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Objective: Many rating scales have been in use to evaluate various symptomatic domains, and
eventually there are too many scales to be selected and widely utilized in busy real-world
settings. Relevant, quick, and user-friendly assessment scales are needed to facilitate
measurement-based treatment of schizophrenia.
Methods: The authors created unique convenient assessment scales: Targeted Inventory on
Problems in Schizophrenia (TIP-Sz), and Functional Assessment for Comprehensive Treatment
of Schizophrenia (FACT-Sz). The TIP-Sz consists of 10 items (behavioral dyscontrol/
disorganization, hostility/agitation/violence, indifference/affective withdrawal/motor
retardation, symptoms on mood/anxiety/obsession/compulsion, insight/reality testing, social
competence/independence, adherence to treatment, therapeutic alliance/comfort of therapists
on the situation, overall prognostic impression, and subjective well-being/satisfaction with
therapy). They are all common and frequently problematic, and each item is rated from 0-10.
The FACT-Sz evaluates psychosocial functioning of patients with a score of 0-100, and is judged
entirely on an objective basis. Their correlations with the frequently utilized Positive and
Negative Syndrome Scale (PANSS), Global Assessment of Functioning (GAF), and Clinical Global
Impression-Severity subscale were determined.
Results: Data on 36 patients, assessed separately by four experienced psychiatrists, were
analyzed. Under an excellent interrater reliability among raters (Intraclass correlation
coefficients: 0.822-0.966), correlations among the scales were very high (Spearman's
p: 0.825-0.909), and other indicators of the scale were generally good. Specifically, the TIP-Sz
and FACT-Sz could be rated at 1/3-1/4 of time to complete the PANSS and GAF.
Conclusion: The TIP-Sz and FACT-Sz proved to be reliable and valid, which would be of value in
daily clinical practice as a minimum standardized assessment set.

© 2008 Elsevier B.V. All rights reserved.
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1. Introduction

In treating patients with schizophrenia, both symptoms
and functioning should be targeted. Traditionally, positive
symptoms have been the main target to intervene, while
negative symptoms were considered to be less amenable to

0920-9964/$ - see front matter © 2008 Elsevier B.V. All rights reserved.

doi:10.1016/j.schres.2008.08.013
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treatment with antipsychotics (Rummel et al, 2006; Buckley
and Stahl, 2007). Both symptoms have been reported to be
relevant to functional capacity (Perlick et al, 2008).

Conventionally, the brief psychiatric rating scale (BPRS,
Overall and Gorham, 1962), positive and negative syndrome
scale (PANSS, Kay et al.,, 1987), scale for assessment of positive
symptoms (SAPS, Andreasen, 1984), and scale for assessment of
negative symptoms (SANS, Andreasen, 1983), amongst others,
have been extensively used in the literature to measure so-
called core symptoms of schizophrenia. Each scale has strength
and weakness. Specifically, they are relatively time-consuming
and some items are similar in construct, bringing about
overemphasis in some aspects of illness and potential under-
estimation in others under the system of equally weighed
scoring. For instance, while positive and negative symptoms are
covered, important domains of cognitive symptoms, function-
ing, and subjective perspectives (Milev et al,, 2005) cannot be
adequately addressed through these scales.

Functioning has been assessed with global rating scales such
as the global assessment of functioning (GAF, American
Psychiatric Association, 1994) and social and occupational
functioning assessment scale (SOFAS, American Psychiatric
Association, 1994), although some components of subjective
quality of life assessment scales can be relevant to functioning
(Voruganti etal,, 1997). The problem about the GAFand SOFAS is
that in the former, both functional and symptomatic perspec-
tives are described altogether (Goldman, 2005), and the latter is
too vague, which may explain why these scales have been only
rarely utilized as an important endpoint in clinical trials.

To date, many rating scales have been in use to evaluate
each symptomatic domain (Lindenmayer et al., 2007) and
there have eventually been too many scales to be selected and
widely utilized in busy clinical settings. Alternatively, we do
not have a concrete agreement on which rating scales to use
in a given study, which is now decided at the discretion of the
investigators (Suzuki et al., submitted for publication).

