interesting to
see if there is a correlation between dogmatism, or a closed belief
system, and the amount of social dis tang:e‘that is sought from the
person diagnosed. In order to further investigate the implications

of a psychiatric diagnosis, whether or not the social c'ontrOIis

A
\
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consciously or unconsciously motivated, 19ngitudiﬁa1 s,_tudies

should be conducted. Pérhaps knowledge in this area could be en-
hanced by thorouéh invesfigation of mentally ill persons t‘hrough the
case study method. The influences on the persona%ities of those
persons doing the perceiving would have to be considered in 'depth_.
For example, the group _of medical students tested iﬁ this study may
have already been influenced by the writing’s of Szasz, M_ennihger and
" others. The situational conditions on clinical and social judgment
should be investigated. Bieri et al. (1966) have given an excellent

set of conditional factors that may influence the manner in which

patients are diagnosed and placed: the setting or clinic in which

the patient is viewed and its prevailing philosophy of treatment,

1

which may influence where the patient is referred; the 'type' of
patient seeking help for a specific type of problem; and the avail-
ability of placement and whether or not there is another agency to
which the patient could be transferred. These influences should
be investigated empirically.

Along with the Settihﬁg. ‘, these authors c:1te a second set of

situational factors which should be investigated: (1) the intention-

ality of the observer or his goal and his '"'set" vis-a-vis the per-

son judged, (2) the judge's involvement with the patient, and (3)

the similarity-dissimilarity between the judge and the judged.

. These authors feel that similarity-dissimilarity research should

N
AY
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focus on three aspects of that conept: (1) the belief congruence
(assumed or actual) between atti.tudevs of the judge and object, (2)
the social distance (or degree of acceptance), and (3) status dif-
ferential (differences in social status)‘. Research should be con-
ducted with the idea that although three types of similarity-dis- -
similarity might be related, there are times when they are not
related and they are not "unidimensional constructs’.

The findings of this present study have implications for
the worker in the field of mental health. Cognizance of one's
evaluation of the concepts with which one deals (e. g. "mental
illness!'', "mental health'') and the various diagnostic categories
would help the worker to evaluate the psychopathology with the
knowledge in mind that most of us abstract and generalize without
being consciously aware of how much of ourselves is involved in
the practice of abstraction. To have knowledge of how one con-
sciously perceives sel'f-refle'xively,' perhaps with the aid of
Semantic Differential Scales on the concept one was using, would
enable the worker to be more consciously aware of his abstract-
ions. As J. Samuel Bois advised:

Homo sapiens does not simply perceive as a
camera perceives what it is focused upon; he
perceives self-reflexively.. As a semantic
transactor, time-bound in a cultural heritage
expressed mostly in the language he has learn--

ed to speak, he has first-order experiences
that emerge in a definite pattern. This pattern
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has the multi-dimensional structure of his
semantic state at the moment. It involves
attitudes, feelings, purposes, habits, electro-
chemical conditions, anticipations of the future
and pressures from the past. It is not merely
a process of making a more or less accurate
map of an assumed territory, the features of
which would determine the characteristics of
the map he is tracing.

If the worker in the.'field of psychiatry could learn to be
cohsciOusly aware of his methods of.abstra.cting from clinical |
data, thereby making his clinical and social judgments more self-
reﬂexively, ‘some of the evils of clinical psychodiagnosis to which
Thomas Szasz alludes might, hopefully, be diminished.

This study also indicates the need for new térrninoiogy.
Nunnally (1961, p. 148) concluded from his research on diagnostic

labels that:

BasiCa.lly we have found four things that are
'wrong' with the available terminology: (1)
there is a shortage of terms available for
communicating about mental-health phenomena;-
(2) the terms often suggest misleading expla-
nations; (3) the terms are not well anchored.
semantically; and (4) the terms bear strong
negative connotations. N
He stated: '". . . one of the first orders of business is to im-
prove the terms and concepts which are used.'" Two years later
Menninger (1963) outlined a new structure of nosology based on
the '"dysfunction! levels of a patient. It was never adopted by the

American Psychiatric- Association. Since the traditional classi-

ficatory system has survived (‘with some refinements) in the face
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of polemic, bpim'on and research it would seem that another
‘approach might be tried. In the opinion of this writer the im-
plication for the education and training of mental health/illness
workers is clear: we must work toward an agreement of mean-

ings of our concepts.



Appendix A

Brief Psychiatric Rating Scale

Overall and Gorham
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BRIEF PSYCHIATRIC RATING SCALE

Overall and Gorham

DIRECTIONS:. ~Draw a circle around the term under each symptom

which best describes the patient's present condition.
Be sure you understand the written directions beside
cach symptom before you rate it.

