
Appendix 4 Client report file

PANSS – Re-ordered (includes sample prompts) 

a) Patient ID     c) Baseline/ EOT/Follow-up (circle)    
            

b) Assessors signature:  d) Date                      
 

 

G1 Somatic concern (physical complaints/beliefs about bodily illness or malfunctions) 

 

How has your physical health been in the last week? 
Do you ever worry that you have something wrong with your body?  
Do you have a physical illness or disease?  
Does your head or body ever feel strange?  
Or do you have a problem with the way your body has been functioning? 
Has your head or body changed in shape or size? 

If answer is YES to any of the above:  

How serious is the problem? 
What is causing the problem? 

 

1 The definition doesn’t apply 

2 Questionable pathology – patient may be upper extreme of normal limits 

3 Distinctly concerned about health or somatic issues, evidenced by occasional questions or desire for reassurance 

4 Complains about poor health/body malfunction, but no delusional conviction, and over-concern can be allayed by 
reassurance.  

5 Patient expresses numerous or frequent complaints about physical illness or bodily malfunction, or reveals 1 or 2 
clear cut delusions involving these themes, but is not preoccupied by them.  

6 Patient is preoccupied by one or a few clear-cut delusions about physical or organic malfunction, but affect is not 
fully immersed in these themes, and thoughts can be diverted by the interviewer with some effort. 

7 Numerous and frequently reporting somatic delusions, or a few with catastrophic nature. Which dominate affect and 
thinking. 
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G2 Anxiety (experiences of nervousness, worry, apprehension, or restlessness) 

 

Do you find that you worry about things a lot? 
Have you been feeling nervous/tense/afraid within the last week? 
If YES,  

How anxious have you been feeling on a scale of 1 to 10, with 10 being the most anxious you could ever 
feel? 

 

If answer is YES to any of the above: 

Are you afraid of something/or someone? 
Do you ever get into a state of panic? Or feel shaky/faint/sweaty as a result of feeling anxious? 

Definition of panic attack = a feeling of intense fear and anxiety which usually comes on quite suddenly and 
lasts for a brief amount of time. During an attack, people usually have unpleasant bodily sensations such as: 
rapid heart beat, breathing very fast, feeling short of breath, chest pains, feeling faint or dizzy, trembling and 
sweating.  

 Have your worries or nervousness affected your appetite/sleep/ability to work in the last week? 
 

1 The definition doesn’t apply 

2 Questionable pathology – patient may be upper extreme of normal limits 

3 Some worry, over-concern or subjective restlessness, but no somatic/behavioural consequences are reported or 
evident 

4 Patient reports distinct symptoms of nervousness, reflected in mild physical manifestations (e.g. fine hand 
tremors/perspiration) 

5 Serious anxiety problems which have significant physical/behavioural consequences (e.g. marked tension, poor 
concentration, palpitations, impaired sleep) 

6 Almost constant fear associated with phobias, marked restlessness or numerous somatic manifestations 

7 Life seriously disrupted by anxiety which is present almost constantly, and at times reaches panic proportion or is 
manifested in actual panic attacks. 

 

 

G3 Guilt feelings (self-blame for real or imagined misdeeds in the past) 

 

Do you tend to blame yourself for things that have happened? 
Do you feel guilty about something you may have done in the past? 
Do you ever feel like you deserve punishment for something you have done?  

 

If YES,  
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What kind of punishment do you deserve? 
What do you deserve punishment for? Is there a particular incident you have in mind? 
Have you had thoughts of harming yourself as one kind of punishment? Have you ever acted on those 
thoughts? 

 

1 The definition doesn’t apply 

2 Questionable – patient may be upper extreme of normal limits 

3 Questioning elicits a vague sense of guilt/self blame for a minor incident, but is clearly not overly concerned 

4 Expresses distinct concern over responsibility for a real incident but is not preoccupied by it, and attitude/behaviour 
are essentially unaffected. 

5 Patient expresses strong sense of guilt associated with self-deprecation or the belied that he/she deserves 
punishment. The guilt feelings may have a delusional basis and may be volunteered spontaneously, may be a 
source of pre-occupation and or depressed mood, and cannot be allayed readily by the interviewer. 

6 Strong ideas of guilt that take on delusional quality – lead to hopelessness and worthlessness. Patient believes 
he/she deserves harsh sanctions for the misdeeds, and may regard his/her current life situation as such 
punishment. 

7 Patients life dominated by unstable delusions of guilt, for which he/she feels deserving of drastic punishment (e.g. 
imprisonment, torture, death). There may be associated suicidal thoughts or attribution of others’ problems to one’s 
own past misdeeds. 

 

 

G6 Depression (feelings of sadness, discouragement, helplessness and pessimism) 

What has your typical mood been like in the last week? 
Are you mostly happy or sad? 
Have you had periods of feeling sad and hopeless in the last week? 

 

If patient is mostly sad: 

How unhappy have you been feeling on a scale of 1 to 10, with 10 being the most 
unhappy you could feel? 
When do you feel the saddest? How long do these feelings last? 
Do you sometimes cry? How often? 
Has your low mood affected your appetite/sleep/ability to work? 
Do you have less or nearly no interest that you used to in your leisure/social activities 
or hobbies or things you used to enjoy? 
Have you had thoughts of harming yourself? 

 

1 The definition doesn’t apply 

2 Questionable pathology – patient may be upper extreme of normal limits 

3 Expresses some sadness or discouragement only on questioning, but there is no evidence of depression in general 
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attitude of demeanour.  

4 Distinct feelings of sadness/hopelessness, which may be spontaneously divulged,  but depressed mood minimally 
affects behaviour/social functioning. Can usually be cheered up. 

5 Distinct depressed mood associated with obvious sadness, pessimism, loss of social interest, psychomotor 
retardation, and some interference in appetite or sleep. Patient cannot easily be cheered up. 

6 Markedly depressed mood, misery, hopelessness, worthlessness, occasional crying. Major interference with 
appetite and/or sleep as well as normal motor and social functions. Signs of possible self-neglect. 

7 Depressive feelings seriously interfere in most major functions. Frequent crying, pronounced somatic symptoms, 
impaired concentration, self neglect, social disinterest, possible depressive or nihilistic delusions. Possible suicidal 
thoughts/actions. 

