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SUMMARY

In this study, the possibility that life events contribute
to coming to psychiatric attention was empirically explored.

The quantity and quality of life changes preceding first psychiatric
attendance and intervening between the onset of complaints and
subsequent attendance, was the main subject matter of this
investigation.

Fifty people first attending at a psychiatric service and
thirty-nine normal matched controls were interviewed, in a
standardized manner, about the changes occurring in their lives

in the two years immediately preceding their first psychiatric
consultation.

The patients showed increased rate and severity of events,
predominantly in the fifteen months immediately preceding their
attendance. There was a gradual build-up of events over the
time culminating just before the attendance itself.

In the period between onset of each patient's complaints
and his first psychiatric consultation, the patients still
experienced, health changes apart, an excess of events in terms
both of rate and severity of change. These changes were confined
to the realm of 'marital and intimate' and 'personal and social'
activities. The patients' social contacts were reduced. The
quality of events in this period was best described as 'negative'.

During that time the patients also reported an excess of
events 'independent of their illness', which thus directly

contributed to their attendance. The evidence on whether events



accelerate attendance is not conclusive.
Methodological issues arising from life-event research and
the implications of life events for therapeutic action are also

explored in the discussion.




" PART I.

Introducing life-event research




"People become sick (develop somatic and emotional dysfunction)
and ask for help when their life situations are in turmoil..."

"This phenomenon has been recognised in psychiatric clinics
and a form of therapy (crisis intervention) has been developed
specifically to deal with it."?

"One has to distinguish between two phenomena: the development

of illness states Fsymptom, disgase process) on the onezhand,

and the act of coming under medical. care on the other."

While the focus of inquiry in this project has been on 'the
acf of coming under medical care', namely, first attendance at a
psychiatric service in the general setting of life events, I shall
review here evidence for both kinds of propositions contained in
the above statements, and discuss separately the methodological
issues involved in the life~event research in general.

This appears appropriate, as in the present study an attempt
has been made to apply life-event methodology, developed in the
course of investigations of susceptibility to disease, to the
social phenomena possibly surrounding first psychiatric aﬁtendance
and illness experience in order to establish, among others, whether

and to what extent life events also contribute to the decision to

seek treatment.



CHAPTER 1

LIFE EVENTS AND 'BECOMING SICK...'

Life-event research has developed and has been so far mainly

concerned with

(i) the association between life events and certain somatic or
psychiatric disorders. As such it has contributed to the
'stress and disease' research, alongside with

(ii) studies on the nature of states which accompany disturbing
events; these 'reactions' or 'responses' as they are
frequently called, have been described in terms of overt
behaviour, of subjective feelings and somatic changes;
they are extremely complex, and include anticipatory
responses, responses at the time, and afterwards.

(iii) Characteristics of subjects rather than 'stress' have also

| been a subject to extensive inquiry in stress research.
When these are considered, then two factors necessarily
emerge: it is the previous experience, and, particularly,
the lack of it, in terms of training for coping with stress,

*
and genetic inheritance.

* NOTE 1: Ad (ii) The 'reactions' or 'responses', as the various
states which are usually assoclated with disturbing events are
frequently called, have been described in terms of overt behaviour,
of subjective feelings and somatic changes. Different workers have
laid differing emphasis on the processes involved. Lazarus,lJr for
instance, has been particularly interested in the way in which people



NOTE 1: (continued)

perceive a situation or an object and how this affects their
reactions (cognitive theory of emotions). Mechanic”® and others
have been concerned with the way in which people try to anticipate
situations, and how skills are acquired in the process of coping
with events. Otherg have described such states as_bereavement

in terms of symptoms“ or of phases in a process; (v ©» 9 or of
endocrinological responses: for instance, the finding that emotional
disturbances cxperienced by parents of children seriously ill with
leukaemia were paralleled by their output of cortisol.’©  Those
who used'denial' and showed little emotion secreted little or no
extra cortisol.

When the characteristics of the subjects rather than the
'stress' are congsidered (iii), then two factors necessarily
emerge: these are the previous experience, and, particularly,
the lack of it, in terms of training for coping with stress, and
genetic inheritance.

Military studies, especially by Roid11 and Bond12 in Air
Force personncl, showed that inexperienced crews were more likely
to become psychiatric casualties. This is paralleled in the
studies of puerperzl psychosis where the risk is much higher for
women having thei{ Tirst baby. In another study, Bourne and his
colleagues, 132 ™ found that experienced troops in combat and
under fire in Vietnam show remarkably little rise in their steroid
excretion. This applied particularly to the non-commissioned
men who had routine tasks to perform and who used intense denial
mechanisms about their own vulnerability - a situation remarkably
analogous to that of parents of leukasemic children, who were using
similar strategies.

On the other hand, there is good evidence to suggest that
our genetic inheritance will at least increase our susceptibility
to psychosis. Pro’chc—zroe,"5 for instance, showed that pedigrees
of women who developed schizophrenia after childbirth contained
the same proportion of schizophrenic relatives as of those women
who developed schizophrenia at other times. The effect of later,
psychological experiences in increasing or decreasing susceptibility
to stress remains debatable. This is not to deny the reality of
their effects, but to state that complexities remain to be worked
out in a systematic fashion.
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The field of stress research is as heterogenous as the
definition of the term 'stress' is ambiguous. The concept
of stress has been broadened to include not only physical forces
and other organisms, but also symbols and threats of danger, and
forces which interfere with man's development and the realisation
of his maximum potential.

The following mention of theoretical formulations bearing
on 'stress', which has been recently commented upon by Cooper and

16 and Birley,3

Shepherd may help to clarify where life-event
research stands in the heterogenous 'stress and disease' field,
and what is the nature of its association with certain somatic
and psychiatric disorders.

17

Vickers ' has pointed out the need to distinguish, as
regards stress, between three sets of variables: the environmental
situation, the physiological and psychological changes which it
engenders in the individual, and the behaviour consequent upon
those changes. These factors, he suggested, should be designated
respectively 'stress-situation', 'stress-change' and 'stress-
behaviour'; a recommendation which, if adopted, might achieve

a useful clarification.

This formulation corresponds to a theoretical formulation
by Greisinger18 who distinguished between 'aetiology' and
'pathoéeny':

"But the providence of getiology in the narrow sense is

only to enumerate empirically the known circumstances of
causation; it belongs to pathogeny to explain the



physiological connection between cause and effect, to show

the particular mechanical act by means of which insanity is

induced through given circumstance..."

Thus, in Greisinger's view, aetiology proper consists largely
of empirical, statistical findings between a certain ‘'stress-
situation' and 'stress-behaviour' or certain defined factors and
certain disorders. Studies concerned with 'stress-change', or the
nature of physiological and psychological mechanisms which result in
morbid phenomena, were subsumed by him under the separate heading
of 'pathogeny'.

The pathogenic concept of stress, if we use this terminology
for a while, has dominated the field of stress research for a number
of decades, during which time most clinical and experimental
investigations have been preoccupied with the intervening variable
of 'stress-change'. As Leigh19 has commented, the whole history
of psychosomatic medicine under the influence first of psycho-
analytic doctrine and more recently of psychophysiological theory,

*
has centred around the notion of stress change within the individual.

* NOTE 2: However, the fact is, that we know very little about
'pathogeny'. For instance, it would seem reasonable to put states
of anxiety and so-called psychotic states on some sort of continuum
of 'arousal'. But in practice this is unjustifiable, in that the
reactions of most people,even under severe stress, stop far short
of states seen in severe psychosis. Iven bigger jumps are needed
to apply the findings from normal physiological responses to stress
to those found in physical disease. At present, Birley- considers
Selye's findings unexplained and inapplicable to what we know of
stress and discase.

The same uncertainty applies according to him to the question
“of certain personality attributes and psychiatric and somatic 5
disease. In particular, the interesting work of Grace and Graham,
on the specific attitudes of patients with urticaria and hypertension
has not been replicated by later workers.
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In this context, life-event research has been mainly of
'aetiological' character in that it deals with statistical
associations between a diversity of life stresses and a wide range
of somatic and psychiatric morbidity (i.e. general susceptibility
to disease). Alternatively, it has been tried to establish whether
the onset of particular disorders is preceded by disturbing sit-
uations which can be regarded as having contributed to their
causation.

The reality of such effects seems to be established by now,
but the complexities of how, for instance, stress modulates the
susceptibility to disease, or whether psychological experiences
decrease or increase susceptibility to stress, remain to be worked
out in a systematic fashion. The 'pathogenic' link is still
missing in spite of extensive research (see Note 2 above and

Note 3 below).

Z
* NOTE 3: Birley’ suggests that to study the relationship between
stress and the onset of physical illness - of 'aetiology' in
Greisinger's system - may give us some clues about the connection
between emotions and abnormal physiological functions - of
'pathogeny'. This must be done systematically and, at this
stage, negative results will be as important as positive ones,
- and positive results can only be claimed when Sther variables
are taken into account. Heyer and Haggerty2 , for instance,
found that routine swabs, i.e. throat swabs, of families in Boston
grew more streptococci at times of family crisis. Before
concluding that this represents an effect of emotional disturbances
on defences against infection, we need to take into account other
factors such as more contact with other children through changing
patterns of care. There is a similar debate concerning the
mortality following bereavement. At present, there is no explan-
ation, but it seems unlikely to be due to a 'shared cause',
assortative mating or self-neglect.
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The review of life-event research relating to 'becoming sick'
is presented here following few further introductory remarks.
Basically, it deals with evidence for the association between 1life-
events and certain somatic or psychiatric disorders, described
earlier in this Chapter (item (i) page 6).

Jacobs et al. stated:

"Where the symptoms presented are somatic ones, not obviously

related to emotional upset, and are consistent with a

biologic syndrome, they are less likely to be immediately

observed as potential signs of unresolved life pressures."

Research into psychosocial factors found to occur close in
time to the onset of illness has included diverse medical entities:
tuberculosis, abdominal hernia, 'accidents', coronary heart disease,
and infectious illnesses. Increasedpsychiatric morbidity, and indeed
onset of depression and schizophrenia, was reported to follow
recent 'eventful' life. Minor health complaints, as well as,
increased illness reporting occurs in conjunction with life changes.

The wide variety of illnesses studied has been matched by
the wide variety of psychosocial factors investigated in people's
lives. These range from single and very few events (such as
bereavement; job loss; recent and poorly resolved separation from
home; residential/job mobility; and effects of biological change:
childbirth, physical trauma leading to, for instance, 'post-
operative psychosis') to periods of increased stress (such as
effects of war on combatants and on civilian population; effects

of concentration camps; and of community disaster) and, finally ,
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to a broad measurement of recent changes in subjects' lives.

The evidence presented here is selective, in that it deals
only with those potential and universal life-stresses occurring
during the life of an 'ordinary' citizen. The military and other
studies will be commented on towards the end of this selective
review, but only as regards any methodological insight which they

have provided.

1.1 LIFE_EVENTS AND GENERAL SUSCEPTIBILITY TO DISEASE

Morbidity studies dealing with illness in general, and

particularly those studies in which illness and psychosocial factors

were observed simultaneously, have reinforced the notion of a
'general susceptibility to illness'.
This notion was first put forward by Hinkle and his

23, 2k, 25, 26, 27 as a part of studies of the Cornell

colleagues,
Human Ecology Program. They explored the morbidity experience

of telephone operators (women), skilled workmen, college graduates
and two groups of immigrants (Chinese and Hungarian) longitudinally,

in their case over a period of up to 20 years, using medical

histories. Their findings can be summarised as follows:-

1e The 'sickest' 10% of 336 women experienced 34% of fhe total
disability, whereas the 'healthiest' 10% contributed only
1% of the overall disability, i.e. individuals do not have
a uniform risk of becoming ill.

2. The women who had the greatest number of illness episodes

also had the greatest number of causes (organ systems)




represented (corr. between 'no. of episodes' and 'no. of
aetiological categories involved', r = 0.82).

Those with the greatest number of minor illnesses also had
the greatest number of major illnesses (r = 0.64); hence
this difference in susceptibility to illness was general
rather than specific.

Illness also tended to occur during discrete intervals of
time, 'clusters', of variable duration, and lasted up to

5 or 10 years. In observing a population of 3,000 subjects

28 found that L4/5 of this

over a 20-year period, Hinkle
population demonstrated illness clustering as "an episode
rate of disabling illness of 1.75 or greater times the

mean rate for the individual over the entire observation
period (in this case 20 years)." In those persons showing
the clﬁster phenomenon, 1/8 of their years were shown to

be 'cluster years' and 1/3% of their illnesses occurred during
such cluster years.

29

T1llness and reaction to life situation: Hinkle™  noticed
several characteristics of persons experiencing 'illness
clusters', while comparing 20 'sickest' and 20 'most well'
women out of %36. The 'illness prone' group tended to
perceive life as difficult and unsatisfactory, tended to
be concerned and 'took things seriously'. Clusters were
demonstrated to occur during periods when the environment

was‘perceived as '"unsatisfying, threatening, over-demanding

and productive of conflict'.
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Hinkle and.others,Bo argued that although genetic factors
might well play a role in determining the overall illness
rate over a lifetime and in the timing of some diseases
dependent on maturation, it is difficult to conceive of
héreditary factors determining the timing of illness

clusters.

The foregoing observations, namely %4, are based largely on
interview data and the subjects' own perceptions of their exper-
iences. As the individual perception of their life difficulties
was of their subjective nature, it cannot be assumed to be
independent of the informant's current state of physical and mental
illness and it was possibly also subject to the observer's bias.

While Hinkle27

has argued that the investigator cannot afford to
ignore the patient's account of what specific events mearit to him,
it however, secms essential at the present state of knowledge to
treat certain classes of environmental change as standard units
which can ~ within limits - be objectively and reliably measured.
These difficulties have been largely surmounted by another
group of American workers, Holmes, Rahe and their colleagues,31’ 32
who develoﬁb a Schedule of Recent Experience (SRE) and a Social
Readjustment Rating Scale (SRRS). > Using these instruments,
they demonstrated recency effects of life changes on illness
reporting, both retrospectively and prospectively.
They compiled a questionnaire, Schedule of Recent Experience

(SRE), comprising 41 types of life change, and eventually devised

weighting scores, life-change units (LCU), according to the extent
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of change and the amount of adjustment required by these events
from an individual. The resulting scale, called Social Readjust-
ment Rating Scale (SRRS), ranges from major events such as 'death
of spouse' (100 LCU) down to minor occurrences such as 'holiday'
(13 LCU).  This enables a quantitative estimate to be made of a
person's degree of intensity of his recent life changes encountered
over specified periods of time (by summing up LCU's over an
arbitrarily chosen time set at, for instance, 2 years, 1 year,
6 months,VB months, 1 month, one week or a day). The question-
naire attempts to examine every area of significant life change
regardless of whether the change is considered to be desirable,
undesirable, volitional or not under the person's direct control.
(This technique is fully discussed in the following Chapter).

The bulk of Rahe's life~event research relates to general
illness reporting in military subjects, both retrospectively and
prospectively evaluated.

Results from retrospective studies of the life changes and

illness reporting for over 2,000 US Navy subjects have revealed that
healthy individuals report an average of 75 ICU during a six-month
period, while they recailed no immediately preceding or present
disease s:)rmptomad:olog;y.BLF In contrast, Navy subjects who recalled
recent illness reported double this 'baseline' ICU total during the
six-month interval in which their illnesses occurred (the illness
interval). These people also reported significantly elevated

ICU totals for the six-month period prior to their illness interval,

as well as for the six-month period following their illness interval.
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It appeared then, that people recalled a significant elevation of
life-change intensity before, during, and after illness episodes.

For illness prediction studies, however, one might predict that

abrupt rises from subjects' baseline LCU totals (during a six-
to twelve-month period) may be an important indication of an
increased susceptibility for near-future illness.

The data to follow on prospective studies of near-future
illness reporting were developed from investigations carried out
aboard six naval ships: three cruisers (2,664 men), two aircraft
carriers, and one battleship. At the start of each ship's six~ -
to eight-month cruise, officers and enlisted men on board completed
the SRE questionnaire. Neither the men themselves, nor members of
medical departments aboard these ships knew the results of the men's
questionnaires in order to minimise the possible influence of this
knowledge on their future illness reporting. Rahe and others
considered the closed system which existed for the handling of
health records in this setting to be an advantage to their study.
Similarly, the ship being, according to them, 'a natural ecologic
unit', in that the men aboard encounter nearly identical environmental
conditions - sharing a common source of food and water supply -
enables the psychosocial factors of the men on their illness pat-
terns to be more readily elucidated.

At the end of the ships' cruises all subjects' health records
were reviewed. The authors' definition of an illness case in
these studies was when a subject reported to the sick bay with

objective signs and consonant symptoms of an illness. Repeated
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sick bay visits for the same complaint were counted as single illness
episodes.

Results from the first three ships studied (the three cruisers)
indicated that a positive relationship existed between the subjects'
six-month pre-cruise ICU totals and their total number of illnesses

25 Table I.1 shows the mean

' reported throughout the cruise period.
illness comparisons for 'quartiles' of the combined cruiser samples.
The lowest 'quartile' of subjects, rank-ordered according to their
six-month pre-cruise ICU totals, experienced a mean illness rate of
seven illnesses per day per 1,000 men throughout the cruise period.
Subjects in the upper 'quartile' of six-month pre-cruise LCU totals
encountered 10.4 illnesses per day per 1,000 men while at sea. The
difference between these two groups, though small, was statistically
significant at the 0.001 level.

In addition, a positive and linear relationship was seen between
cruiser subjects' absolute magnitude of pre-cruise six-month LCU totals
and their number of cruise period illness (Figure I.1). Here,
instead of dividing the men into quartiles based on their relative
pre-cruise six-month ICU totals, all people with absolute ICU totals
between O and 99 were placed into one group, all those with ICU totals
between 100 and 199 were placed into another, etc. The mean number
of illnesses reported for the men in each of these equal ICU divisions
were plotted and a linear relationship of modest slope was seen.

Subsequent life change and illness analyses carried out
abord an aircraft carrier and a battleship failed to demonstrate

significant differences between the illness rates of the enlisted
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TABLE I.1
'Quartiles' Range of Mean cruise 'Quartile' Significance
of total pre-~cruise  period ill~ comparisons levels, two-
subjects LCU scores ness rates talled t-test
1 0-35 7.0 1% 2 NS
1x 3 0.01
2 86-190 7.7 1x b 0.001
3 191-310 | 8.k 2x3 NS
2x k 0.001
L 300+ 10.4 3x L 0.01

NOTE: The incidence rate is the number of illness per day per 1000

menea
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men in the lowest and highest pre-cruise LCU quartile. A group
of officers aboard the carrier, however, did show the same positive
correlations as seen for the men aboard the cruisers.

Summarised, these findings show that

1. a person's report of the amount of social change experienced
by him may be an important indicator of an increased sus~
ceptibility to near-future illness;

2e recency effect is indicated in that the period of signifi-
cantly elevated stress extends six months prior to falling
ill;

3. a positive and linear relationship was seen between the
total amount of life change in this period and number of

illnesses within the following 6 to 8 months.

The measurement of illness in the foregoing studies may be
open to some criticism. These morbidity studies (and other morbidity
studies typically) are based upon either (i) the patient's own report
of previous illness (as, for instance, in Rahe's et al. retrospective
studies), or (ii) health records compiled by some other source and
usually reflecting the degree to which a patient has sought medical
help.

Mechanic and Newton36 have expressed some concern about the
reliability and validity of both these measures, and have thus posed
the principal criticism of most of the studies relating to a
'general susceptibility to illness’.

The patient's own report may be influenced by the nature of

the illness, the stresses he is experiencing, and his behavioural
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response to illness which embraces his perception of symptoms,
attitudes to illness and to dependency on and utilisation of care.
This concept of 'illness behaviour', as described by Mechanic and
, Newton,36 includes the tendency to adopt the 'sick role' (outlined
by Parsons,37).

All these variables which may affect morbidity measurements,
may give rise to an impression that some persons are prone to
'illness in general' and it may account58 for the apparent association
between psychiatric illness and somatic disease.

This criticism warrants caution in interpretation of general
morbidity studies and careful case identification in onset studies.
However, it is the general finding that man's constitutional endowment
is of major‘importance in aetiology of his many disease states, and
that such genetic and acquired traits operate over his entire life
span (see in the findings of Hinkle and others, that some individuals
are more prone to illness than others over a period of 20 years).

Pgychosocial factors, on the other hand, are generally
temporal in their occurrences and their influences upon a person,
and they take place over a relatively brief span of his total life
time. Hence, psychosocial factors important in the aetiology of
a person's disease are those events which have transpired relatively
close in time to the onset or exacerbation of the disease (see

Rahe's work on the impact of life events upon health and the recency

of their effects).



21

1.2 LIFE EVENTS AND ONSET OF PARTICULAR DISORDERS

‘Hére, I will concentrate on evidence obtained from research
on people suffering from particular disorders. Such research was
carried out in order to determine whether the onset or exacerbation
of their disorder has been preceded by, or associated with a period
of increased stress.

Rahe and his colleagues have reported several studies along‘
these lines recently, for instance, on coronary thrombosis.

They applied their life-change methodology to in-patients
surviving recent myocardial infarction,39 to out-patients who
suffered an infarction from 1 to 4 years prior to the study,uo and

I
to cases of sudden cardiac death.l1

In all studies, information
on life changes in the previous 3 to 4 years was gathered from the
patients or relatives of the decased.

In the in-patient study39 (54 males suffering recent

infarction), the reported LCU changes over the year prior to the
infarction showed no correlation with various indices of the
severity of infarction (maximal post-infarction serum glutamine
oxyloacetic transaminase = SGOI'; number of days spent in hospital
recovering; and number of in-hospital cardiovascular complications).
The 54 patients were divided into two groups on the basis
of whether or not they had previous signs and/or symptoms of
coronary heart disease (CHD) or other major illnesses during the
3~ years preceding their current infarction. Those with no
previous CHD histories showed a significant build-up of ICU over

the two years prior to their infarction. The other group showed
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a significant increase in their life changes during the second year
prior to the current investigation, coincident with the majority of
previous episodes of CHD experienced by patients in this group.

The objectives of the out-patient studyqo (30 current out-

patients who suffered an infarction beﬁween 1 and 4 years prior to
the study) were: (i) how do patients report life changes preceding
their illness one or more years after their illness experiences;
and (ii) how many new life changes are 'created' by their illness
and how long do these last?

A build-up of ICU totals was reported 1% years prior to
infarctions, which levelled out gradually over the year following
an infarction. Compared with the in-patient study, no appreciable
effect upon ICU reporting seemed to be caused by the patients'
differing years of infarction. The 'created' life changes seemed
to be of approximately equal LCU magnitude as pre~infarction life
changes. The significant fall in six-month ICU totals by the middle
of the second year following an infarction, appears to support,
according to Rahe and Paasikivi,qo in reverse, the previous studies
indicating a significant build-up of life changes surrounding the
experience of illness.

)i
In the study of life change and sudden cardiac dea“l:h,yI

close relatives of 39 men, who died suddenly of arteriosclerotic
heart disease within specified three months of 1968 in the Stockholm
area, served as informants.

It was found for both those people with and without prior

histories of CDH, that there was a significant increase in their ICU
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as indicated on the Social Readjustment Rating Scale during the
final six months compared to chronologically identical time periods
2 and 3 years prior to their death. These life-change increases
were three—fold in magnitude greater than those previously reported
for Swedish in-patients surviving myocardial infarction.

Possible sources of bias in gathering life-change data on
the deceased from their relatives were discussed by Rahe and I»ind.LVl
They argued that if there had been a consistent bias in the LCU
reporting by widows, this bias would be expected to extend over the
whole period inguired about, i.e. 3 years, and not 6 months prior
to death only, compared with other infarction patients investigated.
No such tendency of an overall higher LCU reporting was observed.

39

Similarly, Theorell”” demonstrated that life changes reporting
over the past three years by male hospital patients did not differ
significantly from how their wives saw their husbands' lives in
terms of LCU. |
Brown, from Bedford College, and Birley, from the Institute
of Psychiatry, University of London, have recently (1973) reported
a further stage of results of a number of important investigations I
into occurrence of events and onset of severe psychiatric disorders. =
These findings demonstrate an increased rate of certain well-
defined events, occurring just prior to onset, in cases of acute
schizophrenia, and ovér a longer period, prior to onset, in cases
of depression. These events can be regarded as having contributed

to causation of such disturbed states. There is a number of

important methodological issues in their investigations, and these
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are discussed further in the next Chapter and elsewhere.

Brown et al.42 interviewed 50 schizophrenic patients of
both sexes who suffered an 'onset' during the study period of three
months prior to admission, and 114 female depressed patients who
suffered one of defined changes in their state a year prior to
admission. For all schizophrenic patients and for the first 50
depressives a relative was seen and questioned. 325 and 152
members of general population respectively served as comparisons.

Schizophrenic patients were included if they were showing
either a change (i) from 'normality' or from non-schizophrenic
symptoms to acute schizophrenic symptoms, or (ii) from 'mild!' to
'severe' schizophrenic symptoms. Criteria for inclusion of
depressed patients into the study were (i) change from 'normality!
to depressive symptoms, or (ii) exacerbations of 1dng—term mild
symptoms which might or might not have been partly depressive.