1. SOMATIC CONCERN - Degree of concern over present bodily
health. Rate the degree to which physical health is perceived as
a problem by the patient, whether complaints have realistic basis
or not.

Not Very Mild Moderate Moderately Severe Extremely

present  mild severe severe

2. ANXIETY - Worry, fear, or over-concern for present or future.
Rate solely on the basis of verbal report of patient's own subjec-
tive experiences. Do not infer anxiety from physical signs or
from neurotic defense mechanisms.

Not Very Mild Moderate Moderately Severe Extremely

present mmild severe severe

3. EMOTIONAL WITHDRAWAL - Deficiency in relating to the inter-
viewer and the interview situation. Rate only degree to which
patient gives the impression of failing to be in emotional contact
with other people in the interview situation.

Not Very Mild Moderate Moderé.tely Severe Extremely

. present mild severe severe

4. CONCEPTUAL DISORGANIZATION - Degree to which the thought
processes are confused, disconnected or disorganized. Rate on
the basis of integration of the verbal products of the patient; do
not rate on the basis of the patient's subjective impression of his
own level of functioning.

Not Very Mild Moderate Moderately Severe Extremely

present mild severe severe



5. GUILT FEELINGS - Overconcern or remorse for past behavior.
Rate on the basis of the patient's subjective experiences of guilt
as evidenced by verbal report with appropriate affect; do not
infer guilt feelings from depression, anxiety or neurotic defenses.

Not Very Mild Moderate Moderately Severe Extremely

present mild severe severe

6. ' TENSION - Physical and motor manifestations of tension; '"ner-
vousness, ! and heightened activation level. Tension should be
rated solely on the basis of physical signs and motor behavior
and not on the basis of subjective experience of tension reported
by the patient.

Not Very Mild Moderate Moderately Severe Extremely

present mild severe severe

7. MANNERISMS AND POSTURING - Unusual and unnatural motor
behavior which causes certain mental patients to stand out in a
crowd of normal people. Rate only abnormality of movements;
do not rate simple heightened motor activity here.

Not Very Mild Moderate Moderately Severe Extremely

present mild severe ' severe

8. GRANDIOSITY - Exaggerated self-opinion. Conviction of unusual
ability or powers. Rate only on the basis of the patient's state-
ments about himself or self-in-relation-to-others, not on the
basis of his demeanor in the interview situation.

Not Very Mild Moderate Moderately Severe Extremely

‘present mild severe severe

9.  DEPRESSIVE MOOD - Despondency in mood, sadness. Rate only
degree of despondency; do not rate on the basis of inferences con-
cerning depression based upon general retardation and somatic
complaints.

Not Very Mild Moderate Moderately Severe Extremely

present mild severe severe

10. HOSTILITY - Animosity, contempt, belligerence, disdain for other

people outside the interview situation. Rate solely on the basis of
the verbal report of feelings and actions of the patient toward
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others; do not infer hostility from neurotic defenses, anxiety or
somatic complaints. (Rate attitude toward interviewer under
"Uncooperativeness'').

Not Very Mild Moderate Moderately Severe Extremely
present mild severe severe

11. SUSPICIOUSNESS - Belief (delusional or otherwise) that others
have now, or have had in the past, malicious or discriminatory
intent toward the patient. On the basis of verbal reports, rate
only those suspicions which are currently held, whether they
concern past or present circumstances.

Not Very Mild Moderate _Moderately Severe  Extremely
present mild severe severe

12. HALLUCINATORY BEHAVIOR - Perceptions without normal
external stimulus correspondence. Rate only those experiences
which are reported to have occurred within the last week and
which are described as distinctly different from the thought and
imagery processes of normal people.

Not Very Mild Moderate Moderately Severe Extremely
present mild severe severe -

13. MOTOR RETARDATION - Reduction in energy level evidenced in
slowed movements and speech, reduced body tone, decreased
‘number of movements. Rate on the basis of observed behavior of
the patient only; do not rate on the basis of patient's subjective
impression of own energy level.

Not Very Mild Moderate Moderately Severe Extremely
present. mild severe severe

14. UNCOOPERATIVENESS - Evidences of resistance, unfriendliness,
resentment and lack of readiness to cooperate with the interviewer.
Rate only on the basis of the patient's attitude and responses to the
interview situation; do not rate on basis of reported resentment or
uncooperativeness outside the interview situation.