 

 

G12 Lack of judgement and insight (impaired awareness/understanding of one’s psychiatric condition and 
life  situation. Denial of the need for treatment, inability to recognise psychiatric symptoms, unrealistic short-
term  and long-term planning) 

Do you generally feel that you are in need of help and treatment from people such as Dr XXX 
(patients doctor) 
Do you feel you have a psychiatric illness or do you feel you have had one in the past? 
         If YES 

What is it? 
How serious do you feel it is on a scale of 1 to 10 (10 being the most serious it could be) 

Where do you see yourself/what would you hope to be doing in 1 years time/5 years time? 
 

1 The definition doesn’t apply 

2 Questionable pathology – patient may be upper extreme of normal limits 

3 Recognises psychiatric disorder but underestimates seriousness, implications for treatment or the importance of 
taking measures to avoid relapse. Future planning may be poorly conceived 

4 Vague/shallow recognition of illness. Fluctuations in acknowledgement of being ill or little awareness of major 
symptoms that are present such as delusions, disorganised thinking, suspiciousness and social withdrawal. May 
rationalise treatment to relieve lesser symptoms e.g. anxiety, poor sleep etc. 

5 Acknowledge past but not present disorder. If challenged, may concede the presence of some unrelated or 
insignificant symptoms which tend to be explained away by gross misinterpretation or delusional thinking. Need for 
treatment us unrecognised. 

6 Denies ever having a psychiatric disorder, Patient disavows the presence of any psychiatric symptoms in the past 
or present, and denies the need for treatment/hospitalisation. 

7 Emphatic denial of past and present illness with current hospitalisation/treatment given a delusional interpretation 
(eg. As a punishment for misdeeds, or persecution by tormentors) The patient may refuse to cooperate with 
therapists, medication or other aspects of treatment. 
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P1 Delusions (beliefs that are unfounded, unrealistic, and idiosyncratic/peculiar) 

 

Delusions of reference 

Do you feel at times that others make references or say things with a double meaning? 
Do you see messages for yourself in the newspaper or on TV? 
Do you occasionally feel that some events or incidents have a special meaning particularly for you? 

Delusional misinterpretation 

Do you occasionally see a secret message in the way objects are arranged or in their 
labelling or colour or in the way things happen? 

Quotation of ideas 

Do you find that something you have previously thought or discussed is quoted on TV or in 
the newspapers, or used in some other way to indicate a reference to you? 

Familiar people impersonated 

Do you feel that the appearance of any people you know well has changed in ways that 
suggest that someone might be impersonating them? 

Delusions of persecution 

 Does anyone seem to be trying to harm you? 
If YES are they particularly singling you out? 

How do you experience this? 
Does there seem to be a plot or a conspiracy behind it? 

 How do you recognise it? 
 

1 The definition doesn’t apply 

2 Questionable – patient may be upper extreme of normal limits 

3 1 or 2 delusions that are vague, uncrystallised and not tenaciously held. Delusions do not interfere with thinking, 
social relations or behaviour  

4 Presence of either a kaleidoscopic array of poorly formed, unstable delusions or a few well formed delusions that 
occasionally interfere with patients thinking, social relations or behaviour. 

5 Numerous well formed delusions that are tenaciously held and occasionally interfere with patients thinking, social 
relations or behaviour 

6 Stable set of delusions that clearly interfere with patients thinking, social relations and behaviour 

7 Highly systemised or very numerous stable delusions, that dominate major facets of patients life. Often results in 
inappropriate/irresponsible action that may jeopardise safety of patient or others. 
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P5 Grandiosity (exaggerated self-opinion and unrealistic convictions of superiority, including delusions of 
extraordinary abilities, wealth, knowledge, fame, power and moral righteousness) 

How do you feel you compare to the average person? Better or worse? 
Do you have talents/abilities/special or unusual powers that most people don’t have? 

 For example, do you ever feel you read another person’s mind? 
Do you consider yourself wealthy? Famous? Have you ever appeared on television, radio, movies 
or stage? 
Do you rate higher in terms of your moral standards?  

 Does this make you special in some respect? 
Do you have a special mission in life?  

 How did this come about? 
 Are you a religious person? 

 What is your relationship with god? 
 Are you closer to god than others are? 

 

1 The definition doesn’t apply 

2 Questionable – patient may be upper extreme of normal limits 

3 Some expansiveness or boastfulness is evident, but without clear-cut grandiose delusions. 

4 Feels Distinctly and unrealistically superior to others. Some poorly formed delusions about special status/abilities 
may be present but not acted upon. 

5 Clear-cut delusions concerning remarkable abilities/status /power that influence patients attitude but not behaviour 

6 Clear cut delusions of remarkable superiority involving more than 1 parameter (wealth, fame, knowledge) are 
expressed, notably  influence interactions, and may be acted upon 

7 Thinking, interactions and behaviour are dominated by multiple delusions of amazing 
ability/wealth/knowledge/fame/power/moral stature which may take on a bizarre quality. 

 

 

P6 Suspiciousness/Persecution (unrealistic/exaggerated ideas of persecution are shown, as reflected in 
guardedness, a distrustful attitude, suspicious hypervigilance, or delusions that others mean one harm 

How do you feel you get along with other people? 
Do you like other people? Dislike people?  

 If patient dislikes people : 
 Do you get particularly annoyed with people?  
 Afraid of people? Why? 

Do you feel most people like you? Dislike you? Why? 
Do you trust most people you know? 

 Are there some whom you distrust? Who? Why? 
Do you ever feel some people talk about you behind your back?  

 What do you think they say? Why? 
Do you ever feel some people spy on you/plot against you/attempt to harm you/attempt to 
kill you? 

 What is the evidence for this?  
 Who is behind all this?  
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 Why does it happen? 
 

1 The definition doesn’t apply 

2 Questionable – patient may be upper extreme of normal limits 

3 Presents a guarded or openly distrustful attitude, but thoughts/interactions/behaviour are minimally affected. 

4 Distrustfulness is clearly evident, intrudes on interview and his/her behaviour, but there is no evidence of 
persecutory delusions. Or loosely formed persecutory delusions which do not seem to affect patients’ 
attitude/interpersonal relations. 

5 Patient shows marked distrustfulness, leading to major disruptions in interpersonal relations. Or clear cut delusions 
that have limited impact on his/her interpersonal relations and behaviour. 