The data collected were in the form of interviews with the
patients and their relatives and the general populafion samples,
which were tape-recorded and afterwards rated. The interviews had
four sectioms: (i) clinical information; (ii) the events which had
occurred over specified periods of time; (3) characteristics of the
event and circumstances surrounding the patient's reaction to it;
(iv) long-term difficulties, support from environment, and various
miscellaneous measures. The types of event and person covered in
the questions were defined in advance before the actual interviews.

There was 81% agreement between schizophrenic patients and

their relatives about occurrence of particular events, and nearly
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100% agreement about time of onset. In depressive study, these
levels of agreement were 79% and 86% respectively.

Events were further classified into 'independent of illness'
and 'possibly independent of illness'; (analyses of results were
presented for all events, but checked for 'independent' events
alone).

Events were further rated on a 4-point scale ('marked’,
'moderate', 'little' and 'none') by the severity of its threatening
implications.

The results were as follows:

For all events together and excluding the severity ratings

for the moment, the difference in the rate of events experienced

both by schizophrenics in the one study and depressives in the other,

appeared to occur in the three-week period immediately before ounset.

In this three-week period, schizophrenic group experienced
88 events per 100 schizophrenics compared to 22 events per 100
members of general population; thus schizophrenics had three times
more events. 66% of schizophrenics compared to 22% of general
population had at least one event in this three-week period.

In the same period, the group of depressives experienced 66
events per 100 depressives compared to 17 events per 100 members of
general population - a difference significant at .001 level. 51%
depressives compared to 16% of general population had at least one
event in this period. Outside it, the rate of events was very
much the same for depressed and general population as a whole, and

the difference was not significant.
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When data were analysed with respect to the severity of
threat implied in the events prior to onset, differences were found
between schizophrenic and community groups for events in.gi&_(i.e.
four) severity categories, and in each case, this difference was
restricted to three weeks immediately preceding onset.  All
'markedly threatening' events in the 12-week period studied appeared
only in the three weeks prior to onset.

However, a quite different picture emerged after the
depressives' data were analysed by severity of threat. 'Markedly

threatening' events are common in the whole of the year studied for

patients but are rare in the community sample. There is a five-
fold difference for the year as a whole: 95 and 19 per 100 respectively,
p < .001. 42% of patients vs. 9% of general population had at
least one markedly threatening event in the period before onset,
which was on average 33 weeks.

So, when depressives' results are analysed by type of event,
it appears that in addition to accumulation of 'markedly threatening'
events three weeks before onset, there is a four-fold difference
throughout the rest of the year, showing that the effect of many of
the events was not felt for some time. The most striking difference

between schizophrenics and depressives was, that the events with

"1ittle' or 'mo' threat were frequently implicated in schizophrenia.

32% schizophrenics vs. 19% depressives vs. 13% general population
had one of such events in the three weeks prior to onset.

The authors conclude that there is a difference based on a

type of event which is common in the general population and which
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shows marked accumulation in the few weeks before onset in the
patient, i.e. schizophrenic, group OR on a type of event which is
relatively rare in the general population but which occurs more
commonly in the patient, i.e. depressive, group.

In a companion pa.per43 the authors further discuss (i) how,
in their view, a casual effect between life-events and psychiatric
disorder is established; (ii) how to estimate the proportion of
patients involved in this effect; and (iii) what kind of casual
role events have.

Two extreme positions can be taken regarding the casual

role of events:

1. Events can be seen as triggering an illness that would
probably have occurred before long for other, namely pre-
dispositional, reasons. Here, an event at most brings
onset forward in time by a short period and perhaps makes

it more abrupt.

2. Fvents can be seen as having formative effect on onset of

an illness, if they substantially advance in time the

onset or bring it about altogether.

The authors put forward a general probabilistic model of
role of events in causation. Their analysis is based on the
assumption that certain individuals are potentially schizophrenic
(or depressive, etc.) for genetic, constitutional and other reasons,
and that onset can occur because of these or current environmental

factors in varying degrees. They therefore see persons as having



different vulnerabilities rather than grouping them into two clear-
cut categories as either vulnerable or immune to events. They
assume that there is an initial level of susceptibility which
continues through a person's life and conceptualise this as 'an
initial spontanecous onset rate' for each individual. This initial
onset rate is added to by subsequent experiences.  The &€fect of
events is to insert independent (provoked) onsets into the ongoing
spontaneous process (while it is not excluded that the underlying
latent illness process may manifest itself in occasional onsets
as unitary, rather than having distinct spontaneous and reactive
components).

Brown, Harris and Peto ) developed a method (based on
theory of probability), which they used to estimate whether and
in what proportion of patients in their schizophrenic and depressive
studies either 'triggering' or 'formative' effect. of events was

present. The notion of the rate of events at which life events,

such as bereavement, occur in the patient groups prior to onset
is of central importance here.

Given the assumptions on causation from which they started
and which are outlined above, Brown et al. then attempted to
estimate the 'brought forward time', that is the estimate of the
average time from onset produced by an event to the time when a
spontaneous onset would have occurred had no events interferred.
It is simply the expected time to the onset a patient would have

suffered if no events had occurred:
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. 1
Brought forward tlmé;;; PO f % - one time unit

where

X = proportion of onsets that were provoked (explanation below);

r = the true patient life-event rate estimated from the
community data;

%-: average time between events;

1-x)= spontaneously brought up onsets;

time unit = length of 'causal period', whatever it is.

'Causal period' = period prior to onset , in which the rate
of events is elevated in the psychiatric group compared to
general population. The proportion of patients with at least
one event in this casual period (h) includes those whose dis-
order was provoked by an event (x) and patients whose event
and onset have been juxtaposed by chance (p) which is equal
to percentage of people from general population who had an
event during that period as well.

Therefore,

h=x+p (1~-x), whence x = %ﬁf—g

Once x, or the proportion of patients involved in the causal
effect (i.e. whose onsets were provoked by events) is established,
the formula for 'brought forward time' (b.f.t.) can be applied. As
this yields information on the length of the time by which an onset
was brought forward by events, this information allows to choose
between the two rival causal hypotheses, the 'triggering' and

'formative' ones.



Using the rates of events established for the patient and
community samples reported in study by Brown, Sklair, Harris and
Bi:c'ley,L+2 it was estimated that the elevated rate of events three
weeks prior to onset of acute schizophrenia (i.e. the causal period)
brought forward the onset by about ten weeks (i.e. this is the
brought forward time). This was indicated in about half of the
patients studed. Brown et al. conclude that in this case, due to
the brief length of the brought forward time, only a triggering
effect is suggested.

When the depressive data are analysed, considering all
events together regardless of severity, very similar result (b.f.t.
of 10 weeks) is found and the same triggering effect suggested.

However, when the brought forward time is estimated for
events depending on degree of threat which is implied in them,
different résults appear. "Markedly threatening' events are rare
in the community but common in the depressed patients throughout
the year of study. For the 'markedly severe' events, the
brought forward time is two years, suggesting that such events
have formative effect. At least 34% of the depressed patients
‘would not have suffered the onset of their condition for at least
two years had the events not interfered, if they ever broke down
at all.

On the whole the evidence from these retrospective studies
supports those of the sequelae of the events themselves, namely
that some psychiatric and physical disorders are preceded by

disturbing situations which can be regarded as having contributed
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to their causation.

Finally, I come to consider briefly some other life-event
studies mainly from the viewpoint of methodological insight into
the aspect of events that they provided.

It was also confirmed in other investigations that the
'severity' of the stress is an important variable. It is probably
no accident that the loss of spouse is rated highest in Rahe's SRRS
and it has the best epidemiological evidence to support its damaging
effect,* going even beyond a period of increased morbidity and the
sick-role tendency. While sick-role tendency may influence morb-
idity measurements of illness, it can hardly be responsible for the
difference in mortality reported, for instance, by Parkes, Benjamin
and Fi‘czge:c'ald.!+5 In their 9-year follow-up, 5% of widowers over
55 years of age died during the first six months of bereavement,
which is a 40% increase on the expected rate for married men of the
same age. ILutkins and Reesbr6 also found that 4.8% of bereaved
close relatives died within a year of their bereavement compared
with 0.68% for non-bereaved control group.

1 tnat the

Similarly, military studies show, e.g. Reid,
greater the physical danger of combat, the higher the psychiatric

casualties. Danger to life was a more important factor than

* NOTE L4t: According to Pa:r‘kes,l’dP the number of patients admitted to
Maudsley between 1949-1951, whose illness followed loss of a spouse,
was six times greater than expected; the presenting illness of
those who lost a parent, spouse, sibling or a child, had come on
within six months of the death.
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cumulative fatigue. Paffenbarger'sq7

studies of puerperal psychosis
indicate that immediate psychiatric morbidity is related to the
degree of difficulty in labour and instrumental intervention.
Unexpectedness of the event is another of its important
aspécts. It was noted in military literature that sudden and un-
expected relief of tension, mostly at the end of the war, trig-

43, 49

gered off a small epidemic. Rees and Lmtkins46 noted that
when death occurred on the road or in the field (i.e. it was
accidental and unexpected), the risk of a close relative dying
subsequently within the next year was 5 _times higher than the
risk of dying carried by relatives of people who died at home.

The possibility of 'relieving' or 'counterbalancing' stimuli
wa8 also considered. Phillip550 has suggested from his investig-
ations into influence of positive and negative experiences, that
we may have to consider a sort of 'affective balance chart'.

Provided that there are some rewarding experiences, unpleasant

ones can be tolerated more easily.



33

CHAPTER 2

METHODOLOGICAL ISSUES AND RESEARCH TECHNIQUES

There are a number of important methodological issues involved

in life-event studies, and unless these are resolved, evidence from

such research cannot be convincing.-

1-

2e

Standardised approach to enquiries about peoples' life
events is essential.

Two sound developments in this direction were reported
namely by Brown and Birley (1968 and onwards) in their

42, 43, 51, 54

studies of life events and onset of severe
psychiatric disorder; and by Rahe and his collaborators
(since 1967) in their extensive work on life changes and
near-future health changes (primarily somatic), or on
generél susceptibility to disease.Bh’ 35, 39, 40, 41
Pitfalls of retrospective assessment need to be overcome,
especially when dealing with psychiatric population at the
same time.

Firstly, patients may, in recalling the past, exaggerate

the significance of events as a means Qf trying to come to
terms with the illness. Bartlett52 has called this tendency
teffort after meaning', and if not controlled, it will tend
to increase the number of, say, precipitating events if we

are concerned with life~event research into onset of a dis-

order. (For instance, the mothers of mongol children



reported more 'shocks' during pregnancy, presumably because
they had been searching for reasons to explain the birth
of their defective child).

Secondly, many 'precipitating events' could simply be due
to the insidious onset of the illness itself, e.g. change
to a new job and subsequent ingbility to cope with it.
Again, this is a very important methodological consideration,
especially when dealing with psychiatric patients.

The two teams of researchers in this field, which are
mentioned above, dealt with these methodological issues

in a fairly analogous manner, but in their own ways as
required by the different purposes of their research. This
produced some important differences which are worth dis-

cussing.

APPROACH BY BROWN AND BIRLEY:

They have used the method of an interview with psychiatric

populations and reported42 the following safeguards against patients'

biases in reporting 'significant events', and against interviewers'

biases in scoring these events:

(i)

In the interview they went through an extensive list of
events which on common sense grounds are likely to be
emqtionally important for many people, and established
whether any of these have occurred irrespective of how the

person felt about them. The retrospective time was



(ii)

(iii)

arbitrarily chosen. Events involved dangers, significant
changes in health, status or way of life, and also the promise
of these, or important fulfilments. By and large, only events
occurring to the patient or close relatives (parents, siblings,
children and spouse) were covered.

In other words, the types of events and persons covered in

the questions were defined in advance before the actual
interview and were the same for everyone.

Characteristics of the events and circumstances surrounding
the patient's reaction to it, as well as, chronic difficulties
and support from environment were enquired about and various
rating scales were used to describe each event. They include,
for example, preparation for the event (in terms of amount

of warning and nature of previous experience), and implications
of the event for the person's future (how far it involved
change in patterns of interaction or routine and so on);

whether the event could have been avoided, and what are its
positive and negative aspects (15 scales altogether). These
ratings gave each event a more specific or 'personal' meaning
than that given by the general descriptive category, the
severity rating. (It also introduced more variance).

The most general of these ratings was 'severity of threatening

implications'. This is a lU-point scale (marked, moderate,

little, none), and it refers to the threat or difficulty
implied by the event once the more immediate effects are

over.
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Hxamples quoted by Brown et 31.42 are:

Unexpectedly having to deliver a neighbour's baby; and the

discovery of a daughter's thefts. The latter event presum-

ably has longer term implications for the future.

Again, this whole rating system was developed in advance

and applied irrespectively of the person's reported reaction.

Incidents which might be expected to be trivial but which

were, in fact, highly disturbing for personal reasons were

inevitably often excluded from analysis. The method there-
Iy

fore provides, as Brown and his co-workers believe,5 a

minimal estimate of the role of events.

The other problem that has obscured life-event research,
particularly with psychiatric populations, is that of how far an
event mgy simply have been due to the insidious development of the
disorder itself.

Brown et al.’2 overcame this difficulty in two ways. Firstly
they excluded from their analyses 'illness related' events, i.e.
those in which there was any suggestion that they were produced
by the disorder itself. Secondly, events were further divided

in advance into two kinds:

(a) independent of disorder, and

(b) possibly independent of disorder.

On logical grounds certain events are very unlikely to have

been brought about by psychiatric disorder and these are classed



as 'independent of disorder' (2/3 of all possible events in their
studies). They would usually involve hospital admission, wife's
miscarriage, death of a family member. They can be contrasted
with the remainder, which Brown et al. call 'possibly independent'
events, for which the same claim cannot be made, although there is
n§ evidence whatsoever of any relationship with the disorder. Tor
example, according to Brown et al.42 a plamned change of job or
engagement after a long courtship may not be related to the dis-
order at all, but since it is dependent on the decision of the
subject, it would be impossible to be confident that there was no
such relationship; and it would be rated 'possibly independent’.
This group of researchers do not claim that their method
is foolproof in every case, but they express the belief that when
using grouped material it is a powerful argument against this part-

icular form of distortion.

APPROACH BY RAHE AND HIS TEAM:

56

Rehe et al. adopted a questionnaire technique” as a step away
from clinical observations and towards standardised measurements of
psychosocial factors important in the aetiology of illness patterus,
which they applied to thousands of people.

Twenty years ago, at the University of Washington in Seattle,
patients in a tuberculosis sanatorium reported a number of recent
changes in their lives shortly prior to their first recognition of

symptoms.  These sometimes dramatic changes in their pre-illness

adjustment occurred with an ever increasing frequency up to the



N
Cco

time of illness onset. Also, employees of the TB sanatorium who
developed tuberculosis during their employment reported life changes
which clustered 12-24 months preceding onset.55

Using empirically gathered data from over 5,000 tuberculosis

56

patients since 1949, Hawkins, Holmes and Davies” constructed a
Schedule of Recent Experience (SRE), a questionnaire for assessment
of the presence or absence, as well as temporal occurrence, of a
number of representative life changes likely to occur in the normal
course of people's lives. The questionnaire has 43 items and
covers changes in health, work, family, personal, social and financial
status. Since these early studies, the SRE has been used to measure
life change incidence rates in people experiencing a variety of
other illnesses, such as were described in Chapter 1.

The SRE has always been designed to measure a broad spectrum
of recent changes in an individual's life. However, for many years
research based on the questionnaire was deficient due to its lack
of ability to quantify the relative degrees of life change inherent
in the respondents' different life events. In other words, one
life change (such as the death of a spouse) was counted the same
as another life change (such as change of residence).

Holmes and Rahe33

used a proportionate scaling method to
develop a weighted scoring system for the separate life events
according to their relative meaning and significance for the average
individual in the following manner:

A selected group of people (394 adult Americans) were

instructed to scale proportionately the iz 1ife change questions



using 'marriage', with an arbitrarily ascribed 'life change unit'
(LCU) value of 500, as their module. So, subjects were assigning
ICU values for the remaining life-change events in proportion to
500 LCU ascribed to marriage. For example, when a person
evaluated the event 'change in residence', he was to ask himself/
herself: "Is a change in residence more, less, or perhaps equal
to the amount and duration of life change inherent in marriage?"
If he decided it was more, he was to indicate how much more by choosing
a proportionately larger value than 500. If he decided it was
less, then he was to indicate how much less by choosing a number
proportionately smaller than 500. This procedure was repeated
for each of the remaining life-change events. The results of
this scaling method (each LCU value divided by 10 to make them
less cumbersome), is presented in Table I.2.

One can imagine that psychological significance of these
events would vary with individuals. Also, some of these events
are negative or 'stressful' in the conventional sense, and socially
undesirable. Others are socially desirable and consonant with
present Western culture values. In other words, 'life change’,

33

as referred to by Rahe and Holmes,”” is a general term encompassing
both positive and negative features. The emphasis is intended on
change from the existing steady state; not on psychological,
emotional or social desirability but on 'social readjustment' in

terms of intensity and length of time necessary to accommodate to

a life event regardless of itS‘desirability.



TABLE I.2

Results of the Life Changes Scaling Hxperiment’

ko

Life event

Mean value
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Death of spouse

Divorce

Marital scparation

Jail term

Death of close family member
Personal injury or illness
Marriage

Fired at work

Marital reconciliation
Retirement

Change in health of family member
Pregnancy

Sexual. difficulties

Gain of new family member
Business readjustment

Change in financial state
Death of close friend

Change to different work

Change in number of arguments with spouse

Mortgage over 210,000

Foreclosure of mortgage or loan
Change in responsibilities at work
Son or daughter leaving home
Trouble with in-laws

OQutstanding personal achievement
Vife begins or stops work

Begin or end school

Change in living conditions
Revision of personal habits
Trouble with boss

Change in work hours or conditions
Change in residence

Change in schools

Change in recreation

Change in church activities

Change in social activities
Mortgage or loan less than $10,000
Change in sleeping habits

Change in number of family get-togethers

Change in eating habits
Vacation

Christmas

Minor violations of the law

100
73
65
63

63

53
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Scaling experiments of the SRE's life change questions have
now been carried out in several countries and also replicated in
America with a group of 211 adolescents to test further the degree
of value consensus concerning the amount of change involved in
the various life events.57

A younger sample was selected to determine if age influences
how individuals perceive the magnitude of change associated with
life events. It was assumed that as late adolescents have usually
not experienced many of these life changes, their evaluation of them
may be different.

However, a high agreement between the adolescent and the
original groups (n = 394) was obtained (rank order correlation =
+0.97) which supports the hypothesis of a general value agreement
on the amount of change involved in life events.

Life events evaluated differently by adolescents than by
adults were: revision of personal habits (lower mean LCU values);
taking on a mortgage of less than 10,000 dollars, and sexual dif-
ficulties (both higher mean ICU values). This is explained by
possibly placing too much seriousness on the event and also by the
individual amount of experience or familiarity with the events,
which may produce over- or under-estimate of the social adjustment
required.

The scaling results by people of different nationalities
were strikingly similar. In fact, greatest differences in scaling
were found between sub-cultures of the American poPulation.58

Figures 1.2 and I.7 indicate the relative close agreements

in mean ICU values for the various life changes found between
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Japanese (n = 112) and American (n = 168) samples,59

60

and between
Swedish (n = 157) and American samples.

Figures L.t and I.5 demonstrate the greater scaling deviance
found between White (n = 394) and Negro (n = 64) Americans, and that
found between White and Mexican (n = 78) Americans respectively.
Even divergent pairs of samples in this study produced essentially
the same LCU ranking for the 43 life events.

Rahe61

also analysed the available comparable cross-cultural
life-event scaling studies performed in America (Caucasian Americans
= 168, Negro Americans = 64, Mexican Americans = 78), Japan (n = 112),
Denmark (n = 95), Sweden (n = 75), and Hawai (n = 200) in terms of
rank orderings, or hierarchies of changes only, for the 43 items
of SRE produced by these different samples. He found that the
overall agreement between any two of the seven rank orderings was
so high that the likelihood it happened by chance alone was less
than 1 in 5,000 (p< 0.0005). Highest agreement was found between
Swedish and American samples (r = +0.943), lowest between Hawaiian
and Danish samples (Spearman's r = +0.629).

The question raised by these comparisons is that, for

twentieth-century societies, are there not more cross-cultural

similarities than there are differences?

As a metric of social consensus, or as a measure of perceived
amount of change associated with the social phenomena, the method
of magnitude estimation (proportionate scaling), used by Rahe and

Holmes - originally and then in all the cross-cultural scaling
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studies subsequently, is a relatively new scaling method in the
field of sociology.

Hence, Ruch and Hblme557 compared using the adolescent
American sample (n = 211) this scaling method with the Thurston's
method of paired comparisons, which has different theoretical
assumptions and has been widely applied in sociological research.

In paired comparisons, each stimulus in paired and compared
with every other stimulus, so that each stimulus functions as a
standard. Thus, subjects are asked to decide whether marriage
or divorce involves the greater amount of life change (indirect
method).

With the magnitude estimation method, one stimulus is
arbitrarily given a numerical value and subjects rate the other
events numerically in proportion to this value (direct method).
For example, if the amount of life change associated with marriage
is set 500, the subject is asked to compare divorce with marriage
and give the divorce a proportional number.

Ruch and Hblme557 found that these two methods scaled life
events so similarly that the relationship between the two scales
appears linear (Spearman's r = +0.93). Thus, both methods are
useful in scaling social readjustment associated with life events.
The magnitude estimation method has two advantages: it involves less
statistical computation and can scale a relatively larger number of
stimuli than the paired comparison method.

Thus, this direct scaling method developed in psychophysical

research can be of considerable usefulness in socioclogical research.
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The stability of the SRE questionnaire as regards recall and
the factors possibly affecting the consistency of recall were also
examined.62 The SRE was completed by 54 resident physicians on
two occasions, nine months apart. The questionnaire inquired about
Lo possible changes over the past 10 years (1956-1965).  Three
years (1957, 1960, 1963) were arbitrarily chosen for detailed
investigation into the consistency of recall, and only the year
1963 was chosen for a detailed examination of the factors influencing
recagll on the questionnaire.

The passage of time between the two administrations had
no effect on the consistency of scores, or events reported over the
three years examined in particular. Items containing qualifying
words (particularly 'substantial') significantly affected their
individual recall but this apparently had no effect on the consist-
ency of overall scores.

However, the most potent factor affecting consistency of
recall was the saliency of the life-event items, reflected by their
mean values (ILCU). This relationship between saliency of an event
and consistency of its recall was highly ' significant.

The authors take the recall consistency in 86% of 40 items
of SRE to indicate that these particular life events are important
in the lives of respondents and that it confirms and substantiates
the rating of these life events by the 394 squects reported by

Holmes and Rahe33 in their original paper.
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There are some important conclusions emerging from the work
of the British and American teams. Their comparison and combined
implications, arising from their experience, for life-event research
are briefly summarised here:

These two techniques are clearly alternative approaches in
that they focus on the total sum of events occurring to each
individual in a defined (arbitrarily) period of time.

Rahe's Social Readjustment Rating Scale (SRRS) does not take
into account in rating the implications of an event the person's
general social situation and circumstances surrounding that particular
event, which might be relevant in making a commonsense judgment
about its impact. This is assessed on the various auxiliary
rating scales used by Brown, Birley and others.

However, it seems to be that the 'severity of threatening
implications' of events (a 4-point scale in Brown's et al. work),
is the relevant discriminating dimension of impact of events, at
least in Brown's et al. studies. The other rating scales used do
not appear to produce significant differences in their results
(Brown, personal communication). Browvn suggested that this was
because the other rating scales were more or less implicitly
included in their most general rating, 'severity of threat'. In
other words, the degree of disturbance in psychological homeostasis
appears again as a central concept in life-event research, and as
such is contained in the Social Readjustment Rating Scale.

The SRE questionnaire has been criticised for some of its

items being trivial (e.g. Christmas), or only relevant to a small



number of people (e.g. business readjustment) or not sufficiently
discriminatdy (e.g. change of financial status may mean either
deterioration or improvement). It has also been criticised by
some workers in the field of psychiatric epidemiology63 for not
being at all consistent or comprehensive in items, or events that
can befall people, included.

Undoubtedly, Schedule of Recent Experience (SRE) given
as a questionnaire to psychiatric population is less flexible
than the interview technique thot Brown et al. used with such
population, and thus it has restricted scope. However, its
alleged lack of consistency or comprehensibility when used with
psychiatric populations, may reflect something important zbout the
nature of their life experience, rather than defects in the
questionnaire itself, which was, after all, intended for use with
non-psychiatric populations. Certainly, no new items should be

included in SRE unless they are empirically elucidated.

5 . . }‘+2 L] L{'B
The references made by Brown et al. in their papers

about the methodology they have been using are very convincing
(for instance, they tape-recorded interviews). However, their
technique cannot be used by anyone not specifically trained by
them, and, in fact, it has not been published in its entirety.
Recently Brown et al. made a number of important recom-.
mendatibns42 in connection with their research experience and
findings on life events and onset of schizophrenia and depression.
These recommendations, aimed at reducing bias and error in life-

event studies of the onset type, are fairly important for any type



of life-event research with psychiatric populations:

(i)

(ii)

@(Gii)

Failure to distinguish events as 'illness related',
'independent' and 'possibly independent of disorder', is,

if anything likely to increase the chance of a relationship
between life events and the disorder, or any other variablc
for that matter.