Not- Very Mild rMc")d'erate Moderately Severe Extremely
present mild severe severe

15. UNUSUAL THOUGHT CONTENT - Unusual, odd, strange or
bizarre thought content. Rate here the degree of unusualness,

~

\
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not the degree of divsorganization of thought processes.

Not ~ Very Mild Moderate Moderately Severe Extremely
present mild severe severe

16. BLUNTED AFFECT - Reduced emotional tone, apparent lack of
normal feeling or involvement. '

Not Very Mild Moderate Moderately Severe Extremely
present mild severe severe
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Semantic Differential Concept Scales
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cruel
curved
masculine
untimely
active
savory
unsucces sful_
hard

wise

new

good
weak
important
angular
calm

false

colorless

usual .

beautiful

slow
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kind

. straight

feminine
timely
passive

fasteless

successful

soft
foolish
old

bad
strong
unimportant
rounded
excitable
true
colorful
unusual
ugly

fast
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PATIENT
3 4

: : : kind
: : : : : : straight
: : : : : : :igrninine
: : : : : : :tinlgly
: : : : : : : passive
: : : : : : ¢ tasteless
: : : : : ¢ successful
: : : : : : soft
: : : foolish
: : : : : : : old
: : : : : : bad
: : : s : : strong
: : : : H : : uninnportant
: : : : : 2 : rounded
: : : : : : excitable

: : true

: : : : colorful

: : : : : unusual
: : : 2 : :»ugly‘
: : : : : : : fast
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MENTAL ILLNESS

1 2 3 4 5 6 7

cruel : : : : : : : kind
curved : : : : : : : straight
masculine H : : ! - : feminine
untimely : : : : timely
active : : N : : passive
savory : : : : : : : tasteless
unsuccessful : : : : ¢ successful
hard : : : : : :  5o0ft
wise : : : : : : : foolish
new : : : : : : : old
good : : : : : : : bad
weak : : : : : : ‘strong‘_
important . : : : : : : : uninriportant
angular : : : : : : :  rounded
calm : B : : : : excitable
false : : : : : : ¢ true
colorless : : : : : : : colorful
usual : : : : i : unusual
beautiful - : : : : : : ¢ ugly
slow : : : : : 3 . fast
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false
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usual
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kind
straight
feminine
timely
passive
tasteless
successful
soft
foolish
old

bad

strong -

unimportant

rognded
excitable
true
colorful
unusual
ugly

fast



Appendix C
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DOGMATISM SCALE FORM E
DIREC TIONS

The faollowing is a study of what the general public thinks and feels
about a number of important social and personal questions. The best
answer to each statement below is your personal opinion. We have
tried to cover many different and opposing points of view; you may
find yourself agreeing strongly with some of the statements, disagree-
ing just as strongly with others, and perhaps uncertain about others.
Whether you agree or disagree with any statement, you can be sure
that many people feel the same way ‘you do.

Mark each statement in the left margin according to how much you
agree or disagree with it. Please mark every one.

Write +1, +2, or +3 or -1, -2, or -3, depending on how much you feel
in each case.

+1 I AGREE A LITTLE -1 I DISAGREE A LITTLE
+2 I GREE ON THE WHOLE -2 I DISAGREE ON THE WHOLE
+3 I AGREE VERY MUCH -3 I DISAGREE VERY MUCH

1. The United States and Rus sia have just about nothing in
common.

2. The highest form of government is a democracy and the high-
est form of democracy is a government run by those who are
most intelligent.

3. Even though freedom of speech for all groups is a worthwhile
goal, it is unfortunately necessary to restrict the freedom of
certain political groups.

4. It is only natural that a person would have a much better
acquaintance with ideas he believes in than with ideas he
opposes. ‘

5. Man on his own 'is a helpless and miserable creature.

6. Fundamentally, the world we live in is a pretty lonesome
place. '

7. Most people just don't give a ""damn'' for others.
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+1 TAGREE A LITTLE -1 I DISAGREE A LITTLE
+2 I AGREE ON THE WHOLE -2 I DISAGREE ON THE WHOLE
+3 I AGREE VERY MUCH ' -3 I DISAGREE VERY MUCH

8. I'd like it if I could find svomeone who would tell me how to

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

solve my personal problems.

It is only natural for a person to be rather fearful of the

. future.

There is so much to be done and so little time to do it.
Once I get wound up in a heated discussion I just can't stop.
In a discussion I generally become so absorbed in what I am
going to say that I forget to listen to what the others are

saying.

In a discussion I often find it necessary to repeat myself

'several times to make sure I am being understood.

It is better to be a dead hero than to be a live coward.
While I don't like to admit this even to myself, my secret
ambition is to become a great man, like Einstein, or

Beethoven, or Shakespeare.