On the other hand, psychiatrists in charge of treating
patients with schizophrenia at least assess problems (result-
ing from symptoms) as well as functioning in everyday
clinical practice. However, such evaluations are not usually
performed through a usage of quantitative scales, which is
attributable to a limitation in time and a lack of easy rating
scales (Burns and Patrick, 2007). Measurement-based treat-
ment is very important, although it has not yet been paid
adequate attention to in schizophrenia. For that purpose, the
authors created the following convenient and comprehensive
assessment scales: Targeted Inventory on Problems in
Schizophrenia (TIP-Sz) and Functional Assessment for Com-
prehensive Treatment of Schizophrenia (FACT-Sz).

In this report, correlations of the TIP-Sz and FACT-Sz with
the frequently utilized PANSS, GAF, and clinical global
impression-severity subscale (CGI-S, Guy, 1976) were exam-
ined to test their usefulness.

2. Methods
2.1. Backgrounds of the TIP-Sz and FACT-Sz
The TIP-Sz, which was created by a series of exhaustive

discussions by experienced clinical psychiatrists, consists
of 10 items as shown in Appendix A. These items are

designed to be comprehensive of highly common and
problematic issues in schizophrenia and are judged to be
of separate clinical significance. All items are highly
relevant in clinical management; for example, mutual
communication between clients and doctors (item 8) is
crucial although at times it can be problematic (Tamblyn
etal., 2007). Each item is rated from 0 to 10 with a possible
total score range of 0 to 100. For each item, the cutoff score
of 6 is intended to indicate somewhat acceptable clinical
status. Except for item 10, it is assessed on an objective
basis. Item 9 is based on all available information on the
patients and best knowledge of the assessors; otherwise
rating takes into account clinical status over the last one
week.

Our prior experiences with the GAF indicated that many
patients with schizophrenia showed a score range of 30's to
50's and most 20's to 60's (Suzuki et al., 2003, 2004a,b, 2005,
2007, 2008, in press). The FACT-Sz (refer to Appendix B) is
more explicit and designed to more widely differentiate
patients compared with the GAF and SOFAS. This scale
evaluates psychosocial functioning of patients within their
society with a score of 0 to 100, and is judged entirely on an
objective basis. An assumption is made where patients are
living alone and a degree of achievement over the last one
week is evaluated with a reflection on their own roles, while
acknowledging most patients are left with some degree of
functional difficulty. The FACT-Sz is supplemented with
impressions of the administrators and the cutoff score of 60
is intended to indicate somewhat acceptable functioning (i.e.
a provisional treatment goal), at which patients are
presumably outpatients and a clinical observation is likely,
the situations quite commonly encountered in everyday
practice. From a functional point of view alone, the score of
70's (minimal impairments) would indicate remission and
more than 80's (acceptable social functioning and indepen-
dence) recovery. If they remain in the 40's (marked
impairments) after adequate interventions, they may be
treatment-resistant. It is functioning that is assessed and in
contrast to the GAF, symptomatic descriptions should serve
only as a reference. Both scales are designed to be as
relevant, quick, and user-friendly as possible to administer.
While some scales advocate a score of 1-7 (e.g. the PANSS
and BPRS), we considered it is useful to make the scale so
that the best total score would be 100 (and the worst be 0)
because it is clear. Although a wider choice could be a source
of ambiguity, we thought it would let evaluators make
assessments in a flexible fashion. And because the Japanese
patients are highly accustomed to a score of 0-100 and can
give some intermediate score, 47 for instance, in the item 10
of the TIP-Sz, we selected that range instead of 0-10 for a
practical reason.

2.2. Statistical analyses

In order to investigate usefulness of the TIP-Sz and FACT-Sz,
the authors evaluated correlations of these new assessments
with the existing scales. Three groups of 12 patients, each group
of patients treated by one of us (TS, HT, and S.N.), were
independently rated by four clinically expert investigators (T.S.,
KN, HT, and S.N.). In total, 36 patients with schizophrenia,
according to the diagnostic and statistical manual of mental
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Table 1

Intraclass correlation coefficients of the scales

CGI-S 0.822 (95% confidence interval 0.728-0.895)
FACT-Sz 0.966 {95% confidence interval 0.944-0.981)
GAF 0.951 (95% confidence interval 0,.921-0.972)
PANSS 0.918 (95% confidence interval 0.869-0.953)
TIP-Sz 0.949 (95% confidence interval 0.917-0.971)

CGI-S:; Clinical global impression-severity; FACT-Sz: Functional Assessment
for Comprehensive Treatment of Schizophrenia; GAF: Global assessment of
functioning; PANSS: Positive and negative syndrome scale; TIP-Sz: Targeted
Inventory on Problems in Schizophrenia.