Incidence of events over short periods of time, as well as
categorising of eventé by implication of threat must be used,
s0 that any differences due to the type of event and due to
a lot of minor events occurring over a short period of time
are not missed. TLack of observation of these features

in analysis of material is likely to reduce or mask real
differences in the effects of events.

If the comparison group involves personssuffering from the
condition being studied, or is a group being treated for
physical illnesses, this will again reduce the real dif-
ferences between psychiatric patients and comparisons, as

it is now established that the onset of many non-psychiatric
conditions may also be provoked by life events (see Chaptef 1.
Ideally, therefore, the comparison group should be a random
sample drawn from the same population as the patient series,

and including only healthy individuals.



CHAPTER 3

'... AND COMING UNDER MEDICAL CARE'

"Contact between a patient and the specialist mental health
services represents a relatively late stage in the social
process which begins with the earliest recognition by the
individual patient, or by his relatives, that something is
wrong. The process continues when the sbnormality is
reckoned by the patient, or by his family, to have medical
significance and when a decision is made to seek advice,
usually from the General Practitioner. Further stages are
encountered in the appraisal of the case by the G.P. and in
his decision whether to handle matters himself or whether
to refer the patient for a psychiatric opinion.  Other
agencies, for example, mental welfare officers of the local
health authority or social workers may be involved at this
stage in the evaluation and in the process of decision
making.

"A person's readiness to seek or to accept psychiatric treat-
ment will depend, in part, upon his own attitudes to mental
illness and to psychiatric institutions, and upon those of
his relatives. Such attitudes may also influence the wil-
lingness of people to declare symptoms in the course of
surveys of psychiatric disorders in samples of general
population. Declaration, or illness reporting, will also
be affected by prevailing concepts of mental disorders in
society and by the resulting interpretation and egﬁluation
of anomalies of behaviour and/or of experience."

Let us now examine theories upon and evidence for various

influences that

1. motivate people to seek treatment;

2. stimulate others to see that some form of intervention is
initiated;

3. guide General Practitioners in their decision to refer a

patient to a psychiatric agency;



51

L, determine the association between social attitudes and the

prevalence of symptoms.

3.1 ILLNESS BEHAVIOUR AND MEDICAL ATTENDANCE

In recent years there has been an increased interest in
research on the various influences that motivate people to seek
treatment or that stimulate others to see that some form of inter-

65

vention is initiated. Two concepts frequently used to describe
such forces are the notions of illness behaviour and of societal
reaction.

The notion of illness behaviour was elaborated by Mechanic et
al., mainly in the 1960's. Illness behaviour refers to the various
cultural, personal and situational forces that lead to the varied
ways in which individuals perceive, evaluate, and act in reference
to bodily reactions. Illness behaviour thus encompasses such areas
as pain recognition and expression, attitudes to illness and to
dependency and utilisation of care, i.e. the receptivity to the use
of medical and psychiatric services.

It also supposedly depends on tendency to seek release from
normal obligations and responsibilities, or tendency to adopt a
'sick role'37 which, as Mechanic and Vblkart2 state may itself be
a function of the several factors enlisted above (including stress,
past experience, current pressures, the medical resources, and
class and cultural differences).

However, the notion of illness behaviour -  becomes less useful

and less likely the more inclusive it is. In particular, it should
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be more relevant to some illnesses than to others, and should, for
example, have little bearing on reporting of catastrophic illness.
Mechanic and Newton36 and Mechanic and Volkart2 in their
investigations of 600 college students found that 'routine illness'
(according to them, illnesses with low danger, greater predictability,
frequency and familiarity) were brought to the medical attention
more by the 'high inclination' than the 'low inclination' group
(inclination refers here to the tendency to adopt sick role as
measured by a simple questionnaire). This relationship was less
marked with more dangerous, less frequent and familiar disorders.
Mechanic and Volkart66 further report that "... the probability that
persons will be frequent visitors to a medical facility is largely a
function of their inclination to adopt the sick role ...". Yet
their observed association between these two variables was only of

67 the phi coefficient computed from

low order. (According to Engel,
Mechanic's chi square data is only 0.18).
Mechanic68 has recently stressed again that,
"as we move from more serious incapacitating conditions to
more common forms of psychological disorder, these selective
forces bringing persons into treatment are better predictors
of case-finding than pathology itself."
According to him, for conditions such as schizophrenia and other more
profound conditions, selective forces only exert a modest influence
on case-finding in Western countries, whereas in cases of neurotic

and personality disorders, it is apparent that social variables have

an important effect on which cases come into treatment, and that cases
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that come into treatment are biased samples of all such cases in the
population. At this point, Mechanic does not quote any evidence, but
there is no doubt that many people suffering from defined psychiatric
disorders do live undetected in the community. in their London

studies of depression, Brown and his colleaguesha’ 43

came across
a number of untreated cases of depression in the community, whose
clinical state corresponded to criteria laid down by them for
inclusion of attending patients into their depressives sample.
These untreated cases were discovered only during collection of
life-event information for control purposes from randomly chosen
samples of the general population.

Also, we must face the possibility that response tendencies
and pathology are like two sides of the same coin, and that they
cannot be effectively differentiated. In the experience of pain,
for example, the subjective definition of the phenomenon is a
powerful factor and inseparable from the physical sensation.69
Similarly, it may be that the manner in which certain psychological
feeling states are perceived and defined affects their course and
consequences, and thus the cultural pattern itself can be viewed
as dysfunctional and pathological. At this point, it is perhaps
useful to return to the findings by Hinkle, that the observed illness
reporting held true for major as well as minor illnesses in the same
individuals, to remind ourselves of the role of genetic and perhaps
even personality differences in these broad cultural fields.

70

Robinson’~ examined the relationship between personality

characteristics, namely neuroticism, and blood pressure in a group
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of neurotic out-patients attending a psychiatric clinic, a group of
hypertensives attending a medical c¢linic and a random samplé of
general population which turned out to contain also individuals with
high blood pressure. The clinic neurotics had the highest scores
on neuroticism, next were the hypertensives. In the random sample,
where no association between blood pressure level and neuroticism
was found, the individuals with high blood pressure did not differ
significantly from the rest of the random sample on this personality
dimension.

One possible explanation for these findings is that the patients
who find themselves attending medical clinics for hypertension have
been self-selected in terms of personality traits of neuroticism.
Such individuals may attend their doctor relatively frequently with
a variety of complaints and thus be at greater risk of having their

hypertension detected.

3.2 SOCIETAL REACTION PERSPECTIVE OF PSYCHIATRIC ATTENDANCE

In contrast to the concept of illness behaviour the concept
of societal reaction refers to the differential responses others make
to a person's behaviour, and this concept constitutes a part of the
social psychology of labelling.

It is commonly recognised in social psychology that the
behaviour of an individual is formed, apart from other aspects, by
social expectations of others and by the manner in which social

definitions help to organise opportunities for social interaction.
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Such labelling processes can vastly expand a person's opportunities
and potentialities, but they also can restrict and retard them.68

This societal reaction perspective has been one of the most
pervasive and influential sociological approaches to deviance in
the sixties.*

A fairly explicit statement of how the societal reaction
perspective may be used to explain how a person becomes mentally
ill has been provided by E’acheff.'?3 He states that there is always
a residue of the most diverse kinds of violations of implicit rules
of behaviour for which the culture provides no explicit label; he
calls these residual rule-breaking and indicates that it is the
violations of these diverse kinds of rules £hat lead to labelling
someone mentally ill. He also explicitly states that the societal

reaction is the single most important factor in the stabilisation

of mental illness.

*®
NOTE 5: One of the most fundamental distinctions made by societal

reaction theorists is between primary deviance, which may cause
someone to be labelled as deviant, and secondary deviance, which

is the behaviour produced by being placed in a deviant role. Regarding
primary and secondary deviance, Lemert 2 says: "Primary deviation

is assumed to arise in a wide variety of social, cultural, and
psychological contexts, and at best has only marginal implication
for the psychic structure of the individual; it does not lead to
symbolic reorganisation at the level of self-regarding attitudes and
social roles. Secondary deviation is deviant behaviour, or social
roles based upon it, which becomes a means of defence, attack or
adaptation to the overt and covert problems created by the societal
reactions to primary deviation.!

The societal reaction theorists do not appear to attach significance
to an act of primary deviance except insofar as others react towards
the commission of the act. According to this approach, usually the
most crucial step in development of a stable pattern of deviant
behaviour is the experience of being caught and publicly labelled
deviant.
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In this context, mental illness is an ascribed status, entry
into which is primarily dependent upon conditions external to the
individual. In essence, deviant is someone who is victimised,
and not someone who suffers from an intra-personal disorder.

Scheff's formulation is that,

1. virtually everyone at some time commits acts that correspond
to the public stereotype of mental illness;

2e if, by some chance these acts become public knowledge, the
individual may, depending upon various (unspecified) con-
tingencies, be referred to the appropriate officials; and

3. once this happens the person will be routinely processed as

mentally ill and placed in a mental institution.

This is an original formulation which very neatly gets around
a potentially troublesome aspect of the societal reaction perspective,
namely, why does the person commit an act of primary deviance? In
most cases it would be very difficult to argue that the person
publicly presents psychiatric symptoms for personal gain or because
he belongs to a subculture with values in conflict with the dominant
group. Instead, Scheff argues that psychiatric symptoms are a
common phenomenon, that their presentation is unintended, and only
rarely and fortuitously do they cause someone to be labelled mentally
ill. The question one has to confront is whether or not this
formulation is consistent with available evidence.

However, since our interest here is in how people come under

medical care, and in this instance, how others contribute to this,
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we focus only on the first and second points of this formulation.
Scheff's ideas received little systematic evaluation by its author.

7

Gove, 1 however, examined their empirical validity against already
published studies of public image of mental illness, against the
ways in which American hospitals operate in admitting voluntary
patients, and against committal procedures.

A number of investigations have been made of public image

7h

of mental illness. According to Nunally, in the public conception
mental illness appears to involve unpredictable and potentially
dangerous behaviour; the public lacking accurate knowledge about
mental disorder exaggerates and distorts the amount and type of
disturbance.

75

Carstairs and Wing'~ also obtained some information sgbout
attitudes of the public to mental illness through a survey conducted
through the B.B.C. A request to write as fully as possible what the
participants understood by the expression, 'a person who is mentally
ill', elicited descriptions of the traditional 'madman' who could
not think logically and was unpredictable, deluded and withdrawn.
Depressive, neurotic and personality disorders were much less
frequently mentioned.

These investigations clearly indicate that the general public
has a negative, highly stereotyped image of mental illness, and suggest
that the public views mental illness as a master status which over-

rides other characteristics of the individual. The question, however,

is whether people are treated as mentally ill because they inadvertently
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perform an act that activates the stereotype of mental illness.
The evidence does not suggest that this is the case.

Yarrow et al.,76

for instance, investigated how wives came

to define their husbands as mentally ill. The wives used strong
defences to avoid seeing their husbands' behaviour as deviant. Only
when the husband's behaviour became impossible to deal with, would
the wife take an action to have her husband hospitalised. Even

at this time the husbands were not zlways viewed as mentally ill.

Even after the hospitalisation, one-fifth of the wives did not

regard their husbands as mentally ill and another 20% did so only
sporadically. Sche:f‘:f'73 himself notes that many hospitalised patients
deny that they are mentally ill, and a group of ex-mental patients

studied by Gove and Lubach77

generally acknowledged that they had
needed and benefited from hospitalisation but denied that they had
been mentally ill.

The identification of mentally ill seems to depend again on
the perceived amount of danger of behaviour predominantly.  When
people are presented with descriptions of individuals with various
types of mental disorder, the disturbed behaviour is not regarded
as an indication of mental illness except when the person is

79

presented as dangerous.78 Phillips, ” using the same case materials,
has shown that rejection of the mentally ill is not related to their
behaviour, with the exception of the parancid schizophrenic who

appears dangerous, but to their being labelled as mentally ill by

being in treatment.
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In sum total, the evidence strongly suggests that people
typically are hospitalised because they have an active psychiatric
disorder which is difficult for themselves and/or others to handle.

It appears that the public stereotype of mental illness does not
lead to individuals being inappropriately labelled mentally ill
through an inadvertent act of residual rule-breaking. Instead,
the evidence suggests that the gross exaggeration of the degree
and type of disorder in stereotype fosters the denial of mental
illness, since the disturbed behaviour does not usually correspond
to the stereotype.

Mechanic lists the various factors affecting whether individuals
themselves seek care or whether the community define them as requiring
intervention of some kind in the following ten categories which are

discussed in his Medical Sociology: A Selective View:

1. The visibility, recognisability, or perceptual salience of
deviant signs and symptoms.

2e The estimate made of the present and future danger likely
to follow such signs and symptoms.

3. The extent to which symptoms disrupt family, work, and other
social activities.

4, The frequency of the appearance of deviant signs and symptoms
and their persistence.

5. The tolerance threshold of those who are exposed to and evaluate
the deviant signs and symptoms.

6. Available information, knowledge, and cultural assumptions

and understandings of the evaluator.
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7 Basic needs that lead to autistic psychological processes.
8. Needs competing or interfering with illness responses.
9. Competing possible interpretations that can be ascribed to

the symptoms once they are recognised.

10. Availability of treatment, physical proximity, and psychological
and monetary cost of taking action (including not only physical
distance and costs of time, money and effort, but also such
costs as stigma, social distance, feeling of humiliation, and

the like).

According to Mechanic, the influences that affect factors such
as visibility, tolerance, and the degree of annoyance and disruption
caused by particular patterns of symptoms are not necessarily cor-
related with the degree of pathology as viewed from a medical or
psychiatric perspective. Such factors may vary widely in different
cultural contexts, among different social strata, and under varying
community conditions. Yet, according to him it is these factors,
characterising illness behaviour and the societal reaction, that may
determine the public recognition of illness and the provision of

psychiatric and social assistance.

3.3 PSYCHIATRIC REFERRAL FROM GENERAL PRACTICE

The empirical evidence on certain aspects of the elaborate
social process whereby psychiatric cases are defined in the community,

recognised by the community members and by medical and social agencies,
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has come from the work of the MRC Social Psychiatry Unit (South
Wales detachment). They conducted a number of structured surveys
of the attitudes and behaviour of particular categories of persons
generally considered to have special duties, responsibilities or
functions in relation to psychiatric cases.

For instance, a close comparison was made of the factors
influencing referral of patients to psychiatric services from six
general practices, including eight practitioners, situated in the

81, 82

same mining valley. Information about cases referred during
the period 1951-1959 was gathered from hospital and clinic records.
Despite the homogenity of the population of the six practices (in
their distributions by age, sex, occupation, number in household,
place of birth and education), the rate of referral of patients
directly to psychiatric services showed a substantial variation
among practices. For instance, for females, the highest rate
(%6.8, i.e. average annual rate of direct referrals per 10,000
population at risk) was almost twice the total average (19.4) and
more than three times the lowest (10.8). The doctors did not,
however, differ in the criterion of clinical severity which they
applied in deciding to refer a patient, or in the relative proportions
of diagnostic categories referred.

The authors state that the clue to the factors which may
influence referral came from interviews conducted with the G.P's
themselves. The commonest factor was the failure to respond to
treatment provided by the practitioner. However, a medley of

'non-clinical' factors was also mentioned, each of which appeared
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to weigh in varying degree with individual doctors. Examples quoted

were:

1. pressure from relatives for somethin else to be done;

2e request by patient to see a special#Zt;

3. serious impairment of patient's wggking capacity;

L, lack of emotional support for thérpatient from members of the
family;

5. doctor's opinion that the patient may find it more acceptable

to be told he has a nervous trouble by a specialist, rather

than by his own doctor.

It was not possible to make a quantitative estimate of the influence
of each of these factors separately upon referral practice, but it
may be considered to account perhaps, in part, for the variation in
the direct referral rates. It also implies that, since the G.P.

is the principal agent by whom patients are passed to the mental
heglth services, he must exercise a powerful and biasing influence

on mental hospital and clinic morbidity statistics.

3.4 SOCIAL ATTITUDES AND THE PREVALENCE OF SYMPTOMS

Rawrlsle:,u6l+ in agreement with the previously mentioned workers
in this field, maintains that the detection of the common psychiatric
ailments, for example neuroses and personality disorders, depends
upon reports of behavioural anomalies or of changes in inner experience.

This will, in turn, be governed by standard of 'normal' behaviour and
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experience of patients themselves, or subscribed to by their relatives
or by other members of their social world. Quite apart from the
awareness of the existence of abnormality, attitudes of diffidence
arising from the possibility of stigmatisation may lead to conceal-
ment of such disorder even during special inquiry. Beliefs concerning
depression or morbid anxiety may cause a denial of such phenomena.
Potent in this regard may be the notion that these manifestations

are not of medical importance but rather indicate a moral defect or

a weak character. The neurotic may be held personally responsible

for his symptoms which are seen, in the last analysis, to be susceptible
to voluntary control in a way which does not apply to manifestly
'organic' symptoms.

Aware of these possibilities, the MRC Social Psychiatry Unit
undertook an investigation of associations between certain social
attitudes and the prevalence of symptoms in an area of South Wales.

A1l inhabitants in that area, about 14,000 were first of all

assigned to one or other of the following six social sections:

A -~ oprofessional people and members of their households;
B - farmers and their families;
C - nmanagers and 'white-collar' people of local origin and connections,

and their households;

D - as C, but without local connections or kinship ties;

E -~ manual occupations with local coﬁnections and origins together
with their families;

F -~ the remainder of the population, consisting mainly of manual

workers and their families who had no local connections.
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The assessment of symptoms and of associated attitudes was
carried out in a random sample of this population. The members of
this sample were approached individually and as many as possible were
assessed in their homes using a standard interview procedure. The
attitudes measured were (1) level of sympathy manifested towards
certain symptoms; and (2) extent to which the same symptoms are
regarded as proper objects of medical care. Symptoms were assessed
using a modification of Cornell Medical Index Health Questionnaire
and specially designed scales for a limited number of symptoms.83
Other measures of morbidity were also employed, including re-interview
of a sub-sample by a psychiatrist who was ignorant of the performance
on the first interview; special observation by G.P's for a period
of three months; records of attendance at psychiatric hospitals or
clinics in recent years.

The interrelations between these measures of morbidity were

interesting:

1. The judgment of a psychiatrist about the presence of current
psychiatric disorder and that of the G.P. formed independently,
regarding the occurence of such disorder during the past 12

months were highly significantly associated.

2. On the basis of a clinical interview the psychiatrist categorised

respondents as predominantly psychiatric cases, predominantly
physical pathology cases, or as healthy individuals. For both
sexes, respondents in the psychiatric category had high mean

symptom frequencies on modified Cornell questionnaire by



65

comparison with healthy respondents. Physically sick people
had intermediate frequencies but closer to the healthy than
to the psychiatric means.

3. In both the 'physical' and 'psychiatric' groups, both physical
and psychological mean symptom frequencies were raised at the

same time.

In summary, positive associations were found between three
independent measures of morbidity (psychiatrist, G.P's, Cornell
index), when the analysis was at the level of individual respondents.

However, a lack of congruence between these measures was found
when variation in morbidity between social sections was examined, using
data from Cornell questionnaire and G.P's only. TFemales reported
more symptoms than males in each social section on Cornell Index and
in addition to that, this was differentially evaluated by the G.P's,
according to the social section from which the female patients came.
The females of section E, for example, scored highest on the Cornell
questionnaire, but had the lowest proportion of psychiatric cases
according to the general practitioners' assessments.

This lack of congruence could not be accounted for by variation
between social sections in the frequency of contact with the G.P's
for certain 'physical' and 'psychological' symptoms. It might depend
upon differential perception of psychiatric disorders by G.P's among
members of the various social sections.

This lack of correspondence between morbidity estimates at

various levels of declaration (i.e. involving different independent
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observers) in population sub~-group which are socially dissimilar was
not confined only to this study. For instance, in the survey of
psychiatric disorder in a new town8h the prevalence of nervous
conditions as assessed by the home interview showed a variation

by social class. The prevalence according to G.P's estimates also
varied by social class but in a way which was not congruent with
the home interview situation.

It may be argued that the most flexible, sensitive and
'valid' technique for estimating psychiatric disorder is at present
the clinical interview conducted by an experienced psychiatrist,
with all its known biases, i.e. when the current psychiatric classi-
fication is used as the reference.

In relating symptoms to attitudes measured in the South Wales
survey of the rural population it was found that the presence of a
specific symptom was positively associated Wwith a relatively high
degree of sympathy towards others who have the same symptom. The
variation between social sections in expressed sympathy for specific
symptoms was not significant.

From this survey, it was not possible to draw firm conclusions
as to the functional relationship between sympathetic attitudes and
symptoms. The positive association may, according to Rawnsley,
reflect the influence of a common factor related possibly to traits
of character. Personal suffering may engender sympathetic attitudes
to like troubles in others. Alternatively, the presence of a
sympathetic outlook in respect of a particular symptom may generate

a climate which favours the emergence and expression of the symptom.
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8 . .
It was suggested > that epidemic hysteria and endemic headache of
the Tristan da Cunha people, following evacuation of the entire
population of this island to England in 1961 after a volcanic

eruption, might constitute an example of this process.

To summarise briefly this chapter:

Whether or not a person comes to medical/psychiatric attention
depends, in the first place, on the type and severity of disorder
which she or he exhibits.

Secondly, attendance (as well as disorder) may be related to
the personality characteristics of the prospective patient, especially
when self-referred.

G.P's, the most common mediators of attendance at specialist
health services, appear to act as filters, in some cases random,
in other cases biased. Apart from a host of idiosyncratic reasons
for referring patients, more importantly it is their stereotyped
social attitudes which affect the recognition of a psychiatric

disorder requiring treatment.
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PART II.

Study of first pszchiatric attendance in the context of life events
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CHAPTER L4

ATMS OF INQUIRY

While the role of life events in at least enhancing the morbid
risk of individuals is by now well established and documented, the
possibility that life changes play a role in coming under medical care
(here, psychiatric care) has not been so far empirically explored
amongst the other factors thought to relate to psychiatric attendance.

Yet Brown gi_gééﬁa discovered by chance, while collecting
control data for their study of depression, a number of untreated
depressives in the community. Thus, a certain proportion of people,
who are ill by definition, never asked for help for one reason or
another. It is not clear what this reason was; one can speculate
that what differentiated the treated from the untreated cases was
the occurence of life stresses which possibly happened after onset

of their depression.

My investigation is concerned with the first attendance ever

at a psychiatric service in the general context of life events preceding

it, with the specific aim to analyse closely life changes which occur
in the period between onset of complaints and a subsequent attendance
at a psychiatrist. It is not my thesis that this attendance is
wholly unrelated to psychopathology. Rather, one of my intentions
is to show that there are, apart from pathology, certain types of
1life events involved which may contribute to, and perhaps even

accelerate the attendance.
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This investigation also represents an attempt to apply the
life-event technique, SRE and SRRS, developed to cover 'normal' life
changes and found useful in predicting near-future susceptibility to
illness in healthy peopie, to psychiatric population.

The link between life-event studies relating to onset of
disorders, in particular of psychological nature, and this study is
thus mainly a methodological one. In both cases similar methods of
data collection can be used and, in fact, analogous methodological
problems need to be dealt with, e.g. dependence and independence
of events of the disorder.

To obtain information on life-event experience of people
making their first psychiatric contact, I intend to use the Schedule
of Recent Experience (SRE) and the Social Readjustment Rating Scale
(SRRS). From this information I expect to be able to substantiate
the hypotheses stated below (4), and to discuss related methodological
matters (B).

I also intend to examine the implications that life events may
have on the clinical management of the patients and to look, using
follow-up information, into the ways in which patients were channelled
in and out of psychiatric attendance (C). The methodological and
clinical topics (B and C) are of exploratory and hence subsidiary

interest in this project.

A. HYPOTHESES (I - IV):

I. T want to establish that in general, the life-event variable
does differentiate prospective psychiatric patients from normal.,

healthy people for some time prior to the patients' first psychiatric
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attendance. (Patients' events in this period should, presumably,
consist of those preceding onset of complaints and those intervening
between onset and attendance. At this stage the latter events are
not yet separately evaluated).

It is predicted that, at some point in our 'study period'

(two years immediately preceding the first attendance),

(a) life events become more frequent among patients than in the

control sample over a comparable period of time;

(v) this elevated total rate of events will be paralleled by
increased total severity of events among patients compared
with controls over the same period of time.

(c) It will be possible thus to determine retrospectively the

beginning and length of this time in which the total rate

and severity of events start differing in the two populations.
No specific prediction is made about the length of this time
which, however, is not expected to exceed the study period.
(@ It will be also possible to decide whether there is a mere
elevation of the total rate and severity of events in the
patient group or, in addition, a build-up of life changes

as attendance approaches.

