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Abstract

Int roduct ion:  The aim of this study was to validate the Spanish version of the St rauss and 
Carpenter Prognost ic Scale for Schizophrenia (St rauss and Carpenter, 1977).
Met hod:  We performed a mult icenter, longitudinal, descript ive study. Forward and 
backt ranslat ion of the original scale was performed. The sample was composed of persons 
diagnosed with schizophrenia aged between 18 and 65 years. We calculated interrater 
reliabilit y, const ruct  validity according to the Global Assessment  Scale (GAS), Sat isfact ion 
with Life Domains Scale (SLDS), the Global Clinical Impression-Schizophrenia (GCI) scale, 
The World Health. Organizat ion Short  Disabilit y Assessment  Schedule (WHO-DAS) and 
the Posit ive and Negat ive Syndrome Scale (PANSS), and predict ive validity at  the 1-year 
follow-up using three criterion measures of the GCI, WHO-DAS and GAS scales.
Result s: The internal consistency coeficient (Cronbach’s alpha) was 0.70. The intra-
class correlation coeficient ranged from 0.54 to 0.99, except for item 5 (resources for 
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Introduction

Schizophrenia is a serious mental disorder which 
affects 1.1% of the population and exhibits aetiological, 
physiopathological and cl inical heterogeneit y. 1 It  is 
regarded by the WHO as one of the most  disabling 
disorders and a priority healthcare issue of this century. It  
is a disease which affects behaviour, percept ion, cognit ion 
and emot ional makeup, and it  produces a deteriorat ion of 
dif ferent  aspects of normal funct ioning. The severity and 
chronic nature of schizophrenia have acted as a st imulus to 
research on the socio-demographic and clinical variables, 
which could serve as predictors of long-term funct ioning.2

Pat ient s wit h schizophrenia show heterogeneous 
outcomes.3 10 years after the onset  of the disease, 25% of 
pat ients have recovered, 25% have improved considerably, 
25% have improved but  need social support , 15% have 
been hospitalized and fail to improve, and the remaining 

10% have died. 4,5 These highly signif icant  dif ferences 
in prognosis mean that  there is a need for research on 
predictors, which indicate how the disease will progress, 
so that  validated inst ruments, that  can reliably predict  
it s prognosis, are made available. Thus, it  is important  to 
determine predictors of level of funct ion in schizophrenia, 
so that  we can analyze the processes which affect  the 
development  of the disease and evaluate the eff icacy of 
t reatments.6 If  we have robust  prognost ic predictors, it  
will be possible to diversify t reatment .7 The ident if icat ion 
of pat ients with a poor outcome, who will require a greater 
degree of intervent ion on the part  of the community, is 
crucial in order to design effect ive health care plans.8

Strauss and Carpenter developed and published a scale 
which aim is to predict  the prognosis for schizophrenia 
pat ients more effect ively.9 The inst rument  was developed 
as a result  of a 5-year longitudinal study and it  includes 
variables which predict  how the disease will progress.6 The 
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Adaptación y validación española de la Escala Pronóstica para la Esquizofrenia  

de Strauss y Carpenter

Resumen

Int roducción:  El obj et ivo del estudio fue adaptar y validar en castellano la Escala 
Pronóst ica para la Esquizofrenia de St rauss y Carpenter (St rauss y Carpenter, 1977).
Mét odo:  Se t rata de un estudio mult icént rico, longitudinal y descript ivo. Se realizó una 
t raducción y una ret rot raducción de la escala. La muest ra se compuso de suj etos de 18-
65 años diagnosticados de esquizofrenia. Se calculó la iabilidad entre evaluadores, la 
validez de const ructo con las escalas EEAG, SLDS, ICG, WHO-DAS y PANSS, y la validez 
predict iva respecto a 3 variables criterio al año medidas con las escalas ICG, EEAG y 
WHO-DAS.
Result ados: El coeiciente de consistencia interna (alfa de Cronbach) fue 0,70. El 
coeiciente de correlación intraclase osciló entre 0,54 y 0,99, excepto en el ítem 5 
(Recursos para el t ratamiento ut il izados actualmente), que fue —0,13. Respecto a la 
validez de constructo, la correlación fue signiicativa entre las diferentes escalas, con 
una p < 0,01, excepto con la escala SLDS, donde la correlación fue igualmente signii 
cat iva, pero con un valor mayor (p < 0,05). Respecto a la validez predict iva, la puntuación 
total de la St rauss-Carpenter correlaciona con un alfa < 0,01 con las t res puntuaciones 
criterio al año (ICG, EEAG y WHO-DAS).
Conclusiones: La adaptación española de la escala pronóst ica de esquizofrenia de St rauss-
Carpenter es iable, válida y permite predecir un curso deteriorado de la enfermedad.
© 2009 Sociedad Española de Psiquiatría y Sociedad Española de Psiquiatría Biológica.
Publicado por Elsevier España, S.L. Todos los derechos reservados.