All correlations were significant at p<0.0001.

disorders, fourth edition (DSM-IV), were studied. At the time of
the interview, 50% of patients were admitted.

They were assessed with the following five measures: the
CGI-S, FACT-Sz, GAF, PANSS, and TIP-Sz. In this trial, the raters
were asked to rate the TIP-Sz and FACT-5z first in a half of
patients and the PANSS and GAF first in the rest of patients. An
encounter with each patient was limited to a maximum of 1 h.
And information in the medical chart mostly accompanied
with brief summary of patients was allowed to inspect as
necessary.

Intraclass correlation coefficients (ICCs) of the scales were
evaluated among the four raters as a measure of interrater
reliability. The data between inpatients and outpatients were
compared with the Mann-Whitney's U-test for discriminative
validity. For each investigators, Spearman's p between the
scales were calculated as a proxy of concurrent validity.
Additionally, because rating scales are frequently adminis-
tered by independent raters, the resuits by K.N., who was not
in charge of treating any patients and served as the reference
evaluator, were tested against the data rated by other
investigators. As for the TIP-Sz, Cronbach's ¢ and item-total
correlations were calculated for internal consistency and a
factor analysis (principal factor method) with varimax

Table 2
Spearman’s p among the scales

Rater TS. Rater KN. Rater HT. Rater S.N. Overall

FACT-5z versus 0.935 0.8%0 0.911 0927 0.909
GAF

FACT-52z versus -0.828 -0.876 -0.730 -0.820 -0.829
PANSS

FACT-5z versus 0.908 0.898 0.888 0.858 0.877
TIP-52

TIP-Sz versus CGI-S -0.882  -0,858 -0.843 -0.797 -0.834
TIP-Sz versus GAF 0.873 0.875 0.838 0.868 0.857
TIP-Sz versus PANSS -0.803  -0.906 -0.795 -0.893 -0.855
CGI-S versus -0907 -0.795 -0.846 -0816 -0.838
FACT-Sz

CGI-S versus GAF -0.850 -0.857 -0.850 -0.794 -0.833
CGI-S versus PANSS  0.894 0.851 0.814 0.771 0.825
GAF versus PANSS  -0.789  -0.869 -0.790 -0.864  -0.833

CGI-S: Clinical global impression-severity; FACT-Sz: Functional Assessment
for Comprehensive Treatment of Schizophrenia; GAF: Global assessment of
functioning; PANSS: Positive and negative syndrome scale; TIP-Sz: Targeted
Inventory on Problems in Schizophrenia.

All correlations were significant at p<0.0001.

Table 3
Spearman'’s p tested against the independent rater (K.N.)
Rater T.S. Rater HT. Rater S.N.

CGI-S 0.831 0.922 0,711
FACT-Sz 0958 0.958 0.949
GAF 0939 0.932 0.892
PANSS 0.930 0.889 0.849
TIP-Sz 0.953 0.964 0937

CGI-S: Clinical global impression-severity; FACT-Sz: Functional Assessment
for Comprehensive Treatment of Schizophrenia; GAF: Global assessment of
functioning; PANSS: Positive and negative syndrome scale; TIP-Sz: Targeted
Inventory on Problems in Schizophrenia.

All correlations were significant at p<0.0001,

rotation was performed to search for underlying structures. A
p-value of less than 0.05 was considered significant (two-
tailed). Analyses were performed with SPSS 15.0] for
Windows.

This investigation received ethical approval form partici-
pating sites. Written informed consent was obtained from all
patients.

3. Results

Demographic variables of patients are briefly summarized.
At the time of the interview, out of 36 patients, there were 18
inpatients and 18 female patients. The mean#+standard
deviation age was 47.6+14.7 years (range 23-74 years).