IT. The events occurring in the period between onset of patients'

complaints and their first psychiatric attendance are central to this

study. This period, which is specific to each patient, is hence

referred to as a 'specific study period'.

I intend to establish that the life-event variable will persist

to differentiate between the first attenders and their normal controls
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also during this time, even though all 'health' changes will be
excluded from comparisons.

I shall also explore a possibility that this predicted dif-
ference can be accounted for by an increased incidence of some
individual events. I shall attempt to determine whether events,
grouped according to areas of change will significantly differentiate
the patients from their controls.

Thus, it is predicted that,

(a) event rate: overall rate of events (but excluding changes in
'health') will be higher in the patient group than in the
control group;

(b) event severity: overall severity of events (but again excluding

'health' items) will be higher in the patient group than in the
control group;

(c) areas of change: rate and/or severity of events in the five

traditional areas of change in the SRE - health, employment,
intimate and family, personal and social, financial - will
not differ in the patient and control groups;

(@) individual events: incidence of individual events will not

differ between the patient and control groups.

ITII. It is my aim to show that the life-change concept, with no
further evaluative dimensions (qualifications) attached, provides
the best fitting description of the patients' life experience during
the specific study period.

Thus, the following is expected:



(a)

(b)

Iv.
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Intries and exits from social field. (These are the events

which involve changes in the social circle of the individual.
'Entries' refer to an introduction of a new person(s) into
the individual's immediate social environment; 'exits' relate
to events most probably involving departure of someone from
it).

Patients and controls will not differ in the number and
severity of 'exits' and of 'entries' into their social field
which they will experience in the specific study period,
i.e.‘in the time between the patients' onset of complaints
and subsequent attendance.

Positive and negative events, (Some events can be grouped

into 'pogitive' or 'negative' categories in agreement with

the direction of change they involve).

First psychiatric attenders will not differ from their control
population on the number and severity of 'positive' and 'negative'

events which will occur in the specific study period.

Finally, I want to show that events occurring during the

specific study period contribute directly to the first psychiatric

attendance.

T also intend to explore a possibility that a higher incidence

of events after onset of complaints is associated with an earlier

attendance at a psychiatric service.

Thus, the following is predicted:



(a)

(b)

B.

7h

Events occurring independently of illness. (Among all the

events only this type can be considered as the catalyst

in the process of coming under psychiatric care).

Patients will experience more events occurring independently of
their complaints than the controls considering comparable events
and time (specific study period). Also, severity of these
events will be higher for the patients than for the controls.
There will be no association between the overall incidence of
events ('health' changes excluded), occurring after onset of
complaints (in the specific study period), and the length of

time from this onset to first psychiatric attendance.

METHODOLOGY :

kinds.

Methodological issues relating to this study are of two distinct

Firstly it is the issue of most appropriate design for testing

hypotheses concerned with the role of events in attendance (A. IV

above) .

The best way to test this particular possibility would be to

compare a group of people who come forward for psychiatric treatment,

on the life-event dimension, with a group of people who remain untreated

in the community (and matched for nature of complaints as well).

In the untreated group the health complaints would be controlled.

Thus, these individuals would constitute the most appropriate control

for testing the hypothesis that life changes which occur independently

of or in conjunction with altered mental state, contribute to whether
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the individuals concerned complain and how speedily they come forward
for treatment.

However, as untreated cases cannot be identified unless a
commwmity screening for this purpose is undertaken, it is necessary
to find alternative ways of control: (i) by comparing the patient
group with a matched group of normal people; and by (ii) using
'within patient group' comparisons, as it was done in this study
(see Chapter 5.1 and Chapter 7).

Secondly, it is the issue of suitability of the Schedule of
Recent Experience and of the Social Readjustment Rating Scale as
instruments for gathering and assessing information on life events
from a psychiatric population. | /

Comprehensivity and specificity of the SRE's content need
to be discussed as well as the validity of measures it yields
(incidence and severity of events), and thus affects results.

Here, I also intend to suggest alternative ways for the life-

event data evaluation which will concern more the quality than the

quantity of life-event experience.

C. CLINICAL ASPECTS:

Under this heading I shall explore the ways in which the new
patients were channelled in and out of psychiatric attendance, using
primarily follow-up data and independent psychiatric information.

Thus, I shall follow:

(a) patients' decision and persuasion to seek treatment;

(v) referral sources;



(c)
(a)
(e)
(£)
(g)
(h)
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patients' diagnoses;

treatment offered to them by psychiatric service;
patients' treatment preferences;

termination of treatment;

patients' clinical state at last interview;

outcome of psychiatric treatment by diagnostic category.

I shall also consider here the implications of the life-event

information obtained in this study on the management of patients.

In particular, I shall concentrate on whether the treatment offered

is readily available and relevant to the patients' needs.
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CHAPTER 5

METHOD

5.1 - DESCRIPTION OF SAMPLE

People making first psychiatric contact. These are here
referred to as 'patients', and comprised a random sample of 50 people
first referred to a 'mew clinic' or even first admitted to psychiatric
wards without a prior, prolonged out-patient psychiatric treatment.
Individuals were included irrespective of whether they did or did not
suffer a recent (i.e. over the past two years) deterioration of their
mental or physical state, and were or were not later described by
psychiatrists as suffering from any formal psychiatric disorder. Apart
from symptomatology, they were further unselected in terms of sex,
socio~economic class (SEC), residence and referral source. (Women
seeking termination of pregnancy were not included).

The only criteria for inclusion into the sample were:

(1) making use of the psychiatric service for the first time;
(2) age between 18 and 65; and (3) willingness to co-operate in the
life event project.

There were 18 men (15 out-patients and 3 in-patients) and 32
women (18 out-patients and 14 in-patients) in the patient sample (a
ratio roughly corresponding to the sex ratio of referrals to the
'new clinic' and also to the ratio of 1 male : 2 female wards in that

particular psychiatric establishment). Their mean age was 34 years
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with a range of 19 to 62 years. The breakdown of the sample into
socio-economic classes (Appendix II) shows the majority of patients
(and controls) falling into SEC III (Registrar General's Socio-

economic Index).

The controls. The controls were a random sample of 39 people

drawn from the hospital staff, people attending an out-patient
fracture clinic or an OT department for rehabilitation, and from
members of the general population who accompanied them. Out of
these 39 controls, 24 were general population members and 15 were
fracture/rehabilitation out-patients. There were 17 men and 22
women, with mean age of 36 years and age range of 18 to 60 years.
The criteria for inclusion into the sample were, (1) absence

of major history of physical illness and no history of mental dis~
order over the past two years; (2) age between 18 and 65; and, of

course, (3) their consent to take part in the survey.

Matching. Patients and controls were subjected to matching
on age (within = 3 years of each other), sex and SEC. In this way,
28 pairs were selected from the total of 89 individuals studied.
It could have been possible to obtain more matched pairs had a less
rigorous matching on age, for instance in decades, been used.
However, as rate and type of events, dependent variables in this
project, were previously shown to be age-related, reasonably close
age-matching was chosen in order to avoid possible undesirable variance
in the life-event data, especially as the control group already

contained a proportion of people receiving medical treatment. Iist
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of subjects is in Appendix I.

5.2

DATA COLLECTED

(a)

()

(c)

Four types of information were collected:

Basic demographic data from all subjects, both the patients

and controls (name, sex, age, occupation, socio-economic

class; civil status, number of pedple in the household in
which the respondent lived, and his/her reiationship to

them).

Information on the length of present complaints and on
treatment preferences from psychiatric patients only (nature

of complaint, when first began feeling unwell, when and through
whom first sought advice, changed in the complaint over time,
whether patient's social enviromment contributed to his/her
decision to seek treatment, any preferences for OP/IP treat-
ment, and if so, why).

From hospital-attenders in the control group, information

on circumstances of accidents leading to fractures was
collected.

Iife-event data from all subjects using the Schedule of

Recent Experience (1971 edition). As discussed previously,
this instrument yields information on rate, severity and
temporal occurrence of a number of changes in people's lives
(health, work, family and home, social and personal, financial).

The original form was amended for some Americanisms and for



use with both sexes.

(a) Follow-up data on attendance in terms of psychiatric assess-
ment and management of the psychiatric patients only, extracted
from medical records (discharge diagnosis, since when unwell,
referral source, time waiting for an appointment, disposal
in terms of IP/OP treatment, termination of treatment, assess-

ment of clinical state when last seen).

Information regarding the experience of life events and the
demographic and other, except follow-up, data was obtained gt inter-
view. This took usually between 30 and 90 minutes. All individuals
in the study were seen in the hospital by one interviewer. The
interview was semi-structured with plentiful probing to clarify the
information. Particular attention was paid to obtaining as accurate
time as possible of the occurrence of reported events; the respondents
were encouraged to remember the time by relating events to seasonal
and other well-established happenings, such as Christmas, Easter,
local holidays, etc.

Examples of forms used for gathering the demographic and

life-event data are presented in Appendix III.

Time period covered. The period covered with the patients

was two years retrospectively and 6~-7 months prospectively, the
initial contact of the patient with psychiatry (usually the first
interview) being the focal point. Idife events were recorded up to

two years prior to the individual's first contact with a psychiatric

agency.
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This arbitrary period was so chosen as to cover even those
individuals who were already attending their G.P. with a complaint
for some time before coming to the attention of a psychiatrist, so
that no data were missed on the predicted increase of life-event
reporting between onset of complaints and commencement of psychiatric
treatment in the whole patient group.

The follow-up data were collected 6-7 months after the first
attendance. The follow-up did not apply to the controls though
their life events were recorded also up to two years immediately

. .
before the interview with them.
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CHAPTER 6

ANALYSIS OF DATA AND RESULTS

1. Patients, in contrast to controls, reported 21 event
items in addition to those specified in the Schedule of Recent
Experience (SRE). These additional events were, of course, noted
down during the interviews as well. We decided to include them in
the analysis of data and, in order to do so, we needed to obtain their
ICU's, or mean severity values.

Hence, a list of these events was presented, together with
the SRE list of events and of their mean LCU values (SRRS), to 15
people (211 associated with a psychology department). They were
asked to ascribe a value between 1 and 100 to each of these additional
events using SRRS as a reference. The ascribed figure should have
represented the judge's estimate of the relative degree of readjust-
ment required following the event (Appendix IV).

Mean values of these estimates were worked out and used in
this study as indices of severity of the additionally reported
events, alongside of the LUC's relating to event items in the SRE.
The list of additional events is shown in Table II.q1; a full list

of events employed is presented in Appendix V.

2. All interview protocols were scored for rate and severity

of all events reported over the 24-month period.



83

TABLE II.1
Life event Mean value
1 Immigration/emigration 53
2 Major marital disruption 48
3 Starts living with a disturbed family member 45
4 Head of household is made redundant Lo
5 Making a major decision sgbout future Lo
6 Breaking up with a steady boy/girl friend 37
7 Problems with own children 34
8 Separation from spouse due to work 33
9 Spending over £5,000 33
10 Problems with a steady boy/girl friend 30
11 Adult children's problems with parents 30
12 Starts going out with a steady boy/girl friend 27
13 Starts/stops work by own choice 27
14 Starts a new job in same line of work 26
15 Trouble with colleagues or supervisgd 25
16 Spending between £2,000 and £5,000 25
17 Sibling leaving home 21
18 Involvéd in car accident, but not injured 19
19 Involved in physical fight 19
20 Seeing a dead body 18
21 Spending between £60 and £2,000 17
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3. The total rate, and severity of events over 24 months were
correlated with the size of household (i.e. the number of people in
the household) in which the patients (N = 50) and controls (N = 39)
lived. Results are show n in Table II.2. Test used: Pearson

product-moment correlation.

TABLE II.2

Size of household

Patients Controls
Event: Rate Severity Rate Severity
r 0.1144 0.2194 -0.2085 ~0.0632
sig. NeS. N.S. n.s. n.s.

Conclusion: The total number and severity of events which
patients and controls experienced over 24 months is not, in
this study, related to the number of people in the household
in which they lived. Thus, further life-event comparisons
here need not be correctdfor this factor, shown significant
in some other studies.
L, The first life-event comparisons made, using 28 matched
pairs of subjects only, concerned the total rate and severity of
events reported in the whole study period (hypotheses Ia and Ib).

Retrospective time intervals used in comparisons, in order to obtain

the spread of events within the 24 months (hypotheses Ic and Id),

were:
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(i) eight 3-month consecutive periods;
(ii) first year prior to contact;
(iii) second year prior to contact.
Results are shown in Tables II.3, 4 and Figures II.1, 2, 3, 4, 5.

Test used: t-test for related means.

TABLE II.%

Incidence of events including health changes in the first and second
year immediately prior to first psychiatric contact

first year second year
Patients' % 9.85 L.o2
Controls' i 5.07 3.07
Value of 't!' 7.383 2.253
| Significance level 0.001/0.0005 0.05/0.025

Conclusion: People, who become psychiatric patients, experience
more events in each of the two years preceding their first
appointment with a psychiatrist.
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FIGURE II.>

Total number of events which individual patients and controls reported
over 24 months

13
y

9

1]

15
[ ]
[
6
T

ae o L

14

ll"'
1
3
Matehed (»aﬁ_ieu’c and  eoubrol pa’nm)ﬂhzg

5 -
[N

Al

16

r

4
4§
r
12

13
W
<
¥
A\l
i

5
L 3
?
11
i

wks
s
+
!
6
3

contro
3
)
3
9
1
2

fa{:fﬂ
"
!

¥

'

10
S
0

T
e

32 -
20 +
25
20

5:9')’9/,? aLO 4?9 wn N



89

TABLE IT.L4

Severity of events including 'health changes' in the first and second
Yyear immediately prior to the first psychiatric contact

first year second year
Patients' i 284.0 135.2
Controls' i 146.3 86.3
Value of 't! 5.941 3.157
Significance level (one-tailed) 0.0005 0.0005

Conclusion: People, who become psychiatric patients, experience
Ef'ﬁ{éﬁi;’gignificant»~‘degree of severity of life changes in
the first and second year preceding their first psychiatric
contact.
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5. Next, events occurring in the matched groups in the period
between reported onset of complaints and first psychiatric attendance
were compared with respect to their total rate and cumulative severity
(but excluding 'health changes'), areas of change,* and reported
frequencies of individual event items (hypotheses IIa, b, c, d).

For each patient and his control, an individual period was
considered; this averaged 43 weeks and ranged from 2 to 104 weeks.

List of the lapse of time between onset and attendance for each patient
is presented in Appendix IX. Results are shown in Tables II.5, 6, 7.

Tests used: Wilcoxon matched-pairs signed-ranks test and X2 test.

TABLE II.5

Comparison of the rate and severity of events intervening between
onset of complaints and attendance in the matched groups

Incidence Severity
T 35.5 bs5.5
z -3.68 -3.57
p (one-tailed) 0.000 16 0.000 23

Conclusion: In the period between their reported onset of
complaints and subsequent attendance, the patients experience,
health chenges aside, significantly more events and greater
degree of severity than hezlthy controls do over a comparable
period of time.

* NOTE 6: All events (in contrast to other groupings in section 6,
of this chapter) were categorised into five groups (see Table II.6),
according to the type of social activity or experience which they
involved. This formal, and not necessarily psychologically meaning-
ful, division of changes follows approximately that of Rahe's SRE
questionnaire. It established a link with the previous research
using the SRE. Further comments can be found in Chapter 7.
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TABLE II.6

Rate and severity of events intervening between onset and attendance,
grouped by areas of change

Category Value of T/z p* Events included in category
Health  Rate 5.5 0.005 Personzl illness or injury
Severity 60 0.005 Pregnancy

Change in sleeping habits
Change in eating habits

Work Rate L7.5 N.S. Fired at work
. Retirement
Severity 56.5 ReS+  mroyble with boss

Trouble with colleagues
Change in responsibilities
Change in working hours
and conditions
Starts/stops work by own
choice
Hew job in same type of work
Begins new type of work
Begins/ends school
Change in schools

Intimate Rate 26 0.005 Death of spouse
and . Divorce
Family Oeverity 23+5 001 Marital separation

Major marital disruption

Seperaion due to work

Sexual life

Harriage

Marital reconciliation

Change in arguments with spouse

Breaking up with steady
boy/girl-friend

Problems with steady boy/girl-
friend

Starts going with steady
boy/girl-friend

Death of family member

Change in health of family
member

Iiving with disturbed fanm-
ily member

Gain of new family member

Children leaving home

Siblings leaving home

Change in family visiting

Difficulties with owm child

Adult children's problems
with parents

Wife begins/stops working
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TABLE IT.6 continued

Category Value of T/z p* Events included in category

Personal Rate 20.5 0.005 Prison sentence

Minor violations of the law
' Immigration/emigration
z = -3.92 0.000 05 Change in residence
Change in living conditions
Revision of personal habits
Major decision about future
Car accident with no injur-
ies sustained
Involvement in physical fight
Death of a close friend
Seeing a dead body
Outstanding personal achieve-
ment
Change in recreation
Change in church activities
Change in social activities
Holidays

Severity 22

Financial Rate 72.5 n.S. Business readjustment

Change in financial state

Foreclosure of mortgage/
loan

Mortgage over £5,000

Mortgage/loan less than
£5,000

Spending over £5,000

Spending between £2,000 and
£5,000

Spending between £60 and
£2,000

Severity B.5 n.s.

* p = one~tailed probability

Conclusion: Patients experience more events and greater severity
of changes concerned with the 'health', 'intimate and family'

and 'personal and social' aspects of their lives before they
attend.

Events relating to 'work' and 'finances' do not differentiate
them from controls. The rate of 'work' changes just fails to
reach significance (T equal to, or less than, 40 is significant
at 0.025 level). The category of 'finances' especially shows
to be of least relevance and, as it stands, could be discarded
without significant loss of information.
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Frequency of individual events reported between onset of complaints
and attendance compared in the matched groups

Life event p* c* X2 p*
1 Death of spouse 0 0] - Ne.s.
2 Divorce 0 0 - NeS.
3 Marital separation b 1 0.878 n.s.
4 Prison sentence 1 1 - n.s.
5 Death of close family member L 5 0.00016 n.s.
6 Personal illness/injury 13 11 0.072 n.s.
7 Immigration/emigration 0 0 - n.s.
8 Marriage 1 1 - NeS.
9 Major marital disruption 5 0 3.5 NeSe

10 Fired at work 6 1 2.60 n.s.

11 Marital reconciliation 1 0 0.0013 ne.s.

12 Retirement 0 0 - Nn.s.

13 Living with disturbed family member 0 0 - N.s.

14 Change in health of family member 7 1  3.64 NeS.

15 Head of household redundant 1 2 0.0004 n.s.

16 Pregnancy : 0 0 - n.s.

17 Major decision about future 5 3 0.145 n.s.

18 Sexual life changes 2 0 0.518 n.s.

19 Gain of new family member L %3 0.0002 n.s.

20 Business readjustment 0 0 - NeS.

21 Change in financial state 9 10 0.0001 n.s.

22 Death of a close friend 2 % 0.00028 n.s.

2% Bresking up with steady boy/girl-

friend 3 3 - N.S.

24 Change to a new type of work 6 3 0.529 n.s.

25 Change in number of arguments with

spouse 1 0 0.001% n.s.

26 Trouble with own children 2 0O 0.518 n.s.

27 Separation from spouse due to work 0 0 - n.s.

28 Spending over £5,000 0 1 0.0013 n.s.

29 Mortgage over £5,000 0 0 - N.S.

30 Taking on mortgage/loan 0 0 - n.s.

31 Problems with steady boy/girl-friend 0 0 - n.s.

%2 Adult children's problems with parents 3 0 1.40 n.s.

33 Change in responsibilities at work 3 2 0.00028 n.s.

%4 Children leaving home 2 1 0.0004 n.s.
25 Trouble with in-laws 3 0 1.40 N.S.
%6  OQutstanding personal achievement 0 0 - n.s.
37 Starts/stops work by own choice 3 1 0.269 n.s.
38 Starts going out with steady boy/girl-

friend 0 0 - n.s.



TABLE II.7 continued

N

life event P+ C* X p*
39 Wife begins/stops work 3 1  0.269 n.s.
40 Begins/ends school/university 0 3 1.h40 n.s.
41 New job in same type of work 1 2 0.0004 n.s.
L2 Change in living conditions 1 1 - n.s.
43 Trouble with colleagues n 0 2.b42 N.S.
LL  Spending between £2,000 and £5,000 1 0 0.001% n.s.
L5 Revision of personal habits 18 2 17.50 .001
L6 Trouble with boss 3 0 1.bko N.S.
L7 Sibling leaving home 2 0 0.518 n.s.
48 Change in working hours and conditions 9 % 2.65 NeS.
L9 Change in residence ' b 5 0.00017 n.s.
50 Change in schools 0 0 - N.S.
51 Change in recreation 1 0 0.0013 n.s.
52 Change in church activities 5 1 1.68 Nn.s.
5% Car accident with no injuries 5 0  3.51 N.S.
54 Involvement in physical fight 0 0 - n.s.
55 Seeing a dead body 1 0 0.0012 n.s.
56 Change in social activities 16 L 9.4q .01
57 Spending between £60 and £2,000 6 9 0.36hL Nn.s.
58 Mortgage/loan less than £5,000 1 2 0.0004 n.s.
59 Change in sleeping habits 14 0 16.09 .001
60 Change in family visiting 3 0 1.h40 n.S.
61 Change in eating habits 16 1 13.32 .001
62 Holidays 13 1% 0.00009 n.s.
63 Christmas 26 25 0.00028 n.s.
64 Minor violations of the law 6 % 0.529 N.s.
P* = number of patients reporting event at least once

C* = number of controls reporting event at least once

p* = two-tailed probability

Conclusion: Frequency of individual events is not, with few ex-
ceptions, increased in the matched patient population. Only four
events were significant at 5% level or better: (a) 'Revision of
personal habits'; (b) 'Change in social activities/life';

(c) 'Change in sleeping habits'; and (d) 'Change in eating habits'.
Ttem (d) and especially item (c) could be signs of being 'worried'
or of internally based pathology, rather than life events in the
strict sense.

(Please note in Table II.6 that these two items were included
among the 'health' changes and as such they were excluded from
comparisons of rates and severity of events intervening between
the onset of complaints and subsequent attendance.  Still, the
patients experienced significantly more events and greater degree
of severity of their life changes; see Table IL.5).
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Events 9, 14 and 53 ('Major marital disruption', 'Change in
health of close family member', and 'Car accident with no
injuries sutained'), were also reported more often by the
patients but they ociurred too infrequently in their population
to achieve statistical significance.

The findings of this section so far indicate that the overall
increased rate and severity of events experienced by the patients
before their attendance, aside from 'health' changes, cannot be
simply accounted for by overall or, at least in most cases, increased
frequency of individual events in their population.

This suggests that comparisons along various types of events,
rather than individual items, could indicate an explanation. Already,
patients were shown to differ from normals in some categories of
events happening to - or engineered by - them between onset of

their complaints and attendance, namely events associated with their

health, intimate and family life, and personal and social existence.

6. To explore further the implications of these results,
and to verify predictions III.a, b and IV.a, the list of events
was examined, and events were grouped into categories in three
alternative but partly overlapping ways. In each grouping, two
mutually exclusive categories were defined. Events which could
not be clearly incorporated into one or the other category were
omitted, so that the groups were not exhaustive.

In each category, the rate of events and their severity were
again compared for the matched subjects only. Results are shown

In Tables II.8 - 12. Test used: Wilcoxon matched~pairs signed-

ranks test.
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(a) Entries and exits from social field. This refers to

those events which involve changes in the social circle of the per-
son. Entries are here those events which involve the introduction
of a new person/persons into the immediate social field of the
individual; exit relates to events most probably involving depart-
ure of someone from his social environment. Table II.3 shows the
findings for these two types of events, together with list of

events in each category.

(b) Positive and negative events. The life-event

inventory includes events regardless of direction of change,
even though it contains an evaluative element in its severity
mean values. Thus, it leaves the possibility of grouping
relevant events into positive and negative ones in agreement
with their prevailing connotations.

26 individual events were thus selected from the SRE
and their rate and severity compared in the matched
populations. Table II.9 sets out the findings.

When the rate of positive vs. negative events is com-
pared in the matched patient and matched control groups sep-
arately, the patients report 9 positivesvs. 73 negatives,
whereas controls claim 12 positive vs. 22 negative events.
Results of statistical comparisons are presented in Table

II.10.
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TABLE II.8

Entries and exits from social field

Category T p* Events included
Entries
Rate 3 Ne.Se. Engagement
Severity 10 N.Se. Harriage

Gain of new family member

Marital reconciliation

Starts going out with boy/
girl-friend

Improved social life

‘Exits
Rate 28.5 0.025 Death of spouse
38 n.s. Divorce
Marital separation
Death of a close family member
Family member leaves home
Death of a close friend
Breaking up with steady boy/
girl-friend
Decreased social life

Severity

p* = one-tailed

Conclusion: Patients and their controls do not differ in the
number and severity of entries. They reported 11 entries
compared with 8 of those in the control group.