the current  t reatment ), which was –0.13. The correlat ion between the dist inct  scales 
(measuring construct validity) was signii cant, with a p-value of < 0.01, except for the 
SLDS, which showed a higher p-value (p < 0.05). The St rauss-Carpenter score correlated 
with all three scores at  1 year (GCI, GAS and WHO-DAS) with an alpha of less than 0.01, 
showing good predict ive validity.
Conclusions:  The Spanish adaptat ion of the St rauss and Carpenter prognost ic scale is 
reliable and valid and allows a more severe disease course to be predicted.
© 2009 Sociedad Española de Psiquiatría and Sociedad Española de Psiquiatría Biológica.
Published by Elsevier España, S.L. All rights reserved.
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scale consists of 17 items, which are awarded scores from 
0 to 4 by Likert type scales. When the total score for the 
items is added up, it  enables a total prognost ic score to 
be obtained, with higher scores corresponding to a bet ter 
prognosis.

Although the St rauss-Carpenter scale has been widely 
used to evaluate the prognosis of schizophrenia pat ients, 
few studies have invest igated its psychomet ric propert ies. 
Gaebel et  al.10 (1987) found that  the St rauss-Carpenter 
scale was bet ter than other prognost ic scales used in their 
study in terms of prognost ic validity.

In this study we show that  the Spanish adaptat ion of 
the St rauss-Carpenter Scale for predict ing schizophrenia 
outcome is a reliable and valid inst rument  for measuring 
both current  level of funct ion and the prognosis for 
schizophrenia pat ients.

Methodology

Design

This is a mult i-cent re, longitudinal, descript ive study which 
aims to validate the St rauss-Carpenter Outcome Scale for 
Schizophrenia by analyzing its inter-assessor reliabilit y, it s 
validity as a const ruct  by analyzing its convergent  validity 
and its empirical predict ive validity by correlat ing its 
scores with three criterion variables of level of funct ion 
after one year.

Subjects

The st udy includes 137 pat ient s diagnosed wit h 
schizophrenia and receiving t reatment  at  four cent res: 
Hospital Clínic of Barcelona, Hospital of Mataró, 
Psychiat ric Universit y Hospit al  Pere Mata Inst it ut e of 
Reus and Sant  Joan de Déu-SSM in Barcelona.  The 
inclusion crit eria were:  age f rom 18 t o 65 years;  DSM-IV-
TR diagnosis of  schizophrenia and residence in t he area 
covered by the healthcare service. Exclusion criteria 
included current  hospit al izat ion in a medium or long-stay 
unit  and comorbidit y in which t he disease was associated 
wit h learning dif f icult ies.  Al l  t he subj ect s gave t heir 
informed consent  in writ ing.

Procedure

The original scale was independent ly t ranslated from 
English into Spanish by two dif ferent  nat ive t ranslators 
who were specialized in the f ield of mental health. On 
the basis of the t ranslat ion and its backt ranslat ion, the 
authors of this art icle reached a consensus on the clinical 
content  of the items. During this phase of the study, the 
phrasing of item 4 on the scale was changed, substituting 
the original adjective “heterosexual” for “intimate”, given 
that homosexuality is no longer included as a disorder in 
the DSM-IV-TR. Once a consensus was reached about  the 
content , the version which was obtained was backt ranslated 
again by the nat ive t ranslators.

Prior to the definit ive study, a pilot  test  was conducted 
on a group of subj ects with schizophrenia to ensure that  

the scale could be understood. This test  demonst rated that  
the scale was properly adapted and comprehensible.

A data collect ion protocol prepared specif ically for 
the study was applied. The pat ients were independent ly 
assessed by two invest igators. One of them collected 
the socio-demographic data of the pat ients, and then 
administered the following scales:

—  The St rauss-Carpenter Outcome Scale for Schizophrenia.6 
By adding up the item scores a total prognost ic score 
can be obtained. The higher the score, the bet ter the 
prognosis.

—  The Posit ive and Negat ive Syndrome Score (PANSS) for 
Schizophrenia developed by Kay et  al. ,11 and t ranslated 
and validated by Peralta and Cuesta.12 It  evaluates posit ive 
and negat ive symptoms and general psychopathology. 
The higher the score, the more severe the symptoms.