6 Clear cut pervasive delusions of persecution which may be systematised and that significantly interfere in patients 
interpersonal relations 

7 A network of systemised persecutory delusions dominates the patients thinking, social relations and behaviour 

 

 

P7 Hostility (verbal & non-verbal expressions of anger and resentment, including sarcasm, passive-
aggressive behaviour, verbal abuse and assaultiveness 

 How have you been getting along with people lately? (family, co-workers etc) 
If patient hasn’t been getting on well with people – why? 

 Have you been irritable or grumpy lately? 
If YES, does this lead to arguments with others even about minor issues, which normally wouldn’t 
bother you? 

 Were you ever so irritable that you would shout out at people or start arguments or 
fights? 

 

1 The definition doesn’t apply 

2 Questionable – patient may be upper extreme of normal limits 

3 Indirect or restrained communication of anger (e.g. sarcasm, disrespect, hostile expressions or occasional 
irritability) 

4 Patient presents an overtly hostile attitude showing frequent irritability and direct expression of anger or resentment 

5 Highly irritable and occasionally verbally abusive or threatening 

6 Uncooperativeness and verbal abuse or threats notably influence the interview and seriously impact upon patients 
social relations. Patient may be violent and destructive but not physically assaultive towards others 

7 Marked anger results in extreme uncooperativeness precluding other interactions, or in episodes of physical assault 
towards others. 
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P3 Hallucinatory behaviour (verbal report or behaviour indicate perceptions that are not generated by 
external stimuli. May be auditory, visual, olfactory or somatic) 

Do you ever have strange experiences/hear strange noises or sometimes hear things that 
others don’t hear? 
Do you sometimes receive personal communications from the radio or television? 
Can you sometimes hear your thoughts aloud in your head? Do they sound like voices? 
If patient hears voices:  

How many are there?  
Do they speak to you, comment about you, or speak to each other? 
What do the voices say?  
Are they good or bad voices?  
Are you afraid of them? 
Do the voices tell you what to do? Give you direct orders? 

 Do you obey the voices’ commands? Must you? 
Do ordinary things ever appear strange or distorted or do you ever have visions or see 
things others don’t? 
If YES,  

How often? 
How clear are these visions? 

 Do the visions occur together with the voices or separately? 
 Do you ever smell things that others don’t? 
 Do you ever get strange sensations from within your body or feel something strange inside you? 

If patient reports voices or visions, explore further with: 

 What do you make of these voices / visions etc…? 
 How did they come about? 
 Are they a problem?  

1 The definition doesn’t apply 

2 Questionable pathology; may be at the upper extreme of normal limits 

3 1 or 2 clearly formed but infrequent hallucinations or a number of vague abnormal perceptions which do not result 
in distortions of thinking or behaviour. 

4 Hallucinations occur frequently but not continuously, and the patients thinking and behaviour are affected only to a 
minor extent. 

5 Hallucinations are frequent, may involve more than one sensory modality, and tend to distort thinking and/or disrupt 
behaviour. Patient may have a delusional interpretation of these experiences and respond to them emotionally and, 
on occasion, verbally as well. 

6 Hallucinations are present almost continuously, causing major disruption of thinking and behaviour. Patient treats 
these as real perceptions, and functioning is impeded by frequent emotional and verbal responses to them. 

7 Patients is almost totally preoccupied with hallucinations, which virtually dominate thinking and behaviour. 
Hallucinations are provided a rigid delusional interpretation and provoke verbal and behavioural responses, 
including obedience to command hallucinations. 
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G13 Disturbance of volition (disturbance in wilful initiation, sustenance, and control of one’s thoughts, 
behaviour, movements and speech.  

Do you find it difficult to make decisions in your day to day life? 
 If YES, has this occurred in the last week?  
 Example? 

Do you find your behaviour is sometimes aimless and disconnected, so that your daily 
routine is chaotic, because you are unable to plan your actions properly? 

 If answer YES to any of these, explore further, ask for an example/why do you think this is etc. 
 

1 The definition doesn’t apply 

2 Questionable pathology – patient may be upper extreme of normal limits 

3 Some evidence of indecisiveness in conversation and thinking that may impede verbal and cognitive processes to a 
minor extent 

4 The patient is often ambivalent and shows clear difficulty reaching decisions. Conversation may be marred by 
thinking alteration, and consequently, his or her verbal and cognitive functioning are clearly impaired. 

5 Disturbance of volition interferes in behaviour and thinking. Pronounced indecision that impedes the initiation and 
continuation of social and motor activities, and which may be evidenced in halting speech 

6 Execution of simple automatic motor functions (e.g. dressing/grooming) is interfered with, and speech is markedly 
affected. 

7 Almost complete failure of volition is manifested by severe inhibition of movement and speech.  

 

 

G10 Disorientation (lack of awareness of one’s relationship to one’s surroundings, including persons, 
places, and time that may be due to confusion or withdrawal) 

Do you know what day it is today? 
Month? 
Year? 
Season? 
Date? 
Where we are? 

 

1 The definition doesn’t apply 

2 Questionable pathology – patient may be upper extreme of normal limits 

3 General orientation is adequate but patient may have difficult with specifics, for example knows their location but 
not street address, knows hospital staff names but not their function, knows month but confuses day of the week. 
There may be narrowing of interest evidenced by familiarity with immediate but not extended milieu (ie identifies the 
staff but not Prime Minister etc). 
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4 Only partial success in recognising persons, places and time. For example, patient knows they are in a hospital but 
it’s name, knows name of primary therapist but not many other direct care worker, knows year but not sure of 
month. 

5 Considerable failure in recognising persons, places and time, for example has only vague notion of their 
whereabouts, and unfamiliar with most people in their milieu. May know year but not month, day or season.  

6 Marked failure in recognising persons, places and time. (no knowledge of whereabouts, confuses date, can only 
name 1 or 2 individuals in current life. 

7 Complete disorientation with regard to persons, places and time. Gross confusion or total ignorance about location, 
the current year, and even the most familiar people, such as parents, spouse, therapist etc.  

 

 

N5 Difficulty in abstract thinking (impairment in abstract-symbolic thinking, as demonstrated by difficulty 
in classification, forming generalisations, and moving beyond concrete or egocentric thinking in problem 
solving tasks) 

 

(See appendix I for list) 

1 The definition doesn’t apply 

2 Questionable – patient may be upper extreme of normal limits 

3 Tends to give literal or personalised interpretations to the more difficult proverbs, and some problems with concepts 
that are fairly abstract or remotely related 

4 Often utilises concrete mode. Difficulty with most proverbs and some categories. Tends to be distracted by 
functional aspects and salient features. 