The data of meantstandard deviation on outpatients/
inpatients, were as follows: 82.3115.0/108.5£19.4 in the
PANSS, 54.849.2/33.319.7 in the GAF, 3.81+0.90/5.29+0.94
in the CGI-S, 71.4%8.2/49.5£9.8 in the TiP-Sz, 67.2+9.5/
39.6+13.8 in the FACT-Sz. The overall average score of 95.4
in the PANSS and 4.55 in the CGI-S corresponded to the
large data by Rabinowitz et al (2006), in which the mean
PANSS value was 92.4 when the CGI-S was 4 (n=1056) and
the mean PANSS value was 99.7 when the CGI-S was 5
(n=505).

As expected, there were significant differences between
outpatients and inpatients in all scales (p<0.0001 for all
between-group comparisons by the Mann-Whitney's U-test).

Table 4
Item-total correlations of Targeted Inventory on Problems in Schizophrenia
(the TIP-52)

Spearman's p
item 1 (behavioral dyscontrol/disorganization) 0.701
Item 2 (hostility/agitation/violence) 0.628

item 3 (indifference/affective withdrawal/motor retardation) 0,709
Item 4 (symptoms on mood/anxiety/obsessionfcomplusion) 0.370

Item 5 (insight/reality testing) 0.740
Item 6 (social competencefindependence) 0.800
Item 7 (adherence to treatment) 0.824
Item 8 (therapeutic alliance/comfort of therapists on 0.746
the situation)

Item 9 (overall prognostic impression) 0.870

Item 10 (subjective well-beingfsatisfaction with therapy) 031

Except for item 10 {(p=0.0002}, all correlations were significant at p<0.0001.
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Table 5

Factor analysis of Targeted Inventory on Problems in Schizophrenia (the TIP-Sz)
Factor 1 Factor 2 Communality
(=0.918) (x=0.513)

Item 1 0.746 -0.043 0.558

ftemn 2 0.556 0.239 0.367

Item 3 0.695 0.085 0.490

Item 4 0.089 0.686 0479

Item 5 0.887 -0.195 0.826

Item 6 0830 0.099 0.699

Item 7 0.745 0263 © 0624

item 8 0.721 0252 0.583

Item 9 0.948 0.050 0.904

Item 10 0.025 0.548 0.301

Eigenvalue 5.228 1487

Contribution ratio (%} 48.100 10.209

By the principal factor method.

Distributions of the sample in the average GAF score were as
follows: 20's N=8, 30's N=7, 40's N=4, 50's N=15, 60's N=1,
80's N=1. Those in the FACT-5z were: 20's N=6, 30's N=3, 40's
N=5, 50's N=5, 60's N=11, 70's N=4, 80's N=2. The score of
the FACT-Sz was significantly higher than the GAF score
among outpatients (p<0.0001), while difference was less
significant among inpatients (p<0.05 by the Mann-Whitney's
U-test).

ICCs of the scales indicated an excellent agreement among
evaluators (Table 1). Spearman's p among the scales are
shown in Table 2. There were significant interactions
between assessments and specifically the correlation
between the TIP-Sz and FACT-Sz was highly robust. The
correlations between the data by the reference assessor
(K.N.) versus those completed by the other three investi-
gators are shown in Table 3, which again indicated solid
relationships.

Cronbach's a of the TIP-Sz was good at 0.865. Item-total
correlations were generally high and ranged from 0.311 (item
10, p=0.0002} to 0.870 (item 9, p<0.0001) (Table 4). Under
the Kaiser-Meyer-Olkin measure of sampling adequacy of
0.876 (i.e. meritorious), a factor analysis of the TIP-5z (Table 5)
found two structures, accounting for 58.3% of the total
variance. Factor 1 consisted of items 1,2, 3, 5,6, 7,8,and 9,
and Factor 2 consisted of items 4 and 10.

it took about 45 min to complete a set of the PANSS and
GAF for firstly encountered patients, while it took about
15 min to complete the TIP-Sz and FACT-Sz. As for assess-
ments by the primary care psychiatrist who has known
the patient for a while, it took about 20 min to measure
the PANSS and GAF, and about 5 min to rate the TIP-Sz and
FACT-Sz.