—  The Global Clinical Impression Scale (GCI).13 It  evaluates 
the severity of the clinical symptoms. The higher the 
score, the more serious the disease.

—  The Global Assessment  Scale (GAS).14 It  evaluates the 
level of funct ion of people with mental disease. The 
higher the score, the bet ter the level of act ivity.

—  The Abbreviated version of the Disabilit y Assessment  
Scale (WHO-DAS).15 It  evaluates the impact  of the state 
of a person’s health on his/her level of function, which 
enables his/ her limitat ions or disabilit y to be assessed. 
The higher the score, the greater the disabilit y.

—  The Sat isfact ion with Life Scale (SWLS).16 It  assesses 
personal sat isfact ion in 15 areas. The higher the score, 
the higher the level of sat isfact ion.

The second assessor only administered the St rauss-
Carpenter scale, without  knowing the scores obtained by 
the other invest igator.

To invest igate the predict ive validity of the scale, a 
further assessor who was unfamiliar with the results from 
the previous year, performed a second assessment  of the 
pat ients one year later.

Statistical Analysis

The normality of the dist ribut ions was compared using 
the combined skewness-kurtosis test . The homogeneity of 
the scale items (internal consistency) was evaluated by 
calculating Cronbach’s alpha coefficient. The intraclass 
correlat ion coeff icient  was used to calculate inter-assessor 
reliabilit y. To invest igate the convergent  const ruct  validity 
of the scale, Pearson’s correlation of the Strauss-Carpenter 
scale with the scores from the f irst  GCI, PANSS, GAS, WHO-
DAS and SWLS scale assessment  was calculated, based on 
the following hypotheses: patients expected to show good 
funct ioning in the long term, measured on the St rauss-
Carpenter scale, present  a current ly less severe clinical 
state (measured by GCI scores), with fewer symptoms 
(PANSS), a bet ter level of funct ion (GAS and WHO-DAS) and 
greater sat isfact ion with life (SWLS).

In order to invest igate predict ive validity, two calculat ions 
were made, one of the total on the St rauss-Carpenter 
scale compared to the criterion scores, in which Pearson’s 
correlat ion was used (given that  the total scores, which 
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are quant itat ive, were recorded), and another comparing 
the scores for each of the St rauss-Carpenter items and the 
same criterion scores, in which Spearman’s correlation was 
used (given that  the scores for the St rauss-Carpenter scale 
items were scored in ranking order). The criteria scores 
were taken from the WHO-DAS, GCI and GAS scales one 
year after the init ial St rauss-Carpenter assessment .

In the case of lost  values, these were assigned depending 
on the rest  of the responses to the items on the scale.

All the analyses were performed using the Stat ist ical 
Package for Social Sciences (SPSS) program (version 14.0). 
p < 0.05 values were t reated as signif icant .

Results

Socio-demographic Variables

27.7% of the 137 pat ients who made up the sample were 
female and 72.3% were male. The average age was 36.9 ± 
10.26 years. 80.9% were single, 13.2% had a partner and 
5.9% were separated or divorced. 21.9% were working, 
3.6% did housework, 2.2% were students and 63.5% were 
disabled and unable to work.

The average age of onset  of the disease was 23 ± 7.18 years; 
the calculat ion of the 90th percent ile of the dist ribut ion 
indicates that  90% of the values accumulate after 33 years. 
With respect  to the subtype of schizophrenia, 77.2% had 
been diagnosed with paranoia; 10.3% with undif ferent iated 
schizophrenia; 8.8% with residual schizophrenia and 0.7% 
with catatonic schizophrenia. 47.45% had a family history 
of psychiat ric disease. 8.76% of the pat ients had failed to 
finish their studies, 46.72% had completed their primary 
educat ion and 36.5% their secondary educat ion, and 8.03% 
had higher educat ional qualif icat ions (table 1).

The skewness-kurtosis test  indicated that  the inst rument  
presents a homogeneous and normal dist ribut ion (0.2; 
p = 0.90).

Reliability Analysis

With respect to the calculation of Cronbach’s alpha value 
for the test  items, a lost  value meant  that  the test  value 
had to be corrected, the result  being that  a value of 0.6997 
was obtained for a total of 21 items.

Inter-assessor reliabilit y was analyzed in a subsample of 
59 of the 137 pat ients included in the study. The skewness-
kurtosis test  (0.65; p = 0.72) performed on the subsample 
indicates that  normality was maintained and that  it  was 
representat ive of the original sample. Table 2 depicts 
inter-assessor reliabilit y, showing an int raclass correlat ion 
of the total score for the scale of 0.94. With respect to 
the int raclass correlat ion of each of the items scored on  
the scale, it is high for all of the items, except for item 5  
(r = – 0.13) (“Resources currently used for treatment”).