5 Patient deals primarily in concrete mode, exhibiting difficulty with most proverbs and many categories. 

6 Unable to grasp abstract meaning of proverbs or figurative expressions and can formulate classifications for only 
the most simple of similarities. Thinking is either vacuous or locked into functional aspects, salient features, and 
idiosyncratic interpretations. 

7 Only uses concrete thinking modes. No comprehension of proverbs, common metaphors or similes and simple 
categories. Event salient and functional attributes do not serve as a basis for classification. This rating may apply to 
those who cannot interact even minimally with the interviewer due to marked cognitive impairment.  
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G9 Unusual thought content (thinking is characterised by strange or bizarre ideas, ranging from those 
that are remote/atypical to those that are distorted and absurd) 

 

Basis for rating: Thought content expressed during the course of the interview.  

 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Thought content is somewhat peculiar or idiosyncratic, or familiar ideas are framed in an odd context.  

4 Ideas are frequently distorted and occasionally seem quite bizarre.  

5 Patient expresses many strange and fantastic thoughts (eg. Being adopted son of a king, being an escapee from 
death row) or some which are patently absurd (eg. Having hundreds of children, receiving radio messages from 
space via a tooth filling). 

6 Patient expresses many illogical or absurd ideas or some which have a distinctly bizarre quality (eg having 3 heads, 
being a visitor from another planet). 

7 Thinking is replete with absurd, bizarre and grotesque ideas. 

 

N3 Poor rapport (lack of interpersonal empathy, openness in conversation, and a sense of closeness, 
interest, or involvement with the interviewer. This is evidenced by interpersonal distancing and reduced 
verbal and nonverbal communication)  

 

Interpersonal behaviour during the course of interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Conversation is characterised by a stilted, strained, or artificial tone. It may lack emotional depth or tend to remain 
on an impersonal, intellectual plane.  

4 Patient typically is aloof, with interpersonal distance quite evident. Patient may answer questions mechanically, act 
bored, or express disinterest.  

5 Disinvolvement is obvious and clearly impedes the productivity of the interview. Patient may tend to avoid eye or 
face contact. 

6 Patient is highly indifferent, with marked interpersonal distance. Answers are perfunctory, and there is little 
nonverbal evidence of involvement. Eye and face contact are frequently avoided. 

7 Patient is totally uninvolved with the interviewer. Patient appears to be completely indifferent and consistently 
avoids verbal and nonverbal interactions during the interview. 
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N2 Emotional withdrawal (lack of interest in, involvement with and affective commitment to life events)  

 

Observation of interpersonal behaviour during the course of the interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Usually lacks initiative and occasionally may show deficient interest in surrounding events.  

4 Patient is generally distanced emotionally from the milieu and its challenges but, with encouragement, can be 
engaged. 

5 Patient is clearly deattached emotionally from persons and events in the milieu, resisting all efforts at engagement. 
Patient appears distant, docile, and purposeless but can be involved in communication at least briefly and tends to 
personal needs, sometimes with assistance. 

6 Marked deficiency of interest and emotional commitment results in limited conversation with others and frequent 
neglect of personal functions, for which the patient requires supervision. 

7 Patient is almost totally withdrawn, uncommunicative, and neglectful of personal needs as a result of profound lack 
of interest and emotional commitment.  

 

 

N4 Passive/apathetic social withdrawal (diminished interest and initiative in social interactions due to 
passivity, apathy, anergy or avolition leading to reduced interpersonal involvements and neglect of daily 
living activities). Reports from others only. 

How do you spend your time these days? Do you prefer to be alone? 

Do you join in on activities with others? 

 (if not) Why not? 

Do you have many friends? 

 (If no) do you have any friends? 

Do you have any close friends?  

 How often do you see them? 

(if not) Why not? 
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1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Shows occasional interest in social activities but poor initiative. Usually engages with others only when approached 
first by them.  

4 Passively goes along with most social activities but in a disinterested or mechanical way. Tends to recede into the 
background. 

5 Passively participates in only a minority of activities and shows virtually no interest or initiative. Generally spends 
little time with others. 

6 Tends to be apathetic and isolated, participating very rarely in social activities and occasionally neglecting personal 
needs. Has very few spontaneous social contacts. 

7 Profoundly apathetic, socially isolated, and personally neglectful.  

 

 

G16  Active social avoidance (diminished social involvement associated with unwarranted fear, hostility or 
distrust).Reports from others only. 

 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Patient seems ill at ease in the presence of others and prefers to spend time alone, although she/he participates in 
social functions when required. 

4 The patient begrudgingly attends all or most social activities but may need to be persuaded or may terminate 
prematurely on account of anxiety, suspiciousness, or hostility.  

5 Patient fearfully and angrily keeps away from many social interactions despite others’ efforts to engage them. 
Tends to spend unstructured time alone. 

6 Patient participates in very few social activities because of fear, hostility or distrust. When approached, the patient 
shows a strong tendency to break off interactions, and generally tends to isolate themselves.  

7 Patient cannot be engaged in social activites because of pronounced fears, hostility, or persecutory delusions. 
Avoids all interactions and remains isolated from others. 
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P2 Conceptual disorganisation (Disorganised process of thinking characterised by disruption of goal-
directed sequencing, eg., circumstantiality, tangentiality, loose associations, non-sequiturs, thought 
block or gross illogicality.  

 

Basis for rating: Cognitive verbal processes observed during the course of interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Thinking is circumstantial, tangential, or paralogical. There is some difficulty in directing thoughts toward a goal, 
and some loosening of associations may be evidenced under pressure.  

4 Able to focus thoughts when communications are brief and structured, but becomes loose or irrelevant when 
dealing with more complex communications or when under minimal pressure. 

5 Generally has difficulty in organising thoughts, as evidenced by frequent irrelevancies, disconnectedness, or 
loosening of associations, even when not under pressure. 

6 Thinking is seriously derailed and internally inconsistent, resulting in gross irrelevancies and disruption of thought 
processes, which can occur almost constantly. 