4. Discussion

Measuring problems and functioning in schizophrenia is
crucial in determining treatment strategies. However, this
task is not always simple partly because of various domains to
be addressed and a lack of efficient rating scales. We
investigated clinical utility of two new rating scales for that
purpose: Targeted Inventory on Problems in Schizophrenia
{TIP-Sz) and Functional Assessment for Comprehensive

Treatment of Schizophrenia (FACT-Sz), in relation to com-
monly used scales of the PANSS, CGI-S, and GAF. Under a high
agreement among investigators, these measures were accep-
tably and significantly correlated. Furthermore, the set of TIP-
Sz and FACT-Sz could be completed at the expense of one-
third to one-fourth of the time to finish the set of PANSS and
GAE.

Creating a rating scale is a demanding task. Ideally it
should not be too lengthy or too oversimplified, while
maintaining clinical comprehensiveness and relevance. The
PANSS consists of 7 positive, 7 negative, and 16 general
psychopathology subitems, Separate constructs are suggested
{Von Knorring and Lindstrom, 1995) and a total score of 90 for
instance will surely mean a different thing in different
patients. Treatment response should be interpreted in the
context of characteristics of patients (Leucht et al., 2005).
However, patients with similar scores are frequently treated
similarly in clinical trials. Training is required for improved
agreements (Miiller et al, 1998). And recently a room for
improvement in the PANSS, especially in the general
psychopathology subscales, has been suggested (Santor
et al, 2007). Moreover, even with 30 items, it may still
capture only a tip of the iceberg (Mortimer, 2007).

On the other hand, the Clinical Global Impression —
Schizophrenia scale (CGI-SCH, Haro et al., 2003} is composed
of five items (ie. positive, negative, depressive, cognitive
symptoms, and overall severity) and each is assessed with a
score of 1-7. It is indeed quite simple and relevant, never-
theless, it may be too simplified and vague. Other user-
friendly assessments might include the Revised Global Qut-
come Assessment of Life in Schizophrenia (Revised GOALS,
Naber and Vita, 2004) and the Investigator's Assessment
Questionnaire (IAQ, Tandon et al., 2005), however, they are
rather weak in symptomatic perspectives. Global ratings on
functioning have only infrequently constituted an important
outcome in clinical studies. The TIP-Sz and FACT-Sz were
designed with these issues in mind. The authors think their
pragmatic brevity is worth wide utilization as a minimum
standardized assessment set; namely problems and
functioning.

Limitations of this investigation should be noted. First,
the scale was developed through extensive discussion by
clinically experienced psychiatrists, instead of item gen-
eration and depletion through preliminary interviews. But
the authors believe rich clinical experiences can substitute
this process. Second, the number of participants was
limited, however, the correlations among scales were
robust enough. Third, in this cross-sectional survey, some
quality indicators of rating scales were not addressed such
as sensitivity to change, although most of the items are
likely to change for the better following a successful
treatment. Fourth, the scales have been developed to
exclusively assess patients with schizophrenia. And it is
important to note that assessments were performed
by clinical experts in psychiatry who had extensively
discussed the content before. Therefore, it is possible
that these ratings might take more time with potentially
less optimal agreements for those with limited clinical
experiences.

Fifth, while quality indicators of the scales were generally
good, those on items 4 and 10 in the TIP-Sz were relatively
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poor. This was mainly because not all patients had major
affective andjor anxiety problems (item 4) and some highly
disorganized inpatients gave extremely divergent scores
(e.g. 100 at one time and 0 at another occasion) to their
lives (item 10). Depending on the interviewer, outpatients
occasionally gave some inconsistent scores on item 10 as
well.

Since inpatients recruited had severe symptoms as
reflected by the average baseline PANSS of 109, GAF of 33,
and CGI-S of 5.3, we reanalyzed the data on only outpatients
to see if correlations could change in less severe (and
potentially more reliable) pepulation. We found that the
correlation of item 4, which assesses mood and anxiety
problems, to total got much higher to 0.613. Given a clinical
relevance of comorbid mood and anxiety problems in the
management of schizophrenia including pharmacotherapy
(Green et al., 2003), we think it is reasonable not to delete the
itemn from the list. ’

On the other hand, analysis of data on outpatients only
showed a slight numerical increase of item10 to total
correlation to 0.387, indicating reliability among outpatients
was still not sufficient, which was all the more true among
severe inpatients. Nevertheless, no one would argue against
the fact that subjective psychological well-being in schizo-
phrenia is definitely crucial and has been a target of
extensive research. A failure to find a high correlation in
our sample would never indicate that this item should be
omitted.