However, the patients have significantly more exits than the
controls (ratio of 31:15), whilst these are not significantly
more severe. Even though the patients reported more
‘marital separation' and 'family member leaving home',
'decreased social life' was the item most commonly reported

- an event of only minor severity.
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Positive and negative events

Category T p* Events included
Positive events
Rate 30 N.S. Engagement
. Marriage
Severity 30.5 n.s. Marital reconciliation
Promotion
Improved financial state
Outstanding personal achieve-
ments
Negative events
Rate 2 0.005 Death of spouse
Severity 20 0.005 Divorce, Separation

Death of family member

Prison sentence

Major marital disruption

Fired at work

Change in health of family
member

Head of household redundant

Sexual difficulties

Worsened finances

Death of close friend

Demotion

Trouble with own children

Children's problems with parents

Trouble with in-laws

Trouble with colleagues

Trouble with boss

Car accident with no injury
sustained

Minor violations of the law

p* = one-tailed
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Conclusion (to Table II.9): Patients and their controls
do not differ in the number and severity of positive events
that they experienced between onset of complaints and sub-
sequent attendance (9 patient vs. 12 control positives).
However, the patients do experience highly significantly
more severe negative events and these are also more fre-
quent in the patient group before their attendance. Out
of the individual events, the most frequently reported ones
were 'Separation' and 'Major marital disruption', 'Change
in health of family member', 'Fired at work', 'Worsened
financial state', 'Car accident with no injury sustained'
and 'Minor violations of the law'. The control group
reported, interestingly, slightly more 'Deaths of family
member'. The ratio of event reporting was 73:22 for
patients and controls respectively.

TABLE ITI.10

Pogitive events against negative events

Patients Controls
T 9 28.5
p* < 0.005 NeSa

p* = one-~tailed

Conclusion: Whereas in the control group the rates of
occurrence of positive and negative events do not signi-
ficantly differ, in the patient group the rate of negative
events significantly exceeds the number of positive events,
and thus it is not offset by them. ('Health' changes are,
of course, excluded from the comparisons).
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(c) Events independent of illness. If we assume that behaviour

and decisions of people, who come to a psychiatrist, are different
from their 'normal' self (even if it is not known what their 'normal’
selves are) and we wish to assess whether life events contribute to
their attendance, then the need arises to separate, and to exclude
from comparisons, events brought about by the patients themselves,

as part of their disorder, from those which occur independently of
their mental state. One way of approaching this in a standard and
already discussed manner, is to split the events in advance (and

on logical grounds where possible) into ‘'independent illness' and
'other' depending on to what extent the patient might have been personally
involved in decisions about events concerned, e.g. change of a job,
divorce, illness in the family, etc.

Twelve events were thus assumed to be 'independent of illness',
and their rate and severity compared in the matched population of
patients and controls.

The result presented in Table II.11, is encouraging, because
it represents only the most conservative estimate of events which
directly contribute to attendance.

A more realistic estimate of the role of events would be
achieved if, in addition to 'independent events', a group of
'possibly independent events' were partialled out from the remaining
tother' events and therincluded in comparisons. Events are label-
led as 'possibly independent of illness' only because the patients

are more directly involved in their making, without any real reason
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TABLE 1I.11

Events independent of illness

Rate Severity v Events included
T 66.5 78.5V Death of spouse
p* 0.025 n.s. Death of close family member

Change in health of family member
Gain of new family member
Separation from spouse due to work
Children leaving home

Siblings leaving home

Wife begins/ends job

Head of household redundant

Death of close friend
Immigration/emigration

Change in work hours and conditions

p* = one-tailed

Conclusion: Patients experience more 'independent of illness'
events in the period between onset of their complaints and
psychiatric attendance, than controls do in comparable period
of time. 'Change in health of family member' and 'Change in
working hours and conditions' are prominently reported by the
patients; the ratio of events is 37:20 for patients and controls

respectively.

However, this increased rate of events is not paralled by signi-
ficant increase in severity (T should be equal to, or less than
7% for 0.025 significance level). This is partly due to higher
rate of 'Death of family member' in the control group.
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to believe that they were brought on by the patient's disturbed

state.

When this is done, the following picture emerges (Table
II.12).

TABLE II.q2
Independent and possibly independent events
. . (independent
Rate Severity Events included not listed)

T 59.5 97.5 Fired at work
p* n.s.* 0.0228 Change in responsibilities at work

New job in same type of work

Begins new type of work

Starts/stops work by own choice

Retirement

Change of residence

Major decision about future

Marriage

Starts going out/breaks up with
steady boy/girl-friend

Car accident with no injuries

Begins/ends school

Change in schools

p* = one-tailed
ne.s.* T = 59 is gsignificant at 0.025 level

Thus, comparisons involving positive and negative directions
of change and events independent énd possibly independent of illness
reveal significant differences between the experience of stress in
patients and controls. The evidence for the catalytic role of events

in psychiatric attendance itself is somewhat equivocal: according to
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the most conservative estimate, patients experience a significant
number of events independent of illness, which are not outstandingly

severe.

7. The next step was to examine what, if any, association
existed between the total rate of events in the specific study
period (but excluding 'health' items) and the length of time between
reported onset of complaints and attendance. All 50 patients
studied were taken into consideration. Results are shown in Table

IT.13. Test: Pearson's product-moment correlation.

TABLE IT.13

Correlation between rate of events after onset and lapse of time,
in months, between onset and attendance

r = + 0.721
p << 0.01
Conclusion: The correlation between incidence of events

after onset and the lapse of time between onset and attend-
ance is significantly positive. Thus, the earlier the
patients in our sample attended after onset of their com-
plaints, the fewer events they experienced in the intervening
period. Hence it is not indicated that the more events
patients experienced, the earlier they came forward for
treatment.

8. The follow-up data and information elicited from the patients
(Tables IT.14 and 18) provided the following assessment of the ways

in which the patients were channelled in and out of psychiatric



attendance.
by brief comments.

Chapter 7.

TABLE IT.1k
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The results are presented here in tables and accompanied

They are fully commented on and discussed in

Patient's decision and persuasion to seek treatment

Persuasion Matched Unmatched All patients
Patient's own feeling of
not coping L=z% 55% 1:8%
People in his household
suggested treatment 28.5% 32% 309%
Intermediary outside
patient's household 28.5% 123% 22%
(legal, medical clinic)
was involved
Total % 100 100 100
A1l referrals 28 22 50

Patient's attendance was in 52% of all cases initiated

by someone other than himself.

4L8% attended because

of 'not coping' - either with their mental state or in

their roles.
marked.

Thus, social element in attendance is
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Referral sources
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Referral Matched Unmatched A1l patients
G.P. 6L4% 77% 70%
General hospital 18% 5% 12%
Legal 11% - 6%
Direct self-referral 7% 18% 12%
Total % 100 100 100
A1l referrals 28 22 50

Majority of patients (70%) were referred by their G.P's. 12%
recognised their difficulties as psychological. This figure,
however, does not include those who asked their G.P's directly

to be referred to

a psychiatrist.

TABLE II.16

Diagnostic groups

Diagnoses Matched Unmatched All patients
Psychotic (funct.) 25% 19% 23%
Organic L% 5% L%
Neurotic 57% L 8% 53%
No psychiatric pathology 14% 28% 20%
Total % 100 100 100
Al referrals 28 22 50

'"Neurotics' formed just over a half of the 'mew clinic' popu-
lation, 'psychotics' made up just under a quarter of these

new cases.

formal psychiatric disorder.

20% of people referred showed no signs of a
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TABLE II.17

Disposal following first psychiatric consultation

Disposal Matched Unmatched All patients
IP admission arranged Legs 22% Lo
Continuing OP attendance '
arranged ly=% L% Lp%
Referred to other medical
agency Lg% - 2%
Referred back to G.P. 7% 27% 16%
Total % 100 100 100
All referrals 28 22 50

82% of first attenders were offered further contact with the
psychiatric service ~ 40% were admitted into the hospital and
L2% were treated as out-patients.

TABLE II.18

Patient's treatment preference

Preference Matched Unmatched A1l patients
OP, as arranged Ll 56% Lo%
Accepts OP, but prefers IP Lg - 2%
IP, as arranged 40% 31% 37%
Accepts IP, but prefers OP 12% 13% 12%
Total % 100 100 100
Ho. of referrals 25 16 Lq
No. refused treatment offered 1 1
No. offered no treatment 2 5
A1l referrals 28 22 50

Nearly all patients accepted treatment, if offered, as well as,
the arrangement for it (IP or OP). Only a minority (14%)
would have preferred IP treatment to OP attendance or vice
versa.
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TABLE II.19

Mode of termination of psychiatric treatment

Termination Matched Unmatched All patients

Patient discharged by
psychiatrist following
treatment 54% 38% L8%

Patient refused treat-
ment or failed to

attend , 27% 31% 28%
Patient still in treat-
ment at follow-up* 19% 31% 2k
Total % 100 100 100

No. of referrals

treated 26 16 Lo

No. discharged to G.P.
without treatment 2 6 8
A1l referrals 28 22 50

* 6-7 months' follow-up

After six months since their first attendance, one half of
the treated patients was discharged by their psychiatrists;
a quarter was still in treatment, and the rest withdrew
from contact with the hospital.
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TABLE IT.20

Patient's clinical state at last interview

Psychiatric assessment Matched Unmatched A1l patients
Recovered 35% 19% 29%
Relieved %8% L Lo%
Not improved 23% 37% 29%
Clin. state not recorded L% - 2%
Total % 100 100 100
No. of patients treated 26 16 Lo
No. of patients offered
no treatment 2 6 8
A1l referrals 28 22 50

69% of patients benefited from the treatment administered;
they either recovered or were relieved . Clinical state
of a third of the patients with attempted treatment did
not improve.
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TABLE II.21

Outcome of psychiatric treatment by diagnostic category

Psychiatric assessment Psychoses Neuroses Organic A1l
Recovered LE% 2U% - 2%
Relieved 36% 28% 100% Lo%
Not improved 18% 34% - 2%
Outcome not recorded - L% - 2%
Total % 100 100 100 100
All referrals 11 29 2 4o

People with 'psychotic' disorders responded best to treatment
- L46% did ‘recover' and 36% were considered 'relieved' of
some of the symptoms - not considering the two 'organic'
cases in our patient sample. About a third of 'neurotic'
patients was not considered as improved at all.
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CHAPTER 7

DISCUSSION AND CONCLUSIONS

To my knowledge there have been no previous empirical studies
of psychiatric attendance in the context of life events published
even though it is recognised that 'crises' bring some people on the
psychiatrist's doorstep.

Thus, no comparison of design, methods and results with any
similar study is possible, and the discussion will be confined here

to commentary on the presented results with respect to methodological

considerations (7.1), the role of events in attendance (7.2), clinical

————

application, namely possibilities of therapeutic action (7.3), and

prospects for future research (7.4).

7.1 RESULTS AND THE METHODS OF DATA COLLECTION AND EVALUATION

7.1.1 INTERVIEW TECHNIQUE AND REMEMBERING OF EVENTS

Firstly, the results show that the patients report an excess
of events in the whole 24-month study period but for 16-21 months
prior to their first psychiatric contact (Figure II.1). This
Figure also shows that, generally speaking, the means of event
incidence for the controls are greater than 1 in the first year
prior to attendance and smaller than 1 in the second year retro-
spectively.

In the patient group, the means in the first year prior

to attendance fall above 1.5, whereas in the second year they are
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generally below 1.5. So, to express in words what can be much
quicker grasped visually from the histogram, apart from the patients'
generally elevated event reporting, both the controls and the
patients report on the whole more events in the year immediately
preceding attendance than in the next immediate 12 months.

This raises three questions: do the differences in event
incidence between controls and patients in our sample reflect
differences in interview technique and reporting? Is there a
memory factor involved? Was the 'study period' (i.e. 24 months)
long enough?

The first possibility is the most important one. Clearly,
the SRE, given either as a questionnaire or in interview form,
is a stimulus measure. The responses that aﬁy individual makes
to it and to the events are determined by other factors which
require to be measured separately (see 7.1.3).

The patients were interviewed in a more probing way than
the controls did, even though this was necessitated only by the
patients' greater hesitancy and less coherence in answering the
questions. The setting of their existing complaints and of
concurrent or prospective psychiatric treatment, was liable to
focus their attention on potentially significant events, and,
perhaps, to increase receptiveness to the interview.  Another
possibility is that the patients are a group of people who have
anyway increased receptiveness to occurring events. This would
eliminate the simple 'memory argument' and explain the finding

that the patients' event incidence means are maintained at a
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higher level than that of controls since long before fhey attend.

This finding, however, may also reflect a feature inherent
in the design of the study rather than properties of the population
under consideratibn. It may be that the arbitrarily chosen
2h-month retrospective cut across a period of increased incidence
of events which may have preceded the onset of patients' complaints
itself. If this were the case, then by going even further back
in time than 24 months we should be able to find out when the
event incidence started to differ between the patient and control
populations. This is an issue important in event studies relating
to onset rather than attendance. With regard to our objectives
in this investigation, a 2hk-month retrospective was adequate.

The possibility that memory factors are involved hints at
the reliability issue of the SRE. Bell86 has pointed out that
recall of ‘'hard facts' is far better than attitudinal material,53
and that inaccuraéies tend to consist of omissions rather.than
fabrications or confabulations.87’ 8

This is consistent with the particular reliability study /
/

of SRE by Casey, Masuda and Hblmes62 who found that only those :/
/

items of SRE containing qualifying words (particularly '§Eﬁffaq /;l')
significantly affected their individual recall. This had, ﬁowever,
no effect on the consistency of overall scores. Also the most
potent factor affecting consistency of recall was the saliency of
the 1ife-event items reflected by their mean values (LCU).

In spite of this, the size of 'attitudinal' or emotional

element that can be present in the reporting of 'hard facts' should



not be underestimated. That is why clear definitions of 1ife events
are needed and specific questions must be asked to clarify inform-
ation. It was my experience, similar to others interviewing peovle
about their life events, that the respondents had to be reminded of
what was wanted of them, the questions had to be asked again or in =2
modified form in order to obtain a clear picture of what went on.
Often fairly specific questions had to be given, preferably with the
sort of thing I had in mind. ©People had to be reminded of the scope

of their family and close relations that was covered in the study.

7.1.2 SCHEDULE OF RECENT EXPERI:NCE APPLIZD TO PSYCHIATRIC

POPULATICON
For the reasons mentioned above, and largely because the SRE
itself did not prove to be both specific and comprehensive enough,
its use as a questionnaire with psychiatric population cannot be
recommended. Its application as a basis for semi-structured
interview is superior to the questionnaire use even though it still

requires a number of modifications:

1. Ttems on SRE and SRRS, which relates to it, do not always
correspond. That is, not all the weighted items on the
SRRS (i.e. ICU's) are represented by a question in the SRE
questionnaire.  Example:! 'Change in living conditions'.
Is this meant to relate to the question, "Have you made
major improvements on your home?", or "Has a relative moved

in with you recently?", or anything elsel
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Some items on the SRE are trivial (e.g. Christmas), others
are only relevant to a small number of people (e.g. major
business readjustment - merger, reorganisation, bankruptcy,
etc.).  Still others are ambiguous (e.g. major change in
financial state - a lot worse off or a lot better off than
usual, without specifying what 'a lot' means).

2. The list of events in the SRE could be supplemented by other
items obtained from a systematic inquiry into the kinds of events,
not necessarily always stressful ones, that happen to people.
The original items were said to have been ‘empirically derived
from clinical experience‘.33 Yet, in this numerically limited
study a group of 18 additional events had to be included
(Table IT.1). On inspection these events do not appear to be
'abnormal' or potentially confined to a 'psychiatric' popul-
ation only. However, it is true, that a number of them are
of interpersonal nature (major marital disruption, problems
with own children, problems with a steady boy/girl-friend,
adult children's problems with parents, trouble with colleagues
or persons they supervise), and as such are liable to attit-~
udinal or emotional biases and thus to reporting differences.

It is also true that two-thirds of these additional events

were reported by the patients only.

Cochrane and Robertson63 published recently their work aimed
to remedy the deficiencies that, in their view, reduced the useful-

ness of the SRE. They administered the SRE as a questionnaire to
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125 psychiatric patients and supplemented this by interviews to
obtain information on as many events as possible. This resulted
in a new inventory of 55 events, 18 of which are supposed to have
been taken over from the original SRE.

Then, as '"no published weights derived from groups on which
the instrument was most used were availzble'", and as '"'weights were
not available from patients or from other groups most likely to have
extensive experience of the amount of stress the events cause', the
authors had these 55 items rated by three groups of people - 80
patients, 60 psychiatrists and psychologists, and 80 students.

Their final weights, representing a completely new system, reflect
overall means taken from the three groups combined.

Closer inspection of their list of events reveals that one
half of items is either directly taken over from the SRE or, perhaps,
better formulated. From the rest, one-third corresponds to the
kinds of additional events recorded in our study (e.g. head of house-
hold is unemployed, starting a new job in same line of work, involve-
ment in a fight, starting to live with a disturbed family member,
increased tension between parents and children, problems surrounding
boy/girl-friend affairs, etc.).

Certainly, this new range of events compiled by Cochrane
and Robertson is a considerable improvement on the original SRE,
especially, when used with psychiatric population. The use of
SRE and SRRS in studies of antecedents of illness may be to some
extent more indicative of the lack of a suitable alternative measure

of recent life stresses, than of any inherent quality of the SRE.



On the other hand; this wide use has also been successful. It means
that SRE, as a questionnaire, has had enough discriminative power
in the populations in which it was used (cf,studies by Rahe et al.
mentioned in Chapter 1). The psychiatric population either has
more and greater variety of events happening to them or it only
appears to be so, because the information was usually collected
in an interview rather than via a questionnaire. Cochrane and
Robertson do not comment on what proportion of their new list of
55 events appeared only after questioning the patients personally.

As regards the new weighting systems developed by Cochrane
and Robertson for their new Iife Lvent Inventory, one cannot alto-
gether approve of using patients' ratings for derivation of the
weights attached to individual events only because they are
Mikely to have extensive experience of the amount of stress
events cause'l. It is very doubtful whether the validity of
severity measures is thus increased and it is contrary to efforts
of a1l workers in the field to reduce possible biases.

This points to the issue of validity of the severity
measures used in this study, and in general, and to the ways

and perspectives from which life-event data can be best and most

profitably evaluated.

7.1.% DO MEASURES TAKEN FROM THE DATA SHOW THAT THE LIFE-

EVENT MODEL IS SUFFICIENT TO EXPLAIN ATTENDANCE?

In this study, measures taken from the life-event data

were:
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rate and severity of events both over the whole 24-month
study period and over the specific study period (i.e. time
between onset of complaints and subsequent attendance for

each patient individually);

occurrence of individual events and of various categories

of events - areas of change and activity, social entries and

exits, positive and negative events, events independent and

possibly independent of complaints.

I shall discuss these measures here in turn, but for the
independent and possibly independent events. These will be dis-
cussed in the next sub-chapter (7.2).

The rate, or incidence, of events is the first and most
obvious measure. It need not be discussed, once it is clarified
what constitutes an event in the first place (see 7.1.2). The rate
of events is thus the 'purest’, or least biased, measure that can be
taken from the life-event data, bearing the interview difficulties
in mind. This measure is invariably used in all life-event studies.

In this study, using the measure of rate of events, it was
possible to show that people, who become psychiatric patients, exper-
ience an excess of events in the two years preceding their first
attendance. The mean event rate in the first year preceding
attendance is double (9.85) the mean rate in the second year (4.92)
(Table IT.3). Breaking the 24-month period further into eight
consecutive 3-month blocks shows that the increase in life-change
reporting is confined mainly to the 15 months immediately preceding

attendance and that there is a gradual build-up of events with an
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absolute peak in the 3 months immediately preceding first attendance
(Figure II.1).

Thus, the results show that the life-event dimension does
differentiate between patients and normal population at least 15
months restrospectively. This is not surprising, considering that
(1) these event-rate figures of the patients include both events
preceding onset of their complaints and those intervening between
(after) onset and attendance; that (2) 'health changes', such as
past physical illnesses, injuries, and changes in eating and sleeping
habits - common concomitants of psychological disorders ~ are not
excluded as yet from the analysis; and that (3) theoretically, both
events 'independent of complaints' and those 'related to the
complaints' are not as yet differentiated.

However, when only events occurring in the specific study
period (i.e. between onset and attendance) are considered and when
all 'health' changes are excluded, the patients still experience a
highly significant excess of events (p = 0.000 16, Table II.5).

When this result is checked against occurrence of individual
events, it appears that the frequency of individual events is not,
with few exceptions, increased in the patient population (Table II.7).
Only four events were significant at 5% level or better: (1) 'Rev-
ision of personal habits'; (2) 'Change in social activities/life';

*
(3) 'Change in sleeping habits'; and (4) 'Change in eating habits’'.

* NOTE 7: Moreover, items (3) and (L) were not included in comparisons
of events occurring in the specific study period.
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Thus, the findings indicate that the overall increased rate
of events experienced by the patients prior to their attendance,
is not simply paralleled by an overall increase, or at least in
most cases, of individual events. This suggests that grouping
events into various categories could reveal the sources of this
variance and provide insight into the quality of life experience
the patients have had between onset of their complaint and
attendance.

It also raises the question of whether the life~change model
itself, without any qualifications attached to it, provides suf-
ficient framework for describing events preceding psychiatric
attendance. Results of this study, derived from the comparisons
of categories of events, show that it is not so.

Before I consider this in more detail, I want first to
turn to the second major measure used in this study, the severity
of events.

Our data were analysed almost throughout both for rate and
severity of events, in order to specify any differences that were
due to a type of event (major vs. minor) rather than due to an
increase in events occurrence. In most cases, the increase in
the rate of events was paralleled by increased severity. This
approach proved beneficial in that - within the limits of external
severity criteria (ICU units/weights) used - it was possible to
show that, for instance, in the period L4-6 months prior to their
first éttendance, patients experience a significant number of only

minor events; whereas 22-24 months prior to attendance, they
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experience a significant number of rather severe events (Figure II.4).

Also, in the period between onset and attendance, patients
experience an excess of 'exits from social field', but these are
not, by our external criteria, considered severe (Table II.8).

Similar results appear to apply to 'events independent of
illness' (Table II.11), thus showing that first psychiatric attendance
is preceded by an increased occurrence of minor events which
contribute to it.

A1l the severity results need to be interpreted with caution.
While the particular external criteria of severity we used indicate
a general pattern of increased event rate paralleled by increased
severity, one has to ponder meaning and validity of the severity
weights.

Firstly, there seems to exist commonly shared awareness among
people that certain events, or changes, are more severe in their
implications than others. Work comparing rank ordering of the
SRE items61 shows an exceptional agreement, though lack of consensus
on the exact ICU's or weights. The LCU weighting system was used
in this study.

Secondly, the recently published63 new weighting system of
life events, derived from the patients', psychologists', psychia-
trists' and students' ratings (cca 200 people), shows that both
the rank order and individual weights attached to items do differ
from the previous system. It is, in fact, a new inventory of

events.

Thirdly, no external severity criteria can reflect whether



the individuals concerned experienced changes as same, more or
less intensive themselves.
In view of this, is it desirable and plausible to look

for generalised measure of severity change? The answer may be:

1. To look not for any generalised measures of change in any
population (i.e. normal or abnormal), but for the degree
of 'change', or event 'stress' subjectively experienced
which would be set against the individual's rate of
events.

This makes more sense because personal experience with

changes is important and the degree and direction of affect
associated with the events is a property of the individual's
response rather than the stimulus, i.e. the event itself,
which the SRE primarily measures. The Affect Balance Scale50
represents such a response measure and might well be used in
conjunction with SRE to provide a more clear picture of the
degree of change/stress subjectively experienced.

2. Alternatively, a weighting system, such as Rahe's (i.e.
derived from ratings of normal population) could be used in
conjunction with the Affect Balance Scale to provide a more
complex picture of the interrelation between rate of events,
their assumed conventional severity and the degree of
subjectively experienced change.

3. Where relevant, events should be combined into groups with a
common denominator or a dimension along which they may vary,

such as the degree to which they are under the subject's control,
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whether they are negative or positive, etc. This can
provide a more insightful, even if perhaps equally arbitrary,
evaluation of the i%a than the severity measure itself. In
some studies, for instance Paykel et al. on depression,89 this
approach of categories was used instead of the severity

measures and the results justified it.

This brings me back to the results of analysis of events in
categories in this study and to the question whether the life-change
model itself can describe the patient's experience prior to attendance.

Five event categorisations were used in this investigation:

(1) according to the type of activity;

(ii)  according to changes in the extent of social field;

(iii) 4in terms of direction of change, i.c. positive or negative;
(iv) in terms of events' independence of complaints; and

(v) of only possible independence of complaints.

Firstly, all events occurring between onset of complaints
and attendance (i.e. including 'health'), were divided - in the
tradition of SRE - into groups with 'health', 'work', 'intimate and
family', 'personal and social', and 'financial' denominations,
according to the type of social activity/experience which they
involved (Table II.6).

The findings suggest that certain kinds of events are more
likely than others to precede attendance. 'Health' changes, refer-

ring mainly to the past physical illnesses and injuries, changes in
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eating habits (including appetite), and sleep, were obviously more
frequent and severe among patients in this period.