7 Thoughts are disrupted to the point where the patient is incoherent. There is marked loosening of associations, 
which results in total failure of communication, eg., ‘word salad’, or mutism.  

 

 

G7 Motor retardation (Reduction in motor activity reflected by the slowing or lessening of movements and 
speech, diminished responsiveness to stimuli, and reduced body tone). 

 

Basis for rating: manifestations during the course of the interview 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Slight but noticeable diminution in rate of movements and speech; patient may be somewhat unproductive in 
conversation and gestures.  

4 Patient is clearly slow in movements, and speech may be characterised by poor productivity, including long 
response latency, extended pauses, or slow pace. 

5 A marked reduction in motor activity renders communication highly unproductive or delimits functioning in social 
and occupational situations. Patient can usually be found sitting or lying down. 

6 Movements are extremely slow, resulting in a minimum of activity and speech. Essentially the day is spent idly or 
lying down. 

7 Patient is almost completely immobile and virtually unresponsive to external stimuli. 
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N6 Lack of spontaneity and flow of conversation (reduction in the normal flow of communication 
associated with apathy, avolition, defensiveness, or cognitive deficit. This is manifested by diminished fluidity and 
productivity of the verbal-interactional process.  

 

Rating based on cognitive-verbal processes observed during the course of the interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Conversation shows little initiative. Patients answers tend to be brief and unembellished, requiring direct and 
leading questions by the interviewer. 

4 Conversation lacks free flow and appears uneven or halting. Leading questions are frequently needed to elicit 
adequate responses and proceed with conversation. 

5 Patient shows a marked lack of spontaneity and openness, replying to the interviewers questions with only one or 
two brief sentences.  

6 Patient’s responses are limited mainly to a few words or short phrases intended to avoid or curtail communication 
(eg ‘I don’t know’, ‘I’m not at liberty to say’). Conversation is seriously impaired as a result, and the interview is 
highly unproductive. 

7 Verbal output is restricted to, at most, an occasional utterance, making conversation not possible. 

 

N7 Stereotyped thinking (decreased fluidity, spontaneity, and flexibility of thinking, as evidenced in rigid, 
repetitious, or barren thought content) 

 

Rated on cognitive verbal processes observed during the interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Some rigidity shown in attitudes or beliefs. Patient may refuse to consider alternative positions or have difficulty in 
shifting from one idea to another. 

4 Conversation revolves around a recurrent theme, resulting in difficulty in shifting to a new topic. 

5 Thinking is rigid and repetitious to the point that, despite the interviewers efforts, conversation is limited to only two 
or three dominating topics.  

6 Uncontrolled repetition of demands, statements, ideas, or questions which severely impairs conversation. 

7 Thinking, behaviour, and conversation are dominated by constant repetition of fixed ideas or limited phrases, 
leading to gross rigidity, inappropriateness and restrictiveness of patients communication. 
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N1 Blunted affect (diminished emotional responsiveness characterised by a reduction in facial expression, 
modulation of feelings, and communicative gestures).  

 

Observed manifestations of affective tone and emotional responsiveness during the course of the interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Changes in facial expression and communicative gestures seem to be stilted, forced, artificial, or lacking in 
modulation. 

4 Reduced range of facial expression and few expressive gestures result in a dull appearance.  

5 Affect is generally ‘flat’, with only occasional changes in facial expression and paucity of communicative gestures.  

6 Marked flatness and deficiency of emotions exhibited most of the time. There may be unmodulated extreme 
affective discharges, such as excitement, rage, or inappropriate uncontrolled laughter. 

7 Changes in facial expression and evidence of communicative gestures are virtually absent. Patient seems 
constantly to show a barren or ‘wooden’ expression.  

 

P4 Excitement (hyperactivity is reflected in accelerated motor behaviour, heightened responsivity to 
stimuli, hypervigilance, or excessive mood lability.)  

 

Rating based upon behavioural manifestations during the course of the interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Tends to be slightly agitated, hypervigilant or mildly overaroused throughout the interview, but without distinct 
episodes of excitement or marked mood liability. Speech may be slightly pressured. 

4 Agitation or overarousal is clearly evident throughout the interview, affecting speech and general mobility or 
episodic outbursts occur sporadically.  

5 Significant hyperactivity or frequent outbursts of motor activity are observed, making it difficult for the patient to sit 
longer than several minutes at any given time. 

6 Marked excitement dominates the interview, delimits attention and to some extent affects personal functions such 
as eating or sleeping. 

7 Marked excitement seriously interferes in eating and sleeping and makes interpersonal interactions virtually 
impossible. Acceleration of speech and motor activity may result in incoherence and exhaustion.  
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G5 Mannerisms and posturing (unnatural movements or posture are shown as characterised by an 
awkward, stilted, disorganised, or bizarre appearance). 

 

Ratings based on the observation of physical manifestations during the course of interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Slight awkwardness in movements or minor rigidity of posture. 

4 Movements are notably awkward or disjointed, or an unnatural posture is maintained for brief periods. 

5 Occasional bizarre rituals or contorted posture are observed, or an abnormal position is sustained for extended 
periods. 

6 Frequent repetition of bizarre rituals, mannerisms, or stereotyped movements, or a contorted posture is sustained 
for extended periods. 

7 Functioning is seriously impaired by virtually constant involvement in ritualistic, manneristic, or stereotyped 
movements or by an unnatural fixed posture which is maintained most of the time. 

 

 

G14  Poor impulse control (there is disordered regulation and control when acting on inner urges, resulting 
in sudden, unmodulated, arbitrary, or misdirected discharge of tension and emotions without concern 
about the consequences.  

Basis for rating: Behaviour during the course of the interview or else otherwise reported. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Patient tends to be easily angered and frustrated when facing stress or denied gratification but rarely acts on 
impulse.  

4 Patient get angered and verbally aggressive with minimal provocation. May be occasionally threatening, 
destructive, or have one or two episodes involving physical confrontation or a minor brawl. 

5 Patient  exhibits repeated impulsive episodes involving verbal abuse, destruction of property, or physical threats. 
There may be one or two episodes involving serious assault, for which the patient requires isolation, physical 
restraint, or sedation. 

6 Patient frequently is impulsively aggressive, threatening, demanding, and destructive, without any apparent 
consideration of consequences. Shows assaultive behaviour and may also be sexually offensive and possibly 
respond behaviourally to hallucinatory commands. 