The main thing in life is for a person to do something
important.

If given the chance, I would do something of great benefit to
the world.

In the history of mankind there have probably been just‘a

handful of really great thinkers.

There are a number of people I have come to hate because
of the things they stand for.

A man who does not believe in some great cause has not
really lived.

It is only when a person devotes himself to an ideal or cause
that life becomes meaningful.
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+1 I AGREE A LITTLE -1 I DISAGREE A LITTLE
+2 I AGREE ON THE WHOLE -2 I DISAGREE ON THE WHOLE
+3 I AGREE VERY MUCH -3 I DISAGREE VERY MUCH

22. Of all the different philosophies which exist in this world
there is probably only one which is correct.

—

23. A person who gets enthusiastic about too many causes is
likely to be a pretty "wishy-washy! sort ol person.

24. To comproi’nise with our political opponents is dangerous
because it usually leads to the betrayal of our own side.

25. When it comes to differences of opinion in religion we must
be careful not to compromise with those who believe dif-
ferently from the way we do.

¥ 26. In times like these, a person must be pretty selfish if he
considers primarily his own happiness.

27. The worst crime a person could commit is to attack publicly
the people who believe in the same thing he does.

28. In times like these it is often necessary to be more on guard
against ideas put out by people or groups in one's own camp
than by those in the opposing camp.

29. A group which tolerates too much differences of opinion
among its own members cannot exist for long.

30. There are two kinds of people in this world: those who are
for the truth and those who are against the truth.

31. My blood boils whenever a person stubbornly refuses to admit
he's wrong.

32. A person who thinks primarily of his own happiness is beneath
contempt.

33. Most of the ideas which get.pi'inted nowadays aren't worth the
paper they are printed on. 4

—

—

% In the scale administered to Ss item 28 was repeated in place of item
26 due to typographical error. '
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+1 I AGREE A LITTLE -1 1 DISAGREE A LITTLE

+2 I AGREE ON THE WHOLE -2 I DISAGREE ON THE WHOLE

+3 I AGREE VERY MUCH -3 I DISAGREE VERY MUCH
34. In this complicated world of ours thé_o’nly way we can know

e

35..

36.

37.

38.

39.

40.

what's going on is to rely on leaders or experts who can be
trusted.

It is often desirable to reserve judgment about what's going
on until one has had a chance to hear the opinions of those
onc respects.

In the long run the best way to live is to pick one's friends
and associates whose tastes and beliefs are the same as
one's own.

The present is all too often full of unhappiness. 1t is only
the future that counts. '

If a man is to accomplish his mission in life it is sometimes
necessary to gamble '"all or nothing at all. "

Unfortunately, a good many people with whom I have discussed
important social and moral problems don't understand what's

going on.

Most people just don't know what's good for them.



Appendix D

Oral Directions for Use.
of the Booklets
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APPENDIX D

Ladies and gentlemen, I shall need your close attention and
cooperation, We are attempting to explore certain parameters of
medical education with the eventual goal of improving our teaching
methods.

On the face sheets of both booklets please place your social
security number at the right hand top corner. All of this informatidn_
is strictly confidential and will have no vb‘earing on your grades or any
aspect of your medical school progress. In the first part of the book-
let is a study which is just a general opinion poll. The directions are
at the beginning. Please take this now. Do not read on.

Now you will find four sheets of certain concepts. The purpose
of this exercise is to discover the meaning of these concepts related to
medicine by getting your ratings of them on a set of descriptive scales.
Please rate them on the basis of what they miean to you. Place an X
mark on each of the scales wherever you feel the word should be rated
according to its proximity to one or other of the descriptive adjectives
on the scale. For example, if it is very closely related place an X in
the' box next to that adjective, if quite closely related place an X in two
boxes away, if only slightly relate,d three boxes away, and if you con-
sider the concept neutral or completely irrelevant place an X in the

box located in the center of the scale. Make each item a separate and
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independenf judgment.

After you have completed the concept scales please indicate
by turning your booklet face down. The rest of the directions will be
given verbally at each portion of the exercise. You will see a video-
tape and be asked to rate the patient's behavior on a rating scale in
the first part of your booklet. When you have finished this please
place the booklet under your seats. We will proceed with the rest of
the exercise when all students are finished with the first part. |

You will then see the videotape a second time and be asked to
rate the patient's behavior a second time on a rating scale found in
‘the second part of the booklet. Be sure to read the written directions
on the face sheet of the second part of your booklet. Be sure to put

both parts of the booklet together before passing them in.
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