More importantly, 'intimate and family' and 'personal and
social' events both were more frequent and severe among the patients.
The greatest difference in severity of changes was in the 'personal
and social' category, even though it included a high proportion of
such items as 'revision of personal habits' (i.e. drinking and
smoking mainly), and ‘'change in social life/activities', which are
events rated as being only of minor severity.

Ivents relating to 'work' and 'finances' do not differentiate
between patients and controls. The incidence of 'work changes' just
fails to reach significance. TFinancial matters do not seem to be
particularly relevant to the description of patients' experience
before they attend, at least not in the way in which they are ex~
pressed in the SRE. In fact, most events in the 'financial'
category illustrate the point that it needs to be established
clearly in the first place what constitutes an 'event'.

Thus the results show that, when all possible events are
taken into consideration and divided up into thematic groups,
regardless of the direction of change or their relation to the
patients' complaints, the patients are exposed before their attend-
ance to changes involving their close interpersonal relationships
and to those bearing on their personal and social experience.

Events relating to their employment and financial circumstances
do not markedly differ from those of the control group. At the

same time, it is not possible to decide what proportion of these
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changes 'just happened' and what proportion was, in fact, engineered
directly or indirectly by the nature of the patients' complaints.

The other four modes of categorisation used were designed
to complement information obtained from splitting all events.

These other modes of division of events into categories
cut across the areas of activity as specified on page 124.  The
categories are not exhaustive, two of them are descriptive (of
the patients' experience of events), and the last two bear on the
role of events in attendance.

The first of these groupings was established according to
changes in terms of expansion as opposed to diminution of the
patients' social field. In the period between onset of complaints
and attendance, the number of entries in both the patient and
control groups was generally smaller than that for exits, and it
was roughly equally distributed (11:8), also in terms of severity
of these events.

The patients did, however, experience an excess of social
exits (double the controls - 31:15), though these were, by our
external criteria of severity, only minor (Table II.8).

In a study of event precipitants of depression, Paykel

89

et al. ° found that depressed people differed only in the frequency

of exits, and not entries, into social field. The authors con-
cluded that exits from the social field are more likely to lead to
clinical depression requiring treatment and they linked this
concept with another psychiatric concept, that of loss - actual,

impending or symbolic.
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It is interesting to note from the results of our study that
the same trend continues after onset of complaints in the group of
patients diagnostically as heterogenous as was our (Table II.16).

The second grouping of events that was used and also proved
successful was in terms of the direction of change (positive,
negative) involved in the events. Certain events in our society
are commonly perceived as either positive or negative. This is
an end product both of cultural factors and of other elements such
as common experience of the psychological consequences of the
events.

Negative events were on the whole reported much more frequently
in both groups of subjects than positive events (see page 98), partly
because the list contains many more negative changes.

The rate and severity of negative events strikingly dif-
ferentiated the patients from the controls. Patients reported
over three times as many negative events in the period between onset
and attendance than the controls did; this was matched also by in-
creased sevérity of events. For the positive events the pattern
was, in fact, reversed, with patients having less positive changes
than their controls did. This difference was not, however, sig-
nificant (Table II.9).

Also, the findings suggest (see page 98), that in this
period the patients' t'negatives' eight times outnumbered their
'positives', whereas the controls experienced ju;t under a double

of negative events compared with the positive ones.
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Before I turn to the discussion on the last two categories of
events employed in analysing the data, it may be useful to consider
what the implications of these results are so far.

Two views of events have been taken in this study:

1. The traditional one in terms of the magnitude of change in
life pattern or readjustment necessitated by each event
irrespective of its meaning or direction.

2e An alternative one based on the view that events have a
variety of implications apart from severity in terms of
which they can be grouped, and which]describe with varying

success the experience of patients between onset and

attendance.

Both approaches proved useful, however, the significant
results of snalyses of event categories indicate that the 1ife-
change model itself is not adequate to specify life events preced-
ing attendance.

The implication of these results is that it is not only the
quantity, but also the quality of events which characterise the
patients' experience before they first attend a psychiatrist. It
is not possible to conclude that this is a major contributor to the
attendance itself, due to the limitations imposed by the design

of our study.
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Va2 THE ROLE OF EVENTS IN ATTENDANCE

The third and fourth modes of categorisation are concerned
with the degree of control, or rather the absence of it, that the
patients have had over events.

Among all the event groupings employed in this study, only
these last two, 'events independent of illness' and 'events possibly
independent of illness', can be considered to contribute directly
to the patients' attendance.

Events independent of illness occur more frequently among
patients (Teble II.11). Thus the patients, in addition to events
which may or may not have been brought on by their complaints, are
exposed to more changes before they attend than the controls do
over a comparable period of time. These changes are not out-
standingly severe when compared with the changes in the control
group; glance at the original data shows that this may be due to
the higher rate of 'death of family member', a rather severe event,
reported by the controls.

When the list of 'independent' events is extended to include
also 'events possibly independent of illness', the severity of events
appears as a discriminating variable between the two populations
(Table II.12), while the incidence of events just misses significance.
Owing to the insignificant severity result in the case of events
independent of illness and taking into consideration that the rate
of events has probably more weight as a measure than severity does,

it has to be concluded that while life events contribute to the
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first psychiatric attendance, they are only of minor severity (that
is within the framework of the severity measures used).

While it was possible to establish that events play a role
in attendance, it is not altogether clear from our results what
their function is. A possibility was explored thaot a higher
incidence of events after onset of patients' complaints was associated
with an earlier attendance at a psychiatric service. However, the
results indicate (Table II.13) the reverse, that is, a higher event
incidence was, in our patient sample, associated with a greater
lapse of time between onset of complaints and attendance.

This raises two possibilities. Firstly, this result may hint
at individual differences in tolerance to events or changes. In
other words, the timing of attendance is not associated with simple
event incidence, but with an 'event threshold', i.e. that some people
can tolerate a greater disruption in their lives than others before
they consider themselves in need of help.

While this is a plausible suggestion, it may not be a justi-
fied conclusion to draw from the results. Firstly, the other factors
- assumed to be important in attendance, mainly the G.P. 'filter' or
'screening', were not controlled. Secondly, and more importantly,
the high positive correlation between rate of events, in the period
between onset and attendance, and the lapse of time between onset
and attendance, may be spurious. It may be spurious because the

same variable of time is common to both of them, i.e. variables

correlated.
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Events per unit time would correct this, but even then it
would be better to ﬁse this measure in appropriate 'between-group'’
rather than 'within-group' comﬁarisons.

This recalls the already mentioned issue of an appropriate
control group and, on reflection, of the limitations imposed by
the design of this study on the kind of valid comparisons and
conclusions that can be made from it zbout the function of events
in the attendance itself.

The particular question of the role of events in first
psychiatric attendance would be best answered by someone in the
position to compare, on the life-event dimension, treated cases with
»the untreated ones who remain in the community, both groups being
matched for nature of complaints as well.

In the untreated group, health complaints would be controlled.
These individuals would thus constitute the most appropriate comparative
sample for testing the hypotheses, for instance, whether treated
patients become treated because they have more 'independent of illness'
events, and/or also have more 'illness related events', with the
implication that the more social disorganisation their pathology
produces, the more likely they are to complain, and the more speedily
they seek (or are channelled towards) treatment.

The validity of such comparisons would substantially rest
on the degree of successful matching of treated and untreated subjects
on their psychopathology. This would presumably need to go beyond
diagnostic labels - a pretty tricky task, considering that the psy-

chiatric assessment of, for instance, severity of a case may be
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confounded with social variables themselves, e.g. in alcoholism.

Life events in relation to diagnosis is something which
has not been taken up systematically in this study.

On commonsense grounds and on the basis of clinical experience,
one would expect that some psychiatric disorders, such as acute
psychotic illness, are less subject to the influence of life events
as regards attendance than others, for instance, the already ment-
ioned alcoholism. In organic cases events are theoretically of no
relevance even though it is known that the extent to which, for
instance, dementia becomes evident depends a lot on the changes in
the particular individual's environment.

Discharge diagnoses were used in this study only as one of
independent descriptions of the patient population and they were
intended to serve no other purpose. This was so because the
relatively low number of patients (compared with the number of
possible diagnoses) necessitated choice of quite broad, and hence
within themselves heterogenous, diagnostic categories. The group
of psychotics includes, for instance, cases of puerperal psychosis,
early schizophrenia, and 'endogenous' depression -~ which was so
diagnosed largely due to absence of any 'stresses'. The point
that social factors are inseparable from certain diagnoses is

important here. Setting our life-event data against them would

most probably mean going round in circles.
This is not to argue against usefulness of such comparisons.
But that would require, in my view, an agreed approach to diagnosing,

more specific categories, and a greater number of patients to be

accommodated in them.
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) LIFE EVINTS AND POSSIBILITIES OF THERAPEUTIC INTERVENTION

The follow-up data and information obtained by the patients
provided a basis for simple assessment (breakdown in percentages),
of the ways in which the patients were channelled in and out of
psychiatric service.

The purpose of this exercise was, firstly, to describe the
patient population in this study independently (i.e. of the inter-
viewer), within the existing psychiatric framework. The other
intention was to see whether setting some of this information against
the general tone of life-event findings in this study could have some
practical implications, namely as regards the management of patients
and course of treatment.

Introducing these issues into our discussion means stepping
outside the mainstream of our study. Also, it is more speculative
as the available information does not really give a proper picture
both of mental health needs and of treatment resources.

The follow-up showed that:

1. The patients' attendance was in 52% of all cases (matched and
unmatched cases taken together), initiated by someone in
his/her household or by an intermediary outside it.  48% of
patients decided to attend by themselves because of 'not
coping' - either with their mental state or in their roles.

Thus the social element in attendance is marked.  (Table II.14)

2. Majority of patients (70%) were referred by G.P's who thus

constituted the major and presumably biasing influence on the
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characteristics of our sample. The proportion of people

who recognised their difficulties as psychological is, on
paper, low (12% of direct self-referrals). However, this
does not include those patients who asked their G.P. ex-
plicitly to be sent to a specialist/psychiatrist (Table
II.15).

'Neurotics' formed just over a half of the 'new clinic'
population. '"Psychotics' made up just under a quarter of
these cases, and people with 'no psychiatric pathology'
formed 20% of the whole sample. (Table II.16).

L4o% of first attenders were hospitalised, about a third of
them as an emergency. 42% of all cases in the sample were
offered continuing out-patient treatment and the rest was
referred back to their G.P's or to other medical depart-
ments.  (Table II.17).

The patients usually agreed with whatever treatment that was
suggested to them (OP/IP).  As regards their personal pre-
ferences, however, a higher proportion of in-patients would
have preferred out-patient treatment (12%), than the number of
out-patients who would have welcomed to be admitted in the
hospital instead (2%).

Reasons stated for OP preference were usually: (a) fear of
becoming isolated from family in the hospital; (b) apprehen-
sion of being with other 'mental' patients. The only patient
who would have preferred in-patient treatment, thought that he
would be thus treated more 'efficiently', as he put it.

(Table II.18).
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Six months after their first attendance, 48% of all treated
patients were discharged by their psychiatrists. 24% of this
group were still being treated, while nearly a third of the
first attenders (28%) to whom treatment was offered, either
refused the treatment or failed to attend. (Table II.19).
29% of all patients with attempted treatment were described
as 'recovered' by their psychiatrists at the time of the
follow-up. 40% were considered to be 'relieved' and 29% as
'not improved'. This last category, however, covers almost
exclusively those patients who refused the treatment (28%) in
the absence'of any further information about their mental
state. So, in psychiatrists' overt opinion, all their
attending patients benefited from the therapy provided in
one way or amnother. (Table II.20).

When the outcome of treatment was set against the diagnostic
categories, then 'psychoses' had the best 'recovery' rate
(46%); it was nearly twice as much as for the 'neurotics'
(24%).  'Organic' patients Qere 100% ‘relieved' but the
actual number of organic cases was very small (only two
people). The 'neurotics' were nearly as equally 'relieved'
(38%) as 'not improved' (34%). The 'not improved' percen-
tages here again cover those patients who failed to attend

or refused to be treated, in the absence of any information

to the contrary. (Table II.21).
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The following points from the follow-up data are relevant in
the context of the life-event findings in this study to the issue of

therapeutic action:

(1) 20% of people referred to the 'mew clinic' were found to have
'no formal psychiatric disorder', and they were consequently
offered no treatment.

(ii)  Of those offered treatment, one third either refused it, or,
in majority, failed to attend. (One third of these non-
attenders were considered to be 'psychotic' and two thirds
'neurotic’).

(1ii) A1l patients treated by psychiatrists were described by them
as either 'recovered' or 'relieved'. Patients were discharged
in both these states, but a proportion of those 'relieved'
was still in treatment six months after their first attendance.

(iv) '"Psychoses’' responded best to treatment, 'neuroses' were more

'relieved' than 'recovered'. T

The 20% of first attenders, who were not found to be psychia-
trically disturbed by the specialists, were still considered by some-
one, usually their G.P's, if not by themselves in need of specialists'
attention. This may be a sign of an increasing demand on the
psychiatric services for the relief of distress generally. While
we cannot be certain, the possibility has to be considered that it

was a group of people who could not be described by the current systems

of classification, and rarely helped by drugs or any other therapy

available at the particular hospital. Also, it can reflect the
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G.P.'s own initiative and lack of experience in referring 'suitable'
cases.

Why people who seem to need and are offered specialist treatment
refuse it directly or fail to attend, is another question impossible to
answer from our data. It is difficult to know why their motivation to
'get better' dropped so dramatically after their first visit to the
clinic. While their complaints were not presumably resolved after
one appointment, it may be thd they did not find the treatment offered
to them relevant to their problems.

The reported success of psychiatric treatment with the patients
is a rather surprising finding, and one that needs to be regarded with
specticism. It was the therapists themselves who evaluated the results
of their treatment and no agreed criteria for this assessment.were used.

However, even if it were the case, i.e. that all treated patients
did improve, it cannot be regarded as a general index of adequacy of
psychiatric provisions. Rather, it seems to be the measure of success
with which cases are selected to fit the known effective treatments.

From our follow-up data, it appears that the treatment was
most effective with psychotic patients. Many psychotic disturbances,
mainly of schizophrenic character, are those which currently lend
themselves most, compared with other behaviour abnormalities, to the
disease model and can be well controlled by drugs.

But as Sydney Brandon, talking about psychiatry, said:go
... if we concern ourselves exclusively with disease rather
than with health we may find ourselves isolated and functioning

as technicians whose services are called upon only when other
caregivers in the community meet an untreatable or unmanageable

behaviour disturbance."
Morrice91 remarked somewhat differently:

" the dichotomy into social and psychiatric is false and

puts an unwarranted interpretation upon the facts. The two
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categories are often so closely interdependent that to

separ?te them is to do injury to the total concept of

psychiatric illness. The only justification for such

a division is its usefulness in treatment."

The emphasis on either 'psychiatric' or 'social' discriminates
between the traditional, disease oriented, and the community oriented
psychiatric thought.

The awareness that only a minority of those with signs and symp-
toms of psychiatric disorder come to the attention of a psychiatrist or

%2 and that in at least 50% of those referred

enter a psychiatric hospital,
social factors are thought to be primary,91 led some psychiatrists to
review their assumptions about what they do and where they do it.

Their intention is not to re-~formulate mental disorders as
merely social disorders, but to give more and prompt attention to
the patients' social (as well as psychological) conditions in a way
that has been more acceptable in the past to the social workers than
to psychiatrists.

One of the stated aims of this approach is to avoid hos-
pitalisation unless it is the best short-term solution, and to
treat people effectively in the setting of their current social
networks. The other frequently stated aim of community psychiatry
is prevention of the development of psychological disorders due to un-
resolved problems of living. This means that the present professional
resources have to be marshalled in a different fashion from that
traditionally practised: the skilled staff should educate, delegate
responsibilities and provide opportunities for consultation rather

0

than direct specialist services to the compunity.
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The 'social therapy' rests substantially on the principles of
crisis intervention. It was the work of Caplan et al. at Har-
Vard93’ Oy 95 that has focused attention not only on the need for
intervention in social crisis but also on the advantages consequent
upon early action.

Caplan defines crisif as "an upset in the steady state" - so
| far similar to the Rahe concept of life change. However, more
specifically, crisis occurs when

"... a person faces an obstacle to important life goals that

is for a time insurmountable through the utilisation of

customary methods of problem-solving."

A period of disorganisation occurs, characterised by tension,
and the individual is 'in a state of flux' while he is seeking out
possible solutions to the problem. Caplafg maintains that ‘'resol-
ution', or a definite attempt at adaptation to the situation in
order to regain stability, must occur within a finite period of
time ~ 4 to 6 weeks. This adjustment may be complete, incomplete,
'neurotic' or maladaptive in the long term.

Unless the crisis is somehow resolved, there is a danger of
major disorder of psychological functioning (even of psychotic
episodes!?). On the other hand, prompt, short-term intervention
at the right time, may, according to Caplan, prevent maladaptive
adjustment and avoid the necessity for prolonged care. Ideally,
it is at the time of flux,when the individual is claimed to be more
suggestible and thus more susceptible to radical change than at

other times.

The relationship between unsuccessful crisis resolution and
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development of severe mental dysfunction remains unproven, even if
individual cases could be found and interpreted in this way.

The implications of these observations and ideas for clinical
practice and management of patients are worth considering.

Firstly, if the social crisis resolution does really occur
within 4-6 weeks of its appearance, as Caplan and others claim, this
leaves only a short period of time for the most effective kind of
therapy, i.e. during the state of flux.

In that case, the traditional out-patient consultation service
rarely offers an opportunity for immediate help geared in timing
and duration to the individual's needs. It may be that walk-in
clinics, direct referrals from non-medical sources and other means
of reducing waiting list delay will have to be considered.

Also, if that is the case, then in many instances the out-~
patient treatment is being offered to patients after they had already
adjusted themselves, perhaps maladaptively, to the new circumstances
créated by the crisis. This is the second best alternative according
to Caplan, provided that the second principle (stated below) is
adhered to. This can, however, also explain why some patients do

not take up the treatment opportunity - they may not consider it any

more relevanta. The apparent success of the telephone Samaritans

may be explicable in terms of crisis theory, for their largely
unsophisticated intervention is offered at the crisis point.

The second principle in crisis intervention is that it is
concerned essentially with the present situation and its problems.

Some, for instance Brandon,9o recommend to avoid over-sedation and
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tranquilisation of the patient which would cushion him against facing
his present problems directly.

Thus, the therapy is intended to be brief, and to consist of
practical suggestions and support. It does not aspire to effect
major and enduring changes in personality or behaviour or family
interactions. If these occur, they are welcome by-products. This
is the kind of treatment, according to Morrice,gl| that many patients
wish for themselves. It makes sense to most of them and they can
give full co-~operation.

People working in the mental health field are called upon
nowadays to deal with the problems and management of geriatrics,
chronic schizophrenics, and handicapped individuals in the community.
The reality of the other concern of community psychiatry, that is,
dealing with social crises and attempés at preventing psychological
dysfunctions arising from the problems of living, is reflected by
the findings in this study. These findings demonstrated the
excessive demand on adaptation to changing social circumstances,

especially of negative character, which surround the psychiatric

attendance.

7k PROSPECTS FOR FUTURE RESEARCH

The evidence presented in this study has, in my view,
established that further investigations of psychiatric attendance

along the life-event dimension is worthwhile.

Tuture research should aim to specify the manner in which
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events influence attendance. In planning an effective approach to
this subject, the following points, already taken up in the dis-

cussion should be considered:

1. Appropriate control group - it would be best to compare
treated cases with those untreated in the community as
regards their life events both before and following their
onset of complaints.

2. Comprehensive life-event inventory - an improved version of
SRE with more specific questions and complemented by ready
examples of events enguired about would enable greater
efficiency in data collection.

3 Evaluation of the data - the measure of event incidence
and grouping of events into categories, with special focus
on 'negative' and 'independent of illness' events, should
be used. If severity measures were employed, they should
be complemented by some measure of subjectively experienced
intensity of the events.

L, The characteristics, if any, which make some individuals
respond to life events with illness or disorder and others
to resist them should be explored. Thus, information on
personality, as the more enduring quality of both the patients
and those who retain their adjustment, should be obtained,
and set against the life-event data.

5. Where possible, life events and some objectively definable

characteristics of the ill state, for instance, symptom
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clusters (in preference to diagnoses which partly depend
on social, life-event, or stress criteria), should be

examined in relation to attendance..
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APPENDIX I.

SEX, AGE, S.E.C. AND STATUS OF ALL SUBJECTS

Patients* Controls*

No. Sex Age S.E.C. Status No. Sex Age S.E.C. 8tatus
1 M 21 6 OP 1 M 22 6 Froct.
2 F b3 3 op 2 F b 3 Gen. p.
3 F 29 3 oP 3 F 28 3 Gen. p.
L F 19 3 IP L F 18 3 Gen. p.
> F 26 2 Ip 5 F 26 2 Gen. p.
6 F 25 3 op 6 F 25 2 Gen. p.
7 M 32 3 op 7 M 30 3 Fract.
8 M 26 5 OP 8 M 25 5 Fract.
9 F L5 1 oP 9 F L 1 Gen. p.
10 M 21 5 OP 10 M 33 5 Fract.
11 F 28 2 oP 1M F 31 2 Gen. p.
12 M 27 1 oP 12 M 27 6 Fract.
13 M Lp 3 op 13 M Lz 3 Fract.
4 F 20 3 P 14 F 21 3 Gen. p.
15 F Sh 3 OP 15 F 55 3 Gen. p.
16 F 22 6 IP 16 F 21 6 Gen. p.
17 M 37 3 Ip 17 M Lo 3 Fract.
18 F L 2 IP 18 F Lo 2 Gen. p.
19 M 33 5 oP 19 M 36 5 Fract.

20 M 20 3 IP 20 M 20 3 Fract.

21 M 2L 3 OP 21 M 25 3 Fract.

22 M 53 3 opP 22 M 56 3 Gen. p.

23 F 50 3 OP 23 F L7 3 Gen. p.

2k F 26 3 Ir ok F 28 3 Gen. p.

25 F 62 2 Ip 25 F 60 2 Gen. p.

26 F 43 2 IP 26 F Lz 2 Gen. p.

27 F 21 2 oP 27 F 23 2 Gen. p.

28 F Ll 3 IP 28 F Lq 3 Gen. p.

29 F 48 3 OP 29 F Lo 2 Gen. p.

%0 M 20 L oP 30 M 38 3 Rehab.

21 M 35 3 oP 21 F 3L 2 Gen. p.

32 M 52 3 OP 22 M Lz L Rehab.

33 F 22 L IP 33 F 23 2 Gen. p.

zh F L3 L IP 3l F 61 3 Rehab.

25 F 32 3 oP 325 M 59 3 Fract.
36 F 19 L OP 26 M Ls 3 Fract.
27 F L9 2 op 37 F 23 2 Gen. p.
33 M 29 2 IP 28 M L6 5 Rehab.
29 M 23 3 0 39 M 23 2 Gen. p.
Lo F 52 3 OP
L F 20 6 oP * Patients and controls
Lo F 30 3 opP Nos. 1-28 are matched on sex,
43 F 21 3 oP age within % 3 years of each
Ll M L6 2 OP other, and on S.E.C.

45 F 26 3 IP
L6 F 27 3 Ip
L7 F 20 6 1P
L3 M L7 2 op
L9 F 35 5 oP
50 F 19 6 op




APPENDIX II.

COMPARISON OF S.E.C. DISTRIBUTION IN THE PATIENT AND CONTROL SAMPLES

(Kolmogorov-Smirnov Two-sample test)

£ s s dg
S.E.C.| P* C* P C P c

1 2 1 50 39 1.000 1.000 | .000

2 10 11 48 38 0.960 0.974 | .0q4

3 25 19 28 27 0.760 0.692 | .068

L L 1 13 8 0.260 0.205 { 0.55

5 L 4 9 % 0.180 0.179 | .001

6 5 3 5 3 0.100 0.076 { .024

D = .068
P = patients
C = controls

To be significant at .05 level, D must reach critical value equal to

1.36\ Y1 * Yo

N_N
12

Here, N, (Patients) = 50

N2 (Controls) = 39
and hence the critical value of D is 0.288. Therefore, our D = 0.068
is not significant, and the S.E.C. distributions within the patient

and control samples are not significantly different.



APPENDIX IIT.i

INTERVIEW RECORD FORM FOR DEMOGRAPHIC DATA AND INFORMATION RELATING
TO PATIENT'S ATTENDANCE

Date: | Dr. Unit number:

Name :

Sex:

Occupation/Husband's occupation:

S.EC. 1 2 3 k& 5 6

Civil status: single - married - Separated - divorced ~ widowed

With whom do you live? (Iist all persons by relationship to the
patient).

o . 6 teeosconcacoances cereessscas
2 eeccecccccssencasaccascsscce 7 eeecnscces ses cesecsessses .e
3 eececcseseccsssscacons cesses T
b i it iaiaecaeaae . S P cocsnsace servessvcoce

5000---. eeeee s#osevsesenass L W 10. --------- sescesecosne ®seconss

What is the problem you came to see a psychiatrist today about?
Somatic complaints:
Psychiatric complaints:
Other:

When did you first begin feeling unwell?
(List in number of weeks preceding this week).