Presumably two factors are worthy of consideration.
First, as for highly disorganized patients, they may not be
able to give consistent answers depending on the situa-
tions, therefore, it might be useful to ask the same question
at the very end of the encounter for consolidation and
obtain the average score. Second, as for stable (out)
patients, there might be a discrepancy between subjective
and objective perspectives, a relation of which may be
negatively moderated by cognitive ability (Brekke et al.,
2001).

This notion was not incompatible with a nearly significant
inverse correlation (p=0.0594) between item 5 (insight/
reality testing, for which cognition is broadly determinant)
and item 10 among outpatients. Thus, we think retaining the
itemn 10 is important. Still, it could be the fact that a clinical
implication of subjective perspectives could be somewhat
different from objective (and societal) ones. Frequently
subjective standpoints are bothered by intrinsic cognitive
impairments, A cognitive mediation of subjective viewpoints
is another issue to be addressed in the future. Taken together,
we believe items 4 and 10, identified as the Factor 2 by a factor
analysis, are indispensable and would represent more sub-
jective problems.

Finally, correlations with only a limited number of
existing scales were examined, thereby making the study
as preliminary, although the PANSS and CGI-S have
extensively been used in clinical trials. The GAF might be
of questionable value in outcome assessment (Moos et al.,
2002) and has been utilized to a much lesser extent, which
may result from problems in it; concomitant description
of symptoms and functioning. The FACT-Sz tried to avoid
such a contamination and be more explicit on psychosocial
functioning.

Actually, while the GAF scores showed expected distribu-
tions of 30's to 50's in the majority of occasions, the FACT-Sz
was more successful in widely differentiating patients in
terms of functioning. A clinical suggestion on recovery,
remission, and treatment-resistance is a unique feature of
the FACT-Sz. A better social functioning in schizophrenia is
an absolutely critical endpoint and can be equivalent to the
ultimate goal of avoidance of vascular complications in
diabetes mellitus, while less severe symptoms may be similar
to a better glycemic control. Nevertheless, the FACT-Sz could
have been tested against more recent and sophisticated scales
on functioning such as the Personal and Social Performance
scale (Morosini et al, 2000) or the GAF-Split version
(Pedersen et al., 2007), both of which were made for a better
clarity.

Furthermore, the correlations between these new scales
and other measures assessing quality of life, subjective well-
being, attitude towards medications, or cognition, all of which
are indispensable and contribute to a complex clinical picture,
should be investigated {Hofer et al., 2004; Santone et al,
2008). The authors acknowledge a problem in overly relying
on symptoms only {Collins et al., 1991) and believe that other
important aspects of illness management should be supple-
mented with appropriate (subjective) scales as necessary
(Burlingame et al., 2005).

No one single rating scale would be sufficient for
schizophrenia and the TIP-Sz and FACT-Sz may need future
revisions. A lack of detailed anchor points for each item is a
weakness in the TIP-Sz. These limitations notwithstanding,
correlation was highly tight between them. Problems asso-
ciated with symptoms should be always targeted. Psychoso-
cial functioning may be hard to define and substantiate
(Priebe, 2007). However, it should be evaluated when
improved outcomes (i.e. remission and recovery) or treat-
ment-resistance (Peuskens, 1999) are to be addressed (Bowie
et al, 2006; Helldin et al, 2007), although remission is
currently defined by severity of symptoms together with a
duration of stability (Andreasen et al., 2005; van Os et al,
2006; Honer et al., 2007).

Future studies on the TIP-Sz and FACT-Sz are necessary. It
is important to more thoroughly investigate their correlations
with the conventional gold standards such as the PANSS,
SAPS, SANS, and BPRS for instance, and with the more recent
comprehensive assessments including the CGI-SCH, Revised
GOALS, and IAQ, As for the TIP-Sz, empirical cutoff scores of 4
and 6 should be verified in diverse schizophrenia patients. A
potential for differential weighing of the itemns is also worthy
of consideration because some (groups of) items are,
depending on the individual stage and course of the illness,
certain to be more relevant than others. As for the FACT-Sz, it
is crucial to examine its relationship with symptomatic
scores because functional definitions of recovery, remission,
and treatment-resistance lack consolidation by clinical
data. Sensitivity to change of these new scales should be
evaluated in the context of changes in other established
assessments (e.g. 30% or more decrease in the PANSS) for a
clearer interpretability.