7 Patient exhibits homicidal attacks, sexual assaults, repeated brutality, or self-destructive behaviour. Requires 
constant direct supervision or external constraints because of inability to control dangerous impulses. 
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G4 Tension (There are overt physical manifestations of fear, anxiety, and agitation, such as stiffness, tremors, 
profuse sweating, and restlessness). 

 

Based upon verbal report attesting to anxiety, and thereupon the severity of physical manifestations of tension 
observed during the interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Posture and movements indicate slight apprehensiveness, such as minor rigidity, occasional restlessness, shifting 
of position, or rapid hand tremor. 

4 A clearly nervous appearance emerges from various manifestations, such as fidgety behaviour, obvious hand 
tremor, excessive perspiration, or nervous mannerisms. 

5 Pronounced tension is evidenced by numerous manifestations, such as nervous shaking, profuse sweating, and 
restlessness, but conduct in the interview is not significantly affected.   

6 Pronounced tension to the point that interpersonal interactions are disrupted. The patient, for example, may be 
constantly fidgeting, unable to sit still for long, or show hyperventilation.  

7 Marked tension is manifested by signs of panic or gross motor acceleration, such as rapid restless pacing an 
inability to remain seated for longer than a minute, which makes sustained conversation not possible. 

 

G8 Uncooperativeness (active refusal to comply with the will of significant others, including the 
interviewer, hospital staff, or family, perhaps associated with distrust, defensiveness, stubbornness, 
negativism, rejection of authority, hostility, or belligerence.  

Basis for rating: Interpersonal behaviour observed during the course of the interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Complies with an attitude of resentment, impatience, or sarcasm. May inoffensively object to sensitive probing 
during the interview. 

4 Occasional outright refusal to comply with normal social demands, such as making own bed, scheduled 
appointments etc. The patient may project a hostile, defensive, or negative attitude but usually can be worked with. 

5 Patient is frequently noncompliant with the demands of his/her milieu and may be characterised by others as an 
‘outcast’ or having a serious ‘attitude problem’. Uncooperativeness  is reflected in obvious defensiveness or 
irritability with the interviewer and may be unwilling to address many questions. 

6 Patient is highly uncooperative, negativistic, and possibly also belligerent. Refuses to comply with most social 
demands and may be unwilling to initiate or conclude the full interview. 

7 Active resistance seriously impact on virtually all major areas of functioning. Patient may refuse to join in any social 
activities, tend to personal hygiene, converse with family or staff, and participate even briefly in an interview. 
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G11  Poor attention (poor focussed alertness is manifested by poor concentration, distractibility from internal 
and external stimuli, and difficulty in harnessing, sustaining, or shifting focus to new stimuli.) 

 

Basis for rating: Manifestations during the course of the interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Limited concentration evidenced by occasional vulnerability to distraction or faltering attention toward the end of the 
interview. 

4 Conversation is affected by the tendency to be easily distracted, difficulty in long sustaining concentration on a 
given topic, or problem shifting attention on to new topics. 

5 Conversation is seriously hampered by poor concentration, distractibility, and difficulty in shifting focus 
appropriately.  

6 Patients attention can be harnessed for only brief moments or with graet effort, due to marked distraction by 
internal or external stimuli. 

7 Attention is so disrupted that even brief conversation is not possible. 

 

G15  Preoccupation (there is an absorption with internally generated thoughts and feelings or with autistic 
experiences to the detriment of reality orientation and adaptive behaviour. 

 

Interpersonal behaviour reported during the course of the interview. 

1 The definition doesn’t apply 

2 Questionable pathology; patient may be upper extreme of normal limits 

3 Excessive involvement with personal needs or problems, such as that conversation veers back to ego-centric 
themes and there is diminished concern exhibited toward others. 

4 Patients occasionally appears self-absorbed, as if daydreaming or involved with internal experiences, which 
interferes with communication to a minor extent. 

5 Patient often appears to be engaged in autistic experiences, as evidenced by behaviours that significantly intrude 
on social and communicational functions, such as the presence of a vacant stare, muttering  or talking to oneself, or 
involvement with stereotyped motor patterns. 

6 Marked preoccupation with autistic experiences, which seriously delimits concentration, ability to converse, and 
orientation to the milieu. The patients frequently may be observed smiling, laughing, muttering, talking or shouting 
to oneself. 

7 Gross absorption with autistic experiences, which profoundly affects all major realms of behaviour. The patient 
constantly may be responding verbally and behaviourally to hallucinations and show little awareness of other 
people or the external milieu. 
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Questions for assessing Abstract thinking: 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 
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[Note: Romantic relationships can be rated in either Item 1 or Item 2 but NOT both. A spouse/ partner 
relationship in which the couple is living together should be assessed in Item 1. A dating/romantic 
relationship in which the couple is not living together should be assessed in Item 2.] 

 
Behavior 

 
Motivation & Interest in Closeness 

[NOTE: This section applies when not part of a close family or if available relatives could be contacted 
but person has chosen not to interact. If the person is not currently in a relationship with a live-in 
spouse/partner, interest in romantic relationships is assessed in Item 2.] 
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VERY INTERESTED in and highly values close family bonds as one of the most 
 important parts of life. Strongly desires and is highly motivated to be in contact with family. Regularly 
initiates and persists in interactions with family and actively engages in these interactions; good and 
bad times are openly discussed. Well within normal limits. 

GENERALLY INTERESTED in and values close family bonds though response 
suggests some minor or questionable reduction. Generally desires and is motivated to maintain 
contact with family. Has a close relationship with family member(s) in which good and bad times can 
be discussed. Mild deficit in initiating and persisting in regular interactions with family – generally 
actively engaged when interactions occur. 

SOMEWHAT INTERESTED in family relationships and considers them  
somewhat important. May occasionally miss close connections with family but is only somewhat 
motivated to seek out interaction with family. Notable deficit in initiating and persistently engaging in 
interactions; discussion of good and bad times is limited. Interactions with family members may occur 
but are largely superficial and participation is best characterized as “going through the motions”; 
interactions are more likely initiated by family  with mostly passive involvement of the person. 

LITTLE INTEREST in family relationships (could “take it or leave it”) 
and does not describe family bonds as important. Describes hardly any motivation and  minimal 
effort to have close family relationships. Rarely has discussion of good and bad times  with family 
members. Contact and engagement with family is superficial and passive with  almost all initiation 
and efforts to engage coming from others. 