When did you first seek help?

Whom did you go to see about this?
GP—s general hospital = psychiatric clinic
GP-> pseyhiatric clinic
Legal request— psychiatric clinic

SW, Samaritans, etc.-—s-psychiatric clinic



Has your complaint changed since then?

What made you decide to seek help?
Own feeling of inability to cope any more.
People with whom the patient lived suggested this to him.
Other agencies decided that he/she needs help (e.g. SW,
employer, court of justice, doctor in general hospital).
In this hospital, were you offered any treatment?

If so, is it OP or IP treatment?

Would you prefer to have OP/IP treatment?

If so, why would you prefer the other?

Did you turn down the treatment?
If so, what made you refuse admission to the hospital?
(what made you refuse out-patient treatment?)

Did you ask to be admitted to the hospital?

Why did you ask to be admitted to the hospital?



APPENDIX TIII.ii.

Interview reco;d forms for gathering life-event data

see enclosed in the band inside back cover.
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APPENDIX IV,

THE RATINGS AND MEAN VALUES OF 21 ADDITIONAL EVENTS OBTAINED
FROM 15 JUDGES

Events*

Judges

1

2

3

4

5

6

7

8

9

10

11

14

15

2]

W ® 1 o6 W B W N H

T T TR T T B T o L o S =
H O W ® = O W B~ W N H O

60
50
20
20
50
40
40
20

30
20
20
20
10

40

20
20

20
60
70
30
25
25
35
35
45
40
30

25

15

120
30
10
40
30
30
15

100

70
39
45
40
50
35
30
42
50
30
25
40
30
25
25
45

30

50
53
50
45
45
65
38
29
60
40
60

50
25
29
40
40
30
23
23
12

30

60
44
38
38
19
35
29
29
20
29
15
19
36
31
29
20
25
20
15
14
16

65
40
38
46
30
39
29
35
28
29
25
24
26
26
20
24
19
20
13
10

16

5
35
40
53
15
45
29
40
25
35
29

25

20

40
40
29
43
40
28
22
25
31
18
28
10
25
24
26
17
15
20
18
17
15

60
44
50
42
40
32
29
35
30
16
25
28
26
24
24
25
17
13
10

12
16

30
40
40
45
40
45
35
35
30
30
30
20
28
20
20
25
18
20
20
20
15

17

ERBIRIR3REIS

20
22
30
13
18
30
20
15
19
20
15
10
10

40
52
48
43
52
39
41
25
17
28
41
30
24
28
25
16
23
15
13
21
13

63
65
43
46
44
35
39
45
25
40
38
38
26
21
26
14
22
26
20
30
10

53
48
45
42
40
37
34
33
33
30
30
27
27
26
25
25
21
19
19
18
17

fi - extreme values (excluded from calculations of X)

* D] gdditional events are listed here in the same

numerical order as in Table IT.1l.




APPENDIX V.

COMPLETE LIST OF LIFE EVENTS USED IN THIS STUDY

Life event Mean value
1 Death of spouse 100
2 Divorce 73
% Marital separation 65
4 Jail sentence 63
5 Death of close family member 63
6 Personal illness or injury 5%
7 Immigration/emigration* 53
8 Marriage 50
9 Major marital disruption* 48
10 Fired at work 47
11 Marital reconciliation Ls
12 Retirement 4s
13 Living with a disturbed family member* ks
14 Change in health of a family member L
15 Head of household is made reduntant* Lo
16 Pregnancy Lo
17 Major decisions about future* Lo
18  Sexual difficulties 39
19 Gain of new family member 39
20 Business readjustment 29
21 Change in financial state 38
22 Death of close friend 37
23 Bresking up with a steady girl/boy friend* 37
2L  Change to a new line of work 36
25 Change in number of arguments with spouse 35
26 Trouble/behaviour problems with own children* 3k
27 Separation from spouse due to work* 33
28 Spending over £5,000% 33
29 Mortgage over £5,000 21
30

Foreclosure of mortgage or loan

N
o




APPENDIX VI.

Computation of correlations between subject's total event
rate and number of people in household; and total event

severity and number of people in household.

Patients Controls
Event No,., 1n Event "No. 1n

No. Rate Sever., hshld. No. Rate Sever. hshld,
1 10 237 3 1 11 258 4
2 17 461 1 2 9 180 3
3 6 195 4 3 T 230 5
4 15 386 5 4 7 164 5
5 17 633 4 5 11 258 3
6 11 322 4 6 11 335 3
7 18 422 5 7 8 247 4
8 18 711 12 8 9 324 1
9 14 476 5 9 5 139 3

10 13 336 4 10 8 344 7

11 13 331 1 11 7 210 4

12 16 412 4 12 4 142 2

13 15 416 5 13 9 270 6

14 14 484 2 14 11 267 4

15 11 322 3 15 11 302 3

16 21 506 5 16 9 214 4

17 7 191 5 17 6 180 L

18 19 422 5 18 6 105 g

19 14 437 7 19 9 383 5
20 32 985 3 20 12 384

21 18 500 4 21 14 351 2

22 12 455 5 22 6 172 2

23 14 511 5 23 8 198 4
24 11 238 3 24 5 12 ;
25 12 315 1 25 6 175

26 6 127 7 26 5 103 Z

27 15 405 4 27 6 158 i

28 15 504 1 28 9 19

29 8 242 3 29 10 294 !

30 1 339 T 30 9 229 2

32 12 399 3 32 265 5

33 18 570 3 33 1L g

32 11 315 4 34 10 222 5

35 9 210 4 35 6 182 z

36 12 344 2 36 1 e 3
38 12 316 1 38 8 2 ;

39 15 525 4 39 12 323

40 7 155 2

41 11 233 3

42 16 573 4

43 15 488 4

44 14 337 4

45 16 365 3

46 14 397 4

47 10 298 3

48 10 273 3

49 13 414 4

50 8 179 3




APPENDIX VI. continued

) [FsXY - (5X)(5Y)] 2
r = -
T [msx® - (£x)9] [msy® - (ZY)Z_]

Y = no. in household
Xl = rate of evenits

X2 = geverity of events

PATIENTS
Xl xz
sX - 672 19 490
SY 191 191
(sx)° 451 584 379 860100,
(sY)2 36 481 36 481
SXY 2 614 | 77 558
(=x7)2 6 832 996 6 015 243 364
5% 10 014 8 766 534
572 901 901
r 0.1144 0.2194
lsj-gc NeSe NeSe
CONTROLS
Xy X

SX 343 9 641
sy \ 152 152
(5X)? 117 649 92 948 881
(5Y)? 23 104 23 104
SXY 1 296 37 194
cxY)? 1 679 616 1 383 393 636
sx2 3 317 2 733 749

2 720 720
SY
r - 0.2085 - 0.0632
ol NeSe
sign. _ NeSe




APPENDIX VII.

Computation of values of t for the rate of events

i. in the first year prior to attendance

Pair Patient GContro
No. (x) (y)
2 3 e . cx? - Sy?)\W - 2
: 5 T Nox2ye - (5xy)2
5 12 9
6 8 6
7 13 6
8 11 6
; : T
0
11 10 3 Sx° 3 198
12 15 4
13 8 > Sy? 874
1 11
1% 9 5 Sx5y? 2 795 052
1
%'Gr g g sx2-5y? 2 324
1 12 4
18 9 8 2Xy 1 467
6
22 M 9 Cxy)? | 2 152 089
25 ] 3 -2 5.09
o8 5 i t 7.383
2
2 3 g D 0.001
| 28 11 2
Sum 276 142
Mean 9.85 5.07




APPENDIX VII. continued

Computation of values of t for the rate of events

ii. in the second year prior to attendance

Cx? - Sy?\W - 2
R e
Sx? 722
Sy° 390
=x&y? 281 580
sx?-sy° 332
=xy 390
(Sxy)? 152 100
iz 5.09
4 2.353
P = 0.05

@air Patient Control
no. (x) (y)
1 0 5
2 ;, 8

3
4 6 6
5 5 2
6 3 5
T 5 2
8 7 3
g 6 4
10 7 1
11 3 4
12 1 0
13 7 3
14 3 2
15 2 9
16 4 2
17 4 1
18 7 2
19 5 1
20 11 6
21 4 >
22 5 3
23 5 1
24 5 2
25 1 2
26 3 3
27 6 2
28 4 7
Sum 138 86
ean 4092 3007




APPENDIX VII. continued

Computation of values of t for the rate of events

iii. in eight consecutive 3-month periods prior to attendance

Montas
7-9 10-12 13-15 16-18 19-21 22-24

Patient

n———

Number of events

4-6

e

0-3

Nno.

O~ O0OO0OHOA<TMHMHOHMHHHAN<StTONNTONNM
CONHANHAHOOWOOOOOONHMHAITOOOOOHNMH
ocnNNANAHAANMNA SO - NHAAMNYHHOHTANMAOOO0ON
OrdriMHOOANNOHOFT{OO0OOMONOHOOHONO
HMNMONHOMNTOOHMMAHMNMNHAHOOVO IO H TN
OO MNAHHOHAANNTOOHAINNOINEHINOOOOONM
<t AFIONNONOOWVWINMNMANMFN TN OOMNMNOON

Ao NMINHA NN MANONOONTFOWMAN MO N M

HANNFTINO 0O NO
e~

T4 42 62 25 38 25 40
3.50 2.64 1.50 2.21 0.89 1.35 0.89

98

1.42

Sum

Mean



APPENDIX VII. iii. continued

Months
7-9 10-12 13-15 16-18 19-21 22-24

4-6

0-3

no.

Control

Number of events

NNOOOANNHOOOCOOCHHAOAHAOOTOOHHHNNAH
A OOOWHNOHAHHOOOHHMHAHHOOOANHHHOOM
NOOOHOOOHOOOOMHI-OOOHANHAOOO O
CO0OO0O0ONOOHOFTOOOOOCOOOHOOOOOOON
MEHINOOHAINO0OO0OMOOCOHHNAMMONHMOHOOO
HeAAANAONONOONOHMYMHOHHAMOHHOH
HHAAOMMOOHANGTHFOHNHONTMOOONHNH

—AMNOO0ONHAFTOAHONHOHOOMHMH - MOONO

HANNSETINO~0O0NO
o ~

42 30 37 11 25 21 24
1,17 1.50 1.07 1.32 0.39 0.89 0.96 0.85

33

Sum

Mean




| APPENDIX VII, iii. continued

(=x? - S5y?) W= 2

Months prior fo attendance

0-3 4-6 7-9 10-12
Zx? 502 326 144 278
55° 79 134 56 111
sx%5y° |39 658 43 684 8 064 30 858
Sxy 135 121 43 68
(Sxy)2 |18 225 14 641 1 849 4 624
w=2 5.09 5.09 5.09 5.09
Sapong 7.373 2.874 2.871 2.639
P = 0.0005 0.005 0,005 0.025

Months prior to attendance

13-15 16-18 19-21 22-24
sz 57 82 75 104
Sy? 26 95 67 48
SxSy? 1 482 7 790 5 025 4 992
>xy 8 29 22 32
(Sxy)? 64 841 484 1 024
w=2 5.09 5.09 5409 5.09
taroog 2.132 -0.389 0.303 2.298
P =_ 0,025 NeSe N.Se 0.025




APPENDIX VIII.

Computation of values of + for the severity of events

i.

in the first year prior to attendance

alir

Patient Control

no. (x) (y)
2 50 17 Cx? -Ty?IN - 2
AT 239 xzy - Cm)°
5 419 227
6 241 188
7 338 214
8 213 012
9 241 17
10 151 58% ,
11 057
12 399 142 %2 o 719 014
1 250 11
12 415 233 Sy2 796 997
12 379 183 sx%y% | 2 167 046 000 958
8 167
1 263 74 *°-5y° 1 922 017
1 24 320
23 66% 202 )>a 1 220 355
5
2 ggg 49 Cxy)? 1 489 266 326 025
2 322 179 |
22 134 gg N-2 5.09
2 597
22 83 32 % 5.941
5 2
Qg 3%3 42 p <= 0.001
Sum 7 952 4 097
ean 284 146.32




APPENDIX VIII, continued

Computation of values of t for the severity of events
iii. in eight consecutive 3-month periods

prior to attendance

Patient v Months
no. 0-3 4-6 7-9 10-12 13-15 16-18 19-21 22-24

Severity of events

1 49 175 o 13 0 0 0 0
2 115 96 19 90 47 55 ) 39
3 0 13 0 0O 63 8 39 0
4 31 95 40 50 99 45 26 0
5 145 155 92 27 53 27 92 42
6 103 101 37 0 0 37T 44 0
7 20 193 53 T2 0 47 11 26
8 163 83 0 167 111 63 0 124
9 206 0 35 o 67 63 0 105
10 100 0 51 0 0 0 169 16
11 o9 124 84 20 37 13 0 24
12 56 81 112 150 0 13 0 g
13 58 90 0o 102 111 39 0 16
14 295 76 o 44 20 13 o 3
15 66 91 24 86 o 13 0 42
16 157 114 75 33 o 74 0 gg
17 0 66 0 17 0 13 T7 >
18 119 13 117 13 82 13 13 120
19 74 3% 133 0 0 0 4 .20
20 382 97 25 165 49 20 138 !
21 183 71 134 0 0 112 02
22 S 38 o 1o
23 99 0 o o1
0 0 0 13
21 B % 5 e 18 0 0 0
26 70 0 0 13 0 0 13 38
27 66 o 42 127 90 0 i% 83
28 129 52 134 67 0 56
Sum 2 91331 94331 20731 889; 8675 9333 71331 275

Mean 104 69 43 67 30 33 25 45




APPENDIX VIII. iii. continued

Control , Tonths
no, 0-3 4-6 7-9 10-12 13-15 16-18 19-21 22-24

Severity of events

1 53 20 13 90 0 34 13 35
2 T1 17 13 15 0 0 13 51
3 0 13 40 177 0] 0 0 0]
4 0 0 13 o) 0 0 151 0
5 100 64 50 13 0 138 13 0
6 27 129 13 19 97 0 30 20
T 53 0 0 161 0 0 0 33
8 190 0 22 0 0 0 37 75
9 0] 17 0 0 53 38 13 18
10 53 53 91 94 0 0 53 0
11 39 66 0 o 105 0 0 0
12 0 142 0 0 0 0 0 0
13 46 18 52 0 25 129 0 0
14 19 177 O 38 0 20 13 0
15 0 0 13 26 0 187 13 63
16 26 26 65 66 0 0 13 18
17 0 19 111 37 0 0 13 0
18 0 0 13 61 0 0 13 18
19 136 63 0 121 0 63 0 0
20 53 141 13 o) 40 137 0 0
21 107 68 13 58 0 13 0 92
22 19 0 13 17 0 63 66 0
23 17 0 72 90 0 0 13 0
o4 g7 0 0 0 0 0 13 18
25 0O 66 20 13 0 o 13 63
26 0 17 13 0 0 17 0 56
27 49 3% o o o o 0 66
58 0 29 13 0 54 17 52 33
Sum 1 15531 180; 66631 0963 3745 7365 5455 659

Mean 41 42 23 39 13 26 19 23




APPENDIX VIII. iii. continued

_ (sz -§y2 N - 2

) 2E§ yz - (Exy)z

Months prior %o a‘ttevncfénce

0-3 4-6
Zx° 506 147 214 845
Sy® 110 185 117 088
Sx2y? 55 769 807 195 25 155 771 360
2>Xy 143 591 93 863
Cxy)? 20 618 375 281 8 810 262 769
Wz 5.09 5.09
t3p-06 5374 1.945
P =<=_ 0.0005 NeSo
Mgfghg prior to aﬁe_ggfilge
Sx? 113 909 271 894
Sy? 39 558 113 070
SxSyP 4 506 012 222 30 743 393 790
=xy 21 006 48 087
Cxy)? 441 252 036 2 312 359 569
W-2 5,09 5.09
tapng 2.967 2.397
0.005 0.025

P o="




APPENDIX VIIT. iii. continued

Months prior to attendance

13-15 16-18
Sx? 67 637 56 995
Sy? 28 384 82 388
s x°5y? 1 919 808 608 4 695 704 060
Sxy 12 171 18 018
xy)? 148 133 241 324 648 324
W2 5.09 5.09
bareng 2.373 0.977
P =T 0.025 N.Se
%gfggs prior to atteggfgze
Sx? 68 315 110 433
Sy? 36 967 37 219
S x25y2 2 525 400 605 4 110205 827
sxy 17 245 26 204
(Sxy)? 297 390 025 686 649 616
N—2 5.09 5.09
tyroog 1.690 3.184
N.Se 0.005

P =




APPENDIX IX.

LAPSE OF TIME BETWEEN ONSET OF COMPLAINTS AND FIRST ATTENDANCE TN
THE PATIENT SAMPLE

Patient No.

1 coe .es ces e aes cos eee U months
2 M
3 ces cee ceos cee oo ece eee 11 "
U & B
2 A
2 S
7 eee  aee cee 18 M
8 et ettt eee eee ees  eee  ees 24 m
9 . ees ces cae ees cos . cee 2 "
10 . cee coe AP cee cee ees 2L 1
" . 2 1
oL DDLU e
12 e ese ces . 12 ;
12 “eos ace seoe seeoe cee ese see 1 "
oL
6 e ety i 19w
1 coe 2 )
17 coe ces cae cee coe coe ves : |
18 tee  cee  eee  ees ..: ::: ::: 2o
19 oo ese cee oo .o ) )
20 coe cee ces coe coe coe o s )
21 ese e cse coe ::: ::: ::: 2 .
22 avs cee ces cee o "
23 cee coe ces ces coe cee . : 2 "
2 she eee eee eas N
25 cse coe ese ces - "
26 see eee eee e eee eee ee 2HN
2 e B,
Dol ok
29 coe eee ceae oo ... - " 1 "
0w T T s
EA . ... ... 5
22 een o enmee tee eee ee. o0 M
22 "t C o o oo e eoe aes 1 "
B Ll e e e e T
22 eer e o 5w
SOOI
57 ere ettt UL 6w
OO S
SRR PR
i 1L LD e e e e B
L"1 csse oo ase -:: " - o 7 "
e SRRSO
I S T G
e DD
RO ORO S
Jo e e D Dk
LP7 ' xl s oo os e s :‘. . .. 3 "
T e A
49 eve ese e L e 6 "

50 LR 2 -ae oo e LI N 4 L LK 4 - o8




APPENDIX X.

Computation of values of T

i. for the total event rate between onset and attendance

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Palr Rate oI events Rank Rank with lesg
no., | Patients/Controls a of d frequent sign
1 6 - 6 21.5
2 13 8 5 16.5
3 1 7 - 6 -21.5 21.5
4 6 1 5 16.5
5 5 3 2 8.5
6 4 1 3 11.5
T 14 5 9 25
8 14 8 6 21.5
9 5 - 5 16.5
10 10 4 6 21.5
11 - 1 -1 - 3.5 3.5
12 10 3 T 24
13 13 8 5 16.5
14 2 - 2 8.5
15 3 1 2 8.5
16 17 T 10 26
17 4 5 - 1 - 305 3'5
18 6 1 5 16.5
19 13 8 5 16.5
20 29 10 19 27
21 3 2 1 3¢5
23 6 7 - 1 - 305 305
24 4 3 1 3-5
25 7 g 4 13
gg E 1 -1 - 305 3‘5
o8 4 2 2 845
T = 35.5

= 1 no. of d's having a sign), hence
n= éiggiﬁgzgnce of T is determined by formula

: 1
P - N(N+ 2
z = £
24

2 = —3068
p 0,000 16



APPENDIX X. continued

Computations of values of T ii. for the total severity of

events between onset and attendance

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair neverity ol events Rank Rank with lesg
no. Patients Controls d of d frequent sign
1 155 - 155 20
2 297 79 218 26
3 A - 217 =217 -25 25
4 140 - 140 18
5 127 37 90 11
6 87 27 60 8.5
T 308 135 173 22
8 509 171 338 27
9 137 - 137 17
10 243 121 122 15
11 - 39 - 39 -5 5
12 245 89 156 2l
13 247 117 130 16
14 57 - 57 T
15 52 - 52 6
16 318 130 188 23
18 110 - 110 14
19 341 247 94 12
20 664 39 625 28
21 T7 54 23 2
22 254 49 205 24
23 249 179 70 10
24 105 97 8 1
25 141 46 95 13 5
26 26 55 - 29 - 3.5 3.
27 - 29 =29 | = 3.0 3.3
28 157 13 144 19

T = 45.5

i i hence
= total no. of d's having a sign),
! 29 ézggificance of T is determined by formula

g 12
D - N(N+
Z:@!

Z="‘3-57

ey



APPENDIX XI.

Computation of values of T, between onset and attendance,

i. for the rate of 'health' changes

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair Rate of events Rank Rank with less
No, Patients Controls d of d frequent sign
1 1l 1
2 4 1 3 20.5
3 - -
4 1l - 1 5.5
5 1 - 1 5.5
6 1 - 1 55
7 2 1 1 5.5
8 3 1 2 14.5
9 2 - 2 14.5
10 3 4 -1 - 5.5 55
11 - -
12 4 1 3 20.5
13 2 1 1 525
14 - -
15 3 - 3 20,5
16 3 - 3 2045
17 2 1 1 5¢5
18 2 - 2 14.5
1 1 1
23 3 2 1 55
21 2 1 1 55
22 - -
23 2 - 2 14.5
24 2 - 2 14.5
25 3 1 2 14.5
26 1 - 1 55
27 2 -— 2 1405
28 2 - 2 14.5
T = 505

N = 22 (the total no. of d's having a sign)

<43 , therefore our T = 5.5

for N = 22, Ta( 0.005 ig highly significant




APPENDIX XT,.,ii,

Computation of values of T, between onset and attendance,

for the severity of 'health' changes

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Palir | severity ol events Rank Rank with less
no. Patients Controls d of 4 frequent sign
1 13 53 =40 -14.5 14.5
2 76 13 63 18
3 - -
4 13 - 13 1.5
5 13 - 13 1.5
6 16 - 16 4.5
7 69 53 16 4.5
8 82 53 29 10
9 35 - 35 13
10 82 212 ~130 =24 24
11 - -
12 135 53 82 21.5
13 69 53 16 4.5
14 - -
15 119 - 119 23
16 82 - 82 21.5
17 106 53 53 16.5
18 66 - 66 19.5
19 13 53 ~40 -14.5 14.5
20 82 106 -24 -7 1
21 69 53 16 45
22 - -
23 29 - 29 10
24 29 - 29 10
25 119 53 66 19.5
26 53 - 53 16.5
27 29 - 29 10
28 29 - 29 10
T = 60

N = 24 (the total no. of d's having a sign)

for N = 24, T, 005==61, therefore our T = 60
is highly significant




APPENDIX XT.iii.,

Computation of values of T, between onset and attendance,

for the rate of'work'changes

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)
Pair Rate ol events Ranlk Rank with les
no. Patients Controls d of 4 frequent sign
1 3 - 3 14
2 4 - 4 17
3 - l —l - 5.5 505
4 1 - 1 545
5 1 - 1 55
6 - 1 -1 - 5.5 5.5
7 4 - 4 17
8 2 1 1 5¢5
9 - -
10 3 - 3 14
11 - -
12 4 2 2 11.5
13 2 1 1 565
14 - -
15 - -
16 2 5 -3 -14 14
17 - 1 "'1 - 505 505
1 3 2 1 5.5
19 3 .
20 5 1 4 17
21 - -
22 1 - 1 5¢5
23 - 2 -2 -11.5 11.5
24 - -
25 1 1
26 - -
27 - 1 -1 - 5.5 5.5
28 - -
T = 47.5
N = 18 (the total no. of d's having a sign)
for N =18, T 0 02§<;40, therefore our T = 47.5

e

is not significant




APPENDIX XT.iv,

Computation of values of T, between onset and attendance,

for the severity of 'work' changes

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair | Severity of events Rank ank with less
no. Patients Controls a of d freguent sign
1 81 - 81 15
2 129 - 129 18
3 - 36 -36 ~11 11
4 20 - 20 3
6 - 27 =27 - 6.5 6.5
T 97 - 97 17
8 67 36 31 10
g9 - -
10 96 - 96 16
11 - -
12 97 52 45 12
13 56 29 27 6.5
14 - -
15 - -
16 83 130 =47 ~14 14
17 - 20 =20 -3 3
18 - -
19 110 83 27 6.5
20 173 26 147 19
21 - -
22 20 ] - 20 3
23 - 46 -46 -13 13
24 - -
25 27 20 7 1
26 - -
27 - 29 -29 -9 9
28 - -
T = 5605
N = 19 (the total no. of d's having a sign)

for N=19, T < 46, therefore our T = 56.5
* ®0.025 =T is not significant




APPENDIX XT.v,

Computation of values of T, between onset and attendance,

for the rate of 'intimate and family' events

Wileoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Rank with less

Palr Rate of events
frequent sign

no., Patients Controls

Qs
o]
o B
o]

[
)

-
O ONOWWW O OUTOh

Vil Uiutu,

6.5

W o-3Joumpsw N
HNE L HEEHI
1
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H O OHHEDW HE HWRe
n A IRNAN ;|

oo

L ] L ]

wn

[

ARV R RN,

6.5

OOV OWoOOo

L]

-
(@]
OQUIKHI I lWHIL I NMDOANDKHENDEL I M

n
o
[
HHEWHs ONHFS
HH R

Hi i i =HND L HWE L ORI
® o o o
ARG A RN |

\]
>
DL DO

o)

6.5

. N = 20 (the total no. of d's having a sign)

for N =20, T 32, therefore our T = 26
» %o0.005 30 1 highly significant




APPENDIX XT.vi,.