The TIP-Sz and FACT-Sz proved to be reliable and valid,
which would be of value in daily clinical practice for
measurement-based treatment of schizophrenia because
they are rather quick to be evaluated by the primary care
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psychiatrists. Additionally, their potential role in interven-
tional trials warrants further investigations.
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Appendix A. Targeted Inventory on Problems in
Schizophrenia: The TIP-Sz

Note: This assessment scale consists of 10 items, and
each item may be interrelated but measures different
aspects of the iliness. Only item 10 is assessed subjectively.
Items 1-8 are evaluated based on the average status of
patients over the last week and are evaluated entirely on
an objective basis through careful monitoring of patients
regardless of whether they acknowledge or deny the
presence or absence. The total score can range from 0
to 100, with higher scores indicating better clinical status.
For each item, the cutoff score of 6 serves to be an indication
of somehow acceptable situations where clinical observa-
tion would be appropriate with outpatient status being
likely, while the cutoff score of 4 will be indicative of
unacceptable situations with inpatient setting being prob-
able, If the item contains more than two problems, rate
according to the most severely afflicted problem and it
should be documented (for example, if a patient shows
mild obsessive-compulsive, moderate depressive and severe
anxiety symptoms, shefhe will be given a score of 2 on the
item 4). When patients show an intermediate status
between two descriptions, they will be scored as such. For
instance, when the evaluator has an impression of good
prognosis, the patient will be given a score of 9 in the item 9.
When social competence and independence are question-
able with both out- and inpatient status being possible,

a score on the patient is 5. The points will be briefly sum-
marized below.

1. Behavioral dyscontrol and disorganization
This item assesses the degree of actual loss of self-control
and organization in conversation and behavior, which
can be a manifestation of delusions and hallucinations,
irrespective of confession of patients.

2. Hostility, agitation and violence
Whether or not patients are psychotic, they may show
these symptoms, the presence of which is critical for a

safety management of self and others.

3. Indifference, affective withdrawal and motor retardation
These symptoms very frequently coexist. This item
assesses the extent of how patients are indifferent to
the surroundings and desocialized, and emotionally or
physically restricted. Restrictions owing to deficits in
mood, passivity and being sedentary are evaluated.

4. Symptoms on mood, anxiety, obsession and compulsion
Frequently, these symptoms are not only bothersome to
patients but also important from the viewpoint of
management including pharmacotherapy. This item is
rated according to the most severely afflicted symptom
and it should be documented.

5. Insight and reality testing
This item evaluates insight of patients toward the illness
and how they regard the past, current situation and future
perspectives. Thought content is evaluated from the view-
point of the societal norm for dcceptability and deviance.

6. Social competence and independence
Social ability is evaluated in terms of independence and
living capacity. Self-care capability including appearance,
communication and working skills will be relevant. If
patients present with a lower score, they will be treated in
hospitals or other assisted facilities.

7. Adherence to treatment
Adherence to therapy, which is one of the most important
determinants of a successful treatment, is assessed, For
inpatients, assume they were left alone, and how
adherent they would be, is guessed. Willingness to accept
treatment is assessed for first episode patients.

8. Therapeutic alliance and comfort of therapists on the
situation
This item assesses from the side of therapists overall
therapeutic circurnstances. This will deal with cooperative
interactions among therapists, patients, and the people sur-
rounding them (e.g. family and caregivers). Administrators
can frankly rate how comfortable they are with the situations.

9. Overall prognostic impression
This item is assessed based on all available information on
the patients and best knowledge of the assessors.