NO INTEREST in family relationships and does not consider them at all important. 
Prefers to be alone and is not at all motivated to be with family. If person does see family, it is done so 
grudgingly, passively and with no interest. 
 

• 

 
Behavior 
• What steps did you take to see or contact your [friends/partner/dates] in the past week? 
• When you were with your [friends/partner/dates], who decided what you would do? 
• When you spoke with your [friends/partner/dates], who started the conversation? Did you? 
• Did you ever find that you quickly wanted to end your interaction with your [friends/partner/dates]? 
Did you want them to last longer? 
 
Motivation & Interest in Closeness 
• (partner/dates) 

(partner/dates)
(partner/dates) 
(partner/dates)
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• 

VERY INTERESTED in and highly values friend/romantic relationships as one of 
the most important parts of life. Strongly desires and is very motivated to engage in friendships. 
Regularly initiates and persists in interactions with friends/partner and actively engages in these 
interactions; good and bad times are openly discussed. Well within normal limits. 

GENERALLY INTERESTED in and values friend/romantic relationships though 
response suggests some minor or questionable reduction. Generally desires and is motivated to 
engage in friendships. Has friendships/relationship in which good and bad times can be discussed 
though this may be less consistent. Mild deficit in initiating or persistently engaging during interactions 
with friends/partner. If no friends/relationship, misses friend/romantic relationships, is motivated to 
have friends/relationship, and makes efforts to seek out friends/relationship. 

SOMEWHAT INTERESTED in friend/romantic relationships and considers them 
somewhat important. May occasionally miss close connections with friends/partner and is somewhat 
motivated to have friends/partner. Notable deficit in initiating and persistently engaging in interactions; 
discussion of good and bad times is limited. Interactions with friends/romantic partner may occur but 
are largely superficial and participation is best characterized as “going through the motions”; 
interactions are initiated by others with mostly passive involvement of the person. If no friend/romantic 
relationships, is only somewhat motivated to have friends/partner and rarely if ever seeks out 
friends/partner. 

LITTLE INTEREST in friend/romantic relationships (could “take it or 
leave it”) and does not describe friends/partner as important. Describes hardly any motivation to have 
friendships, and would just as soon be alone. Contact and engagement with others is superficial and 
passive with almost all initiation and efforts to engage coming from others. 

NO INTEREST in friend/romantic relationships and does not consider them at all 
important. Prefers to be alone and is not at all motivated to have friends/partner. 

[NOTE: Ratings are based on that pleasurable activity with other 
people is experienced. When there are reports of several different activities occurring, clarify if these 
happened on same or different days.] 
 

• (PAUSE) 
• (PAUSE) 
• (PAUSE) 
• ? (PAUSE) 
• 

DOI: 10.3310/hta20110 HEALTH TECHNOLOGY ASSESSMENT 2016 VOL. 20 NO. 11

© Queen’s Printer and Controller of HMSO 2016. This work was produced by Priebe et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

77



• 

• [If many (i.e., 5 or 6) days mentioned or if not clear which days of week interactions were enjoyed] 

: Pleasure experienced daily. 
: Pleasure experienced 5-6 days. 

: Pleasure experienced 3-4 days. 
: Pleasure experienced 1-2 days. 

: No pleasure reported 
 
 

[NOTE: Ratings are based on total regardless of 
days on which they are expected to occur]. 

 
• 

• 

Expecting MANY (7 or more) pleasurable experiences. 
Expecting enjoyment from SEVERAL (5-6) pleasurable experiences. 

Expecting enjoyment from a FEW (3-4) pleasurable experiences. 
Expecting a COUPLE (1-2) pleasurable experiences. 

Expecting NO pleasurable experiences. 
 
 

• 

 
Behavior 
• 
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Motivation 
• 

• 

Person is VERY MOTIVATED to seek out work or school, or new opportunities in 
work or school; initiates and persists in work, school, or job-seeking on a regular basis. Well within 
normal limits. 

Person is GENERALLY MOTIVATED to seek out work or school or new opportunities 
in work or school; a mild deficit in initiating and persisting; may report instances of initiating, but with 
moderate persistence. 

Person is SOMEWHAT MOTIVATED to seek out work or school or new 
opportunities in work or school; notable deficit in initiating; may have initiated activities, but needed 
reminders on multiple occasions, and/or not initiated any new activities, and/or not persisted for very 
long. 

Person is only SLIGHTLY MOTIVATED to seek out work or school or 
new opportunities in work or school; significant deficit in initiating; may have needed constant 
reminders, and/or initiated a few activities; did not persist for very long. 

Person is NOT AT ALL MOTIVATED to seek out work / school; nearly total lack of 
initiation and persistence in work, school, or job seeking. 
 
 

[NOTE: Ratings are based on total regardless of 
days on which they are expected to occur]. 

• 

• 

• 

• 
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Expecting MANY (7 or more) pleasurable experiences. 
Expecting enjoyment from SEVERAL (5-6) pleasurable experiences. 

: Expecting enjoyment from a FEW (3-4) pleasurable experiences. 
Expecting a COUPLE (1-2) pleasurable experiences. 

: Expecting NO pleasurable experiences. 
 

• 

Behavior 
• 

 
Motivation 
• 

• 

Person is VERY MOTIVATED to seek out hobbies and recreational activities; 
initiates and persists in hobbies and recreational activities on a regular basis, well within normal limits. 

Person is GENERALLY MOTIVATED to seek out hobbies and recreational activities; 
a mild deficit in initiating and persisting; may report initiating hobbies, but with moderate persistence. 

Person is SOMEWHAT MOTIVATED to seek out hobbies and recreational 
activities; notable deficit in initiating; may have initiated some activities and/or not persisted for very 
long. Others were somewhat more likely to initiate hobbies or activities. 

Person is only SLIGHTLY MOTIVATED to seek out hobbies and 
recreational activities; significant deficit in initiating and persisting; may have initiated a few activities 
and not persisted for very long. Others were much more likely to initiate hobbies or prompt initiation. 

Person is NOT AT ALL MOTIVATED to seek out hobbies and recreational 
activities; nearly total lack of initiation and persistence in hobbies or recreational activities. 
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[NOTE: Rating is based on both of pleasurable activities and that these 
are experienced. When there are reports of several different activities occurring, need to clarify if 
these happened on same or different days.] 
 