Computatign of values of T, between onset and attendance,

for the severity of 'intimate and family' events

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums with the like-signed ranks)

Palr | Severity ol events Rank Rank with less|
no. Patients Controls d of 4 frequent sign |
1 30 - 30 6
2 112 15 97 17
3 - 65 -65 -15 15
4 - -
5 42 - 42 11
6 26 - 26 4.5
T 26 63 =37 - 7.5 7.5
8 286 37 249 21
9 83 - 83 16
10 - 63 -63 ~-14 14
11 - 39 -39 - 9.5 9.5
12 44 37 T 1.5
13 70 63 7 1.5
14 - -
15 ~ -
16 109 - 109 18
17 - 37 =37 - Ted Te5
18 44 - 44 12
19 211 165 46 13
20 372 - 372 22
21 - - ,
22 210 - 210 20"
23 229 86 143 19
24 68 42 26 4.5
25 15 - 15 3
26 - -
27 - -
28 39 - 39 9.5
T = 5305
N = 22 (the total no. of d's having a sign)
for N = 22, T, 0155;56, therefore our T = 53.5

is significant



Computation of values of T, between onset and attendance,

for the rate of 'personal and social' changes

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair |  Rate of events ank Rank with less|
- N0, Patients Controls d of d frequent sign
1 2 - 2 11
2 3 3
3 1 4 -3 -16.5 16.5
4 4 1 3 16.5
5 2 1 1 4
6 3 - 3 16.5
7 6 - 6 23
8 6 4 2 11
9 2 - 2 11
10 6 2 4 19.5
11 - -
12 5 - 5 21-5
13 6 4 2 11
14 1 - 1 4
15 2 1 1 4
16 11 2 9 24
17 3 2 1 4
18 5 1 4 19.5
19 3 2 1 | 4
20 11 6 5 21.5
21 3 1 2 11
22 1 2 -1 -4 4
23 1 1
24 2 - 2 11
25 5 2 3 16.5
26 4 2 2 11
27 - -
28 2 1 1 4
T = 20.5

N = 24 (the total no. of d's having a sign)

for N = 24, T < 61, therefore our T = 20.5
7 w0.005TS T S Y ighly significant



APPENDIX XI.viii.

Computation of values of T, between onset and attendance,

for the severity of 'personal and social' changes

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Severity of events

Pair Rank Rank with Less
no. Patients Controls. . d . |of d |[frequent sign
1 44 - 44 14
2 68 63 5 1
3 13 91 -78 =20 20
4 95 13 82 21
5 58 20 38 12
6 61 - 61 16
7 130 - 130 25
8 256 122 134 26
10 120 31 89 2245
11 - -
12 66 - 66 17.5
13 127 69 58 15
14 19 - 19 5
15 40 13 27 8
16 179 53 126 24
17 50 - 32 18 4
18 79 13 66 17.5
19 69 44 25 6
20 215 126 89 22.5
21 T7 37 40 13
22 24 32 -8 -2 2
23 24 13 11 3
24 37 - 37 10.5
25 99 26 73 19
26 57 31 26 1
27 - -
28 42 13 29 9
T = 22

26 (the total no. of d's having a sign), hence
gsignificance of T is determined by formula

P — N(N+1)

2 = [REIRED)
24

- 3.92
0.000 05



Computation of values of T, between onset and attendance,

APPENDIX XT.ixX,

for the rate of 'financial' changes

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair
NO .

"Rate of events
Patients Controls

o7

Rank
of d

Rank with less
frequent sign |

-

(NeNool t RoAR 0, o LUV

e |

HFHMOEHETLREFETLNDD I
OVRUCEE B B )

LWl OoONORFORTIFEL =L )

NI TWL

[ I I

N N DR

HOKH HEHEPD

Wy

NI

_{I-3

~16.5
_16.5
~16.5

16.5

i N B B =3

=3

16.5

N = 19 (the

for N =19, T 4 0o5=<< 46,

A

total no. of d's having a sign) |
therefore our T = T2.5

T = 7205

ig not significant




APPENDIX XT.X.

Computation of values of T, between onset and attendance,

for the severity of 'financial' changes

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair | , ' Rank. Rank with less
Nno. Patients Controls a of d frequent sign
1 - -
2 76 89 -13 -2
3 - 38 -38 -14.5
4 38 - 38 14.5 14.5
Z - 17 =17 - 5.5
7 55 T2 -17 - 5.5
8 - 76 -76 -19.5
9 17 - 17 5¢5 55
10 38 38
11 - -
12 38 - 38 14.5 14.5
13 55 17 38 14.5 14.5
14 38 - 38 14.5 14.5
15 25 - 25 10 10
16 - -
17 17 38 -21 -9
15 4 38 4 1
19 34 - -
20 93 76 17 5¢5 5.5
21 - 17 =-17 - 5.5
22 - 17 =17 - 5.5
23 - 34 =34 -11
24 - 55 =55 =17.5
25 - -
26 17 72 =55 -17.5
27 - -
T = 98.5
N = 20 (the total no. of d's having a sign)
for N = 20, Ty op5<< 52, therefore our T = 98.5

is not significant




(T =

APPENDIX XIT.i.

Computation of values of T for

rate of 'entries!

Wilcoxon matched-pairs signed-ranks test

the smaller of the sums of the like-signed ranks)

" Palr

0.

Rate of events
Patients Controls

Rank
of d

Rank with less
frequent sign

wo-Joanlw N+

HFiHERFRITITTIOFRILTIHEEINDMYLELIT T HLH
I T T O TR T O O AV 0N T O T A N T O A O T TN B O I |

3
3

N = 5 (the total no. of d's having a sign)

= 0, therefore our T = 3
§=5, T40.025~~ 9" is not significent

for




APPENDIX XII.i. continued

Computation of values of T for

severity of 'entries!

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair

Noe -

Deverity ol events
Patients Controls

Hank
of d

Rank with les
frequent sign

B W
ISR RCX

ol PPy

vl W

m
oW
1ol bl 1l ool 1 O I

o> =
[ T T IRV RN O T "~ N SR I T T Y T Y O IO
K

e
[ecXo o)
b=

W
O 1

39
40

18

39

6
8

-6

N = 8 (the total no. of d's having a sign)

for N = 8’ T0(0.025<4’

therefore our T = 10
is not significant




APPENDIX XTT.ii.

Computation of values of T for
rate of 'exits!

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair
no.

Rate of events
Patients Controls

[e])

Rank with less|
frequent sign
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HE

5.5

12

55

55
55

N = 16 (the total no., of d's having a sign)

for N =16, T:0.025

T = 2805

<30, therefore our T.= 28.5
is significant



APPENDIX XIT.ii. continued

Computation of values of T for

geverity of ‘'‘exits!

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair Severity of events Rank Rank with less
Nno. Patients Controls ! of d frequent sign
1 - -
2 113 37 76 13
3 - 83 -83 -14 14
4 18 - 18 35
5 81 63 18 3.5
6 18 - 18 3.5
7 18 63 =45 -11 11
8 165 T4 91 15
9 18 - 18 3¢5
10 37 63 -26 -9 9
11 - -
12 18 37 -19 - 7.5 Te5
13 - 63 -63 -12 12
14 - -
12 97 - 97 | 16
16 -
17 - 37 -37 -10 10
18 18 - 18 35
19 18 126 -108 =17 17
20 112 - 112 18
21 18 37 -19 - 705 7.5
22 128 - 128 19.5
23 128 - 128 19.5
24 - -
25 - -
26 - -
2 o -
gg A7 29 18 3.5
T = 88

N = 20 (the total no. of d's having a sign)

for N = 20, on.025‘<;52’

therefore our T = 88
is not significant




APPENDIX XIT.iii.

Computation of values of T for

rate of 'positive events'

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair Rate ol events Rank Rank with less
no. Patients Controlg d of d frequent sign
1 - -
2 - 1 -1 - 6
3 - 1 -1 - 6
4 2. - 2 12 12
5 - -
6 - -
T 1 1
8 - -
9 - -
10 - 1 -1 -6
11 - -
12 1 - 1 6 6
13 1 - 1 6 6
14 1 - 1 6 6
15 - -
16 - 1 -1 - 6
17 - 1 -1 -6
15 I I
19
20 2 3 -1 | -6
21 - -
22 - -
23 - -
24 - -
2 - -
22 - 1 -1 -6
27 - 1 -1 -6
28 - -
T = 30

N = 12 (the total no. of d's having a gign)

N = herefore our T = 30
for N =12, ¥X0°O25<;;l4, ti: got significant




APPENDIX XII.iii. continued

Computation of values of T for

severity of 'positive events!

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair | Severity of events T Rank Rank with less
no. | Patients Controls d of 4 frequent sign
1 - -
2 - 38 -38 -7
3 - 38 -38 -7
4 78 - 78 13 13
5 - -
6 - -
7 38 38
8 - -
9 - -
10 - 38 -38 - T
11 - -
12 29 - 29 245 2.5
13 38 - 38 7 T
14 38 - 38 T T
15 - -
16 - 40 -40 -11
17 - 38 -38 -7
18 - -
19 45 38 T 1 1
20 79 126 =47 =12
21 - - .
22 - -
23 - -
24 - -
25 - -
26 - 38 -38 -7
27 - 29 -29 | - 2.5
28 - -
T = 30.5

N = 13 (the total no. of d's having a sign)

for N = 139 T,MO.OQSél'T’

therefore our T = 30.5
is not significant



APPENDIX XII.iv,

Computation of values of T for

rate of 'negative events'

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Palir Rate of events Rank Rank with less
No. Patients Controls d - of 4 frequent sign
1 2 - 2 6
2 4 1 3 10.5
3 - 1 -1 -2 2
4 - -
5 2 1 1 2
6 - -
T 2 1 1 2
8 9 6 3 10.5
g 3 - 3 10.5
10 6 2 4 13.5
11 - -
12 5 - 5 15.5
13 1 1
14 - -
15 - -
16 5 - 5 15.5
17 - -
18 2 - 2 6
19 6 3 3 10.5
20 11 . 1 10 17
21 1 1
22 4 - 4 13.5
23 4 2 2 6
24 2 2
25 2 - 2 6
26 - -
27 - -
28 2 - 2 6
T =2

N = 17 (the total no. of d's having a sign)

= 17 23, therefore our T = 2
for N o on,oo5<§; ’ is highly significant



APPENDIX XTI .ive.

continued

severity of 'negative events!

Computation of wvalues of T for

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

N = 20 (the total no. of d's having a sign)

for N = 20, T%OQOOSQS,

- Pair Severity of events Rank Rank with lesg
Nno. Patients Controls d of d frequent sign
1 55 h 55 805
2 160 37 123 15
3 - 65 -65 -10 10
4 - -
g 105 63 42 6
7 48 63 -15 -2 2
8 485 198 287 19
9 102 - 102 13
10 167 T4 93 12
11 - -
12 141 - 141 17
13 44 63 =19 - 4 4
14 - -
15 - -
16 110 - 110 14
17 - -
18 55 - 55 845
19 224 173 51 T
20 412 11 - 401 20
21 ~ 19 37 =18 -3 3
22 210 - 210 18
23 210 86 124 16
24 68 80 =12 -1 1
25 38 - 38 5
26 - -
2 - -
o8 76 . 76 | 1
T =20

therefore our T = 20

is highly significant



APPENDIX XTI .V.

Computation of values of T for rate of 'positive' against

'negative' events separately in the patient and control groups

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

PATIENTS CONTROLS
Event rate Rank Event rate Rank
Nnoe + - a of 4 T no. + - | a of 4 T
1) - 2 -2 | =-1T 1( - -
2 | - 4 | -4 | -13.5 211 1
3 - - 31 1 1
4 2 - 2 T 7 4 | = -
5 - 2 =2 | -7 51 - 1 -1 | - 4.5
6 | - - 6| - -
7 1 2 =1 | -2 71 1 1
8 - 9 -9 | -19.5 8| - 6 -6 | =13
9 - 3 -3 -1 g - -
10 | - 6 -6 | -18 10 | 1 2 =1 | - 4.5
11 [ - - 11 | - -
12 1 5 -4 | -13.5 12 | - -
131 1 13] - 1 | -1 |-4.5
14 | 1 - 1 2 2 14 | - -
15 - - 15 | = -
16 - 5 -5 | =16.5 16 | 1 - 1 4.5 [ 4.5
17 | - - 17 [ 1 - 1 4.5 4.5
18 | - 2 -2 | -7 18 | - -
19 1 6 -5 =16.5 19 1 3 -2 -10.5
20| 2 11 -9 | =19.5 20 | 3 1 2 10.5 [L0.5
21 | - 1 -1 | -2 21 | - 1 -1 | - 4.5
22 - 4 -4 —1305 22 - -
23 | - 4 -4 | -13.5 23 | - 2 -2 | -10.5
24 - 2 -2 -7 Zg - 2 -2 =10.5
- 2 2 -7 25 | - =
22 - - 26 | 1 - 1 4.5 | 4.5
27 | - - 27 | 1 - 1 45| 445
28 | - 2 -2 | -1 28 | - -
T = 9 T = 2805
N = 20(no. of d's with a sign) N = 13 (no. of d's with a sign)
for N = 20, 210.005<£:38 for N =13, 3xo.o25<§:17
therefore our T = 9 therefore our T = 28.5

is highly significant is not significant



APPENDIX XTII.Vie

Computation of values of T
for rate of events 'independent of illness'

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)

Pair Rate of events Rank Rank with less

Nno. Patients Controls d of 4 frequent sign
1 1 - 1 8

2 4 1 3 22.5

3 - -

4 1 - 1 8

5 2 1 1 8

6 1 - 1 8

7 3 2 1 8

8 3 1 2 18.5

9 1 - 1 8

10 2 1 1l 8

11 - 1 -1 - 8 8
12 2 - 2 18.5

13 4 2 2 18.5

14 - -

1 - -

12 2 . 2 | 18.5

17 - 1 -1 - 8 8
18 1l - 1 8

19 2 3 -1 -8 8
20 3 - 3 22.5

21 - 1 -1 - 8 8
22 2 - 2 1805

23 1 3 -2 -18.5 18.5
24 - 1 -1 -8 8
25 - 1 -1 - 8 8
26 - -

2 - -

zg 2 1 1 8

T = 6605

N = 23 ( the total no. of d's having a sign )

for <73 , therefore our T = 66.5

N =2 T
3» Tx0.025 is significant




APPENDIX XIT.vi. continued

Computation of values of T for

geverity of events 'independent of illnéss'

Wilcoxon matched-pairs signed—ranks test

(T = the smaller of the sums of the like-signed ranks)

[ Pair

N = 23 (the total no. of d's having a sign)

for N = 23, T‘){0.0zs <73’

Severity of events Rank Rank with less

Nno. Patients Controls a of 4 frequent sign
1 20 - 20 4.5

2 117 37 80 20

3 - -

4 20 - 20 4.3

5 105 63 42 13

6 26 - 26 7

T T2 89 =17 -2 2

8 127 37 90 22

9 44 - 44 16.5

10 57 - 63 -6 -1 1
11 - 39 -39 | =10.5 10.5
12 64 - 64 18

13 129 102 27 8

14 - -

15 - -

16 42 - 42 13

17 - 20 =20 - 4.5 4.5
18 44 - 44 16.5

19 88 165 =77 -19 19
20 112 | - 112 23

21 - 37 —5’3! -22 9
22 83 -

23 63 106 =43 -15 15
24 - 42 -42 -13 13
25 - 20 =20 - 4.5 4.5
26 - -

27 - -

28 68 29 39 10.5

T = 7805

therefore our T = 78.5
is not significant



APPENDIX XTT.vii.

Computation of values of T for

rate of events 'independent and possibly independent of illness!'

Wilcoxon matched-pairs signed ranks tegt

(T = the smaller of the sums of the like-signed ranks)

Pair Rate of events Rank Rank with less
no. Patients Controls d of d frequent sign
1 3 - 3 17.5
2 8 1 T 20
3 - 3 "‘3 -1705 1705
4 2 - 2 12
5 4 2 2 12
6 1 1
7 5 2 3 17.5
8 5 3 2 12
9 1 - 1 4.5
10 3 2 1 4.5
11 - 1 -1 - 4.5 4.5
12 3 3 '
13 6 3 3 17.5
14 - -
15 - -
16 8 6 2 12
17 - 2 =2 -12 12
18 1 - 1 4.5
19 6 6 '
20 14 4 10 21
21 1 1 ” 1o
22 2 -
23 1 3 -2 -12 12
24 - 1 -1 - 4.5 4.5
2 1 1
22 - 1 -1 - 4.5 4.5
27 - 1 -1 - 4.5 4.5
28 2 1 1 4.5
' T = 59.5

N = 21 (the total no. of d's having a sign)

_ herefore our T = 59.5
for N = 21, $£0.025<§;§9 ’ tis got significant



APPENDIX XII.vii. continued

Computation of wvalues of T for severity of

events 'independent and possibly independent of illness!

Wilcoxon matched-pairs signed-ranks test

(T = the smaller of the sums of the like-signed ranks)
Pair | Severity of events Rank Rank with less
no. Patients Controlsg a of d frequent sign
1 76 - 76 19
2 226 - 226 25
3 - 96 -96 =23 23
4 60 - 60 18
5 109 20 89 22
5 26 27 21 |-1 1
T 95 63 32 9
8 211 110 101 24
10 104 83 21 5
11 - 39 -39 -10.5 10.5
12 93 89 4 3
13 166 92 T4 20
14 - -
15 - -
16 222 170 52 16
17 - 57 =57 -17 17
18 44 - 44 14.5
19 238 268 =30 - 8
20 423 136 287 26
21 40 37 3 2
22 83 - 83 21
23 63 106 -43 -13 13
24 - 42 =42 =12 12
2 2 20 7 4
22 z 26 =26 -6 6
27 - 29 -29 -7 7
T = 9705
N = 26 (total no. of d's having a sign), hence

Z =

o]
1]

significance of T is determined by formula

—2.00
0.0228

T — NSN+12

L) oN+1)

Z=WN+

24




APPENDIX XTII.

Computation of correlation between total rate of events

after onset and lapse of time between onset and attendance

atient Hate Time
Nno. of events¥* in mthg,*¥
1 6 4
2 13 24
3 1 11
4 6 11
5 5 4
6 4 3
T 14 18
8 14 24
9 5 2 ‘
10 10 24 Pearson product-moment
11 0 2 e T
12 10 12 coefficient of correlation
13 13 24
14 2 1 '
15 3 18 Zxy
16 17 r. =
17 4 21 %y Q(Zk )C39)
18 6 8
19 13 24
20 29 24
21 3 3
T
23 * - X
24 4 1 * - Y
25 7 12
26 5 2%
A A
28 _
29 T 24 SX/N 6
30 1 1
31 1 % >Y/N 10
35 11 10 Sx° 1 344
3 5 ] >5° 2 926.25
6
§§I 3 g Xy 1 430
%g g 8 Tey + 0.721
5 12
ilo. 6 8 p << 0.01
42 4 7 ~
43 4 7
44 8 12
45 2 3
46 0 3
47 5 14
48 2 3
49 5 4
50 1 6




BPPENDIX U i

HEALTr

1. Has a recent illuess or injury
kept you in bed for a few days?

Z. Have you been in hospital
recently?

3. Have you recently been in a car
(or motorcy¢le) accident in which
you were the driver?

4o Have you recently been in a car
(or motorcycle) accident in which
you were a passenger?

5. Have you recently had an accident
other than while driving?

6. Has there been a recent change in
your sleeping habits? (time of day,
number of hours per day, etc.)

7. Has there been a recent change in
your eating habits? (eating more,
eating less, change in diet, time
you eat, etc.)

. Has there been a recent change in
. the amount cr timz spent doing

——... heavy physical work or exercise?
WORK R ' o R .

9. Have you changed to a new type of
work recently?

10. Has there been a recent change in
the number of hours you work per day?

11. Have you recently been demoted?

12, Have you recently been "passed
over" for promotion (or made
redundant) ?

- 13, Have you been promoted recently?

14. Have you been dissatisfied with
your rate of progress at work
recently?

15, Have you been transferred at work
recently? (by your superiors/bosses)

16, Have you been transferred at work
recently? (at your own request)

17, Has there becn a recent change in
your responsibilities at work?

18, Have you recently had a decrease in

your responsibilities at work?

0-3 4=6 7-9 10-12

13-15

16-18

19-21

R2=24
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-2 -

WORK (contfd) 0-3 4~6 7-9 10-12 13-15 16-18 19-21 22-24
19, Have you recently had an increase in

you responsibilitieg at work?
20, Have you recently had trouble with

your superiors (bosses)?
21, Have you recently had trouble with

your work-mates or people under

your supervision?
22. Has your work gone quite poorly

recently?
23, Has your work gone especially

well recently?
24. Have you worked out of your trade

or profession recently?
25, Have you recently taken any

correspondence courses or studied at

home for your job?
26, Have you recently finished at school, !

college or university? —
WIFZ (GIRLFRIEND), HOME AND FAMILY
R7. Have you recently changed your

place of residence?
28, Have you married recently? ,

29, Have you become engaged recently?

30, Have you recently been separated
from your wife/husband - due to
his/her work?

31+ Have you recently been scparated
from your wife/husband due to
marital problems?

32, Has a child (cr children) been
born into or gdopted by your
family recently?

33, Has a relative or in-law moved
in with you recently?

34, Have you recently been concerned
over the mental or physical health
of a member of your family?

35, Have you recently been concerned
over the health of your girlfriend/
boyfriend?




WIFE (GIRLFRIEMD), HOME AND FAMILY

(cont'd)

36, Have you recently had problems
with your in-laws?

37. Has your wife/husband started or
stopped work recently?

38, Have you recently had serious
problems with your wife/husband

39, Have you recently had serious
problems with your girlfriend/
boyfriend?

40, Has your wife (girlfriend) recently
had an unwanted pregnancy?

41, Has your wife (girlfriend) recently
had a miscarriage or abortion?

42. Have you recently had sexual
difficulties?

43, Have you been divorced recently?

44 Have you lost a child through
death recently? 7

45. Have you lost your wife/husband

‘ through death recently?

46. Have your parents recently become
separated or divorced?

47, Have you recently had serious

problems with your parents?

PERSONAL AND SOCIAL

A

49.

50.

51,

520

53

Has one or both of your parents
remarried recently?

Have you recently lost a close
relative through death?

Have you recently lost a close
friend(s) through death?

Has there been a change recently
in your usual number of "get
togethers" with relatives?

Has there been a change reccntly
in your usual number of "get
togethers" with friends?

Have you recently broken off a
strong friendship?

-3 -
0-3 4=6 7-9

10-12

13-15

16-18
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R2=~24




PERSONAL AND SOCIAL (cont!d)

5/, Has your social life increased
recently?

55, Has your social life decreased
recently?

%. Has there been a recent change
in your personal habits? (dress,
friends, interests, etc,)

57. Have you recently been smoking more?

58, Have you recently stopped smoking?

59. Has there been a change in your
political beliefs recently?

60. Has there been a change in your
religious beliefs recently?

61, Have you been attending religious
services more often?

62. Have you been attending religious
scrvices less often?

‘63, Have you recently taken time off
work for a holiday?

64. Have you recently been in a
physical fight?

65. Have you recently had any major
disciplinary actions taken against
you at work?

66, Have you recently committed any
minor offences against the law?
(traffic offences, etc.)

67, Have recent troubles with the law
led to your being held in the cells?

68, Have you recently left the armed
services?

69, Have you recently made any major
decisions about your future?
(regarding your job, retirement,
marriage, etc.)

FINANCDS

70, Have you recently got behind
in paying your bills?

71, Have you recently been unable to

make contracted payments so that
legal action was threatened?

-4 -
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FINANCES (cont'd)

72,

73

T4

75

76,

770

79,

80,

81,

Have you recently earned substan-
tially less money than belore?

Have you recently earned substan-
tially more money than hefore?

Have you recently built or made
major improvements on your home?

Have you recently made a purchase(s)
for more than £60,00, but less than
£2000,00? (a car, T.V. set, sterco,
etc.)

Have you recently made a purchase(s)
for more than £2000.,00 but less than
£5000,00? (a big car, furnishing a
house, a small business, etc.)

Have you recently made a purchase(s)
for more than £5000,00? (home mort-
gage, ete.)

Have you rccently borrowed up to
£500.007

Have youvfgééntl§>borrowed
between £500.00 and £2000.007?

Have you recently borrowed
between £2000.,00 and £5000,00?

Have you recently borrowed
more than £5000,00?

-5 =

0-3 4~6 7-9 10-12

13-15

16-18

19-21

RR2=214,




EVENT 1

EVENT 2

EVENT 3

LVENT 4

EVENT 5

EVENT 6