10. Subjective well-being and satisfaction with therapy
Subjectively, patients are asked to rate the average life status
over the last week on a 0-100 point scale. Never fail to tell
them to take perceived effectiveness of the medications into
account, if already treated. The item isintended to be a simple
representative of subjective quality of life.
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10 9 8 7 6 5 4 3 2 1 0
1. Behavioral dyscontrol/ Nene Mild, negligible Moderate, slightly Marked, notably Severe, Extreme,
disorganization and acceptably dyscontrolled or dyscontrolled or significantly completely lost
organized disorganized disorganized dyscontrolled or self or frankly
disorganized disorganized
2. Hostility/agitation/ None Mild, negligible Moderate, Marked, Severe, mostly Extreme,
violence occasionally hostile frequently hostile hostile or completely
or agitative but with or agitative with agitative with hostilé or agitative
minimal actual occasional frequent and always violent
violence violence violence
3. Indifferencefaffective =~ None Mild, negligible Moderate, minor Marked, Severe, Extreme, frank
withdrawal/motor restriction, restriction, some inadequate and significant restriction
retardation acceptable interaction with notable restriction, few
interaction others restriction, limited interaction with
with others interaction with others
others
4, Symptoms on mood/  None Mild and Moderate and some Marked and some Severe and some Extreme and
anxiety/obsession/ clinical mode of mode of mode of intensive
compulsion observation interventions may be  interventions will intensive interventions will
will be considered be seriously interventions be definitely
appropriate considered will be indicated indicated
5. Insight/reality testing  Excellent Fair Intermediate and Poor and Severely Most problematic
equivocal inadequate problematic
6. social competence/ Excellent Fair and largely Intermediate but Poor, inadequate Severely Most problematic
independence and totally  independent outpatient setting is and inpatient problematic and and totally
independent likely, however, some  setting is likely mostly dependent
social support is dependent
necessary
7. Adherence to Complete Adequate Partial but somehow Partial, inadequate Minimal (about Completely non-
treatment (100%) (about 90%) acceptable (about {about 50%) or 30% or less) or adherent or
70%) or slightly unacceptably terribly instantly
overdosing overdosing overdosing overdosing
8. Therapeutic alliance/  Best and Largely Intermediate and Poor, inadequate Severely Most problematic
comfort of therapistson  therapists acceptable, therapists find some problematic and therapists are
the situation feel very satisfactory difficulty under a continuous
comfortable discomfort and
pressure
9. Overall prognostic Excellent Fair Intermediate or Poor Severely Most problematic
impression equivocal problematic
10. Subjective well- Excelient Good Fair (subjective score Bad (subjective score Severely problematic  Most problematic
being/satisfaction with  (subjective  (subjective of 60's) of 40's) (subjective score (subjective score
therapy (including score of 100) score of 80's) of 20's) of 0-9}
perceived effectiveness of
medications)

Appendix B. Functional Assessment for Comprehensive
Treatment of Schizophrenia: The FACT-Sz

Note: Assume a status where patients are living alone
without assistance. Social functioning is judged from what
patients could actually perform with a reflection: of what is
expected to perform on the basis of their respective social
role (i.e. workplace, school or house) over the last one week.
The cutoff score of 60 or more should be sought as a goal of
treatment. It is social functioning that is measured with this
scale and the severity of symptoms is described only to
serve as a gross guidance. It is advisable to determine a
score as it wouid roughly represent what percentage of
their respective roles they are satisfying. The descriptions
in [ftalic would indicate impressions on the side of the
therapist. Read from the lower scores and rate patients
where applicable.

90-100 No impairments, with or without some subjective
efforts

The status will be classified as a complete social functioning.

Patients can play their social role to a 100%. Even if
patients have some minor complaints and they may find them
just a little bothersome, symptoms, if any, are not noticeable
by others. Interpersonal relationships are quite natural. They
are socially completely independent and show a complete
functioning just like healthy counterparts.

The score of 100 means a complete functioning without
any problems at all.

80-89 Acceptable social functioning and independence

This would realistically be the best goal of treatment (i.e.
recovery).

Patients somehow adapt themselves to the circumstances
with an overall success and they can perform almost all of what
they are supposed to do. They are eventually independent,
while subjective evaluation may not be so good. However, they
are acceptable, at least objectively. For all items, they are likely
to show only minimal severity in the conventional rating scales
of schizophrenia. They hardly look pathological. They show
largely acceptable functioning in a competitive situation.
Financially, they will be somehow independent.