At least A FEW (3) different types of pleasurable experiences, experienced daily. 
At least A FEW (3) different types of pleasurable experiences, experienced more 

days than not. 
1 or 2 different types of pleasurable experiences, experienced more days than 

not. 
1 type of pleasurable experience, experienced on just a few days. 

No pleasurable experiences. 
 
 

[NOTE: Ratings are based on total regardless 
ofdays on which they are expected to occur] 

• 

Expecting MANY (7 or more) pleasurable experiences. 
Expecting enjoyment from SEVERAL (5-6) pleasurable experiences. 

Expecting enjoyment from a FEW (3-4) pleasurable experiences. 
Expecting a COUPLE (1-2) pleasurable experiences. 

Expecting NO pleasurable experiences. 
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When making the facial expression rating, consider facial movements across all parts of the face, 
including in the eyes (e.g., raised brows when surprised), mouth (smiling or grimacing), and mid-face 
(e.g., wrinkled nose when disgusted). 
 

WITHIN NORMAL LIMITS; frequent expressions throughout the interview. 
MILD DECREASE in the frequency of facial expressions, with limited facial 

expressions during a few parts of the interview. 
NOTABLE DECREASE in the frequency of facial expressions, with diminished 

facial expressions during several parts of the interview. 
SIGNIFICANT LACK of facial expressions, with only a few changes in 

facial expression throughout most of the interview. 
NEARLY TOTAL LACK of facial expressions throughout the interview. 

 
 

This item refers to prosodic features of the voice. This item reflects changes in tone during the course 
of speech. Speech rate, amount, or content of speech is not assessed. 
 

 
WITHIN NORMAL LIMITS. Normal variation in vocal intonation across interview. 

Speech is expressive and animated. 
MILD DECREASE in vocal intonation. Variation in intonation occurs with a limited 

intonation during a few parts of the interview. 
NOTABLE DECREASE in vocal intonation. Diminished intonation during several 

parts of the interview. Much of speech is lacking variability in intonation but prosodic changes occur in 
several parts of the interview. 

SIGNIFICANT LACK of vocal intonation with only a few changes in 
intonation throughout most of the interview. Most of speech is flat and lacking variability, only isolated 
instance of prosodic change. 

NEARLY TOTAL LACK OF change in vocal intonation with characteristic flat or 
monotone speech throughout the interview. 
 

Expressive gestures are used to emphasize what is communicated verbally through gestures made 
with the hands, head (nodding), shoulders (shrugging), and trunk (leaning forward, leaning back). 

WITHIN NORMAL LIMITS; uses frequent gestures throughout the interview. 
MILD DECREASE in the frequency of expressive gestures, with limited gestures in a 

few parts of the interview. 
NOTABLE DECREASE in the frequency of expressive gestures, with lack of 

gestures during several parts of the interview. 
SIGNIFICANT LACK of expressive gestures, with only a few gestures 

throughout most of the interview. 
NEARLY TOTAL LACK of expressive gestures. 

This item refers to the quantity of words spoken. Other speech abnormalities, such as disorganization, 
neologisms, or psychotic content are not rated here. For instance, a disorganized person may 
produce a large quantity of speech and have a low (normal) score on this item. 
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NORMAL AMOUNT of speech throughout the interview. Replies provide 
sufficient information with frequent spontaneous elaboration. 

MILD DECREASE in the quantity of speech, with brief responses during a few parts 
of the interview. 

NOTABLE DECREASE in speech output, with brief responses during several 
parts of the interview. 

SIGNIFICANT LACK of speech, with very brief answers (only several 
words) in responses throughout most of the interview. 

All or nearly all replies are one or two words throughout the entire interview. 
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l=White    5=Indian 
2=Black Caribbean   6=Pakistani                              
3=Black African        7=Bangladeshi                     
4=Black other    8=Chinese 
9=Other                                            

Use ICD 10    

Section 2

In a first interview, ask all questions 1 to 9. In a repeat interview, ask first, whether there have been any 
changes in the respondent's circumstances as assessed in Section 2. If the answer is yes, complete questions 
1 to 9. If the answer is no, go straight to Section 3.

 l=In paid employment    4=Unemployed  

2=In sheltered employment    5=Retired  

3=Training/education is main occupation  6=Other                                                                       
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             l=Live alone   4=With child/children under 18  

  2=With partner    5= With child/children over 18 

3=With parents   6=Other (please specify)     _____________________ 

 

01=House/flat (owner occupied)  06=Sheltered housing  

02=House/flat (Housing association)   07=Residential home  

03=House/flat (private rent)    09=Hospital ward  

04=Boarding out (incl. B+B)   10=No fixed abode                                                                        

05=Hostel, supported/group home  
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ACTIVITY NUMBER OF TIMES AMOUNT OF TIME 
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A. Community Health Care Services 

csriAa 

csriAb 
 

B Primary care nurse 

csriAc 

csriAd 

csriAe 
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 Neurology 
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(If you take more than 6 drugs, please record the details on the back of this form) 

 
E. Your Employment 

APPENDIX 4

NIHR Journals Library www.journalslibrary.nihr.ac.uk

98



Under each heading, please tick the ONE box that best describes your health 
TODAY  
 
 
MOBILITY  
I have no problems in walking about       

I have slight problems in walking about      

I have moderate problems in walking about      

I have severe problems in walking about      

I am unable to walk about        

 
 
SELF-CARE  
I have no problems washing or dressing myself     

I have slight problems washing or dressing myself     

I have moderate problems washing or dressing myself    
I have severe problems washing or dressing myself    

I am unable to wash or dress myself       

 
 
USUAL ACTIVITIES (e.g. work, study, housework,  
family or leisure activities)  
I have no problems doing my usual activities     

I have slight problems doing my usual activities    

I have moderate problems doing my usual activities    

I have severe problems doing my usual activities     

I am unable to do my usual activities      

 
 
PAIN / DISCOMFORT  
I have no pain or discomfort        

I have slight pain or discomfort       

I have moderate pain or discomfort       

I have severe pain or discomfort       

I have extreme pain or discomfort       

 
 
ANXIETY / DEPRESSION  
I am not anxious or depressed       

I am slightly anxious or depressed       

I am moderately anxious or depressed      

I am severely anxious or depressed       

I am extremely anxious or depressed      
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