Validity Analysis

Table 3 shows Pearson’s correlation for the different 
inst ruments used to analyze the construct  validity of the 
scale. The correlation is significant and as expected between 

the different  scales, with a p < 0.01 for all the inst ruments, 
except on the SWLS scale, in which the correlation is equally 
signif icant  but  has a higher p value (p < 0.05).

With respect to its predictive validity, table 4 lists two 
t ypes of informat ion: one is the correlat ion between the 
scale total and the criterion scores (GAS, WHO-DAS and 
GCI) after one year, and another is the correlat ion between 
each of the predictor items, taken independent ly, and the 
score for the same criterion variables. With respect  to 
the former, the total St rauss-Carpenter score correlates, 
with an alpha value < 0.01, with the three criterion scores 
after one year. With respect  to the lat ter, the St rauss-
Carpenter items, which showed the highest  correlat ion 
with the criterion variables (GAS, WHO-DAS and GCI), 
are the social class of the family of origin (item 2), most  
frequent  int imate relat ionships in the previous year (item 
4) and the length of time since hallucinations or delirium 
f irst  occurred (item 11a) (a ≤ 0.01). The items amount of 
useful work performed in the previous year (item 1a) and 
usual standard of useful work in the previous year (item 
1b) had an alpha value of ≤ 0.05. Items such as previous 
hospitalizat ions (item 10), the longest  period during which 
severe psychiat ric symptoms have persisted more or less 
cont inuously (item 11b), and the longest  period in which 
any signif icant  psychiat ric symptom has been present  (item 
11c), show signif icant  correlat ions (0.05) with the GAS and 
GCI scales, but  not  with the WHO-DAS scale.

Table 1 Socio-demographic Data of the Sample

Sex
 Males 99 (72.3)

 Females 38 (27.7)

Marital status

 Single 110 (80.9)

 Married 18 (13.2)

 Separated 8 (5.9)

Living Arrangements

 Pat ient  lives alone 12 (8.8)

 Patient lives with family of origin 102 (74.5)
 Pat ient  lives with own family 16 (11.7)

 Other 7 (5)

Occupat ional status

 Act ive 30 (21.9)

 Disabled 87 (63.5)

 Domest ic chores 5 (3.6)

 Student  3 (2.2)

 Other 12 (8.8)

Family history of schizophrenia

 Yes 72 (52.6)

 No 65 (47.4)
Age (years) 36.9 ± 10.25

Years of schooling 10.25 ± 2.98

Age of onset  of the disease 23.36 ± 7.18

Number of hospital admissions  0.45 ± 0.80 

in the previous year 

The data express n (%) or the average ± standard deviation.
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Conclusions

The results of this study show that  the Spanish adaptat ion 
of the St rauss-Carpenter scale is a reliable and valid 
inst rument  for measuring both current  funct ioning and the 
prognosis for schizophrenia pat ients. This is confirmed by 
the high level of inter-assessor reliabilit y and also by its 
high const ruct  and predict ive validity.

With respect  to it s reliabilit y when used by dif ferent  
assessors, the data indicates a high int raclass correlat ion of 
the total score for each of the items scored by the scale, 
with the exception of item 5 (“Resources currently used for 
treatment”). It would have been interesting to have access 
to more studies about  the psychomet ric propert ies of the 
scale in order to analyze whether the poorer reliabilit y for 
this item is repeated.

Table 3 Const ruct  Validity of the Spanish Version of the 

St rauss-Carpenter Scale

 St rauss-Carpenter p

GAS 0.539 < 0.01

GCI –0.529 < 0.01

WHO-DAS –0.536 < 0.01

PANSS –0.607 < 0.01

SWLS 0.217 < 0.05

GAS: Global Assessment  Scale; GCI: Global Impression Scale; 

PANSS: Posit ive and Negat ive Syndrome Scale for 

Schizophrenia; SWLS: Sat isfact ion with Life Scale; WHO-DAS: 

Abbreviated version of the Disabilit y Assessment  Scale.

Pearson’s correlation of the Strauss-Carpenter scale with 
other scales.

Table 2 Inter-assessor Reliabilit y

St rauss-Carpenter Items First   Second Int raclass 

 Assessment  Assessment   Correlat ion  

   Coeficient

1a. Amount of Useful work performed in the Previous Year 1.15 ± 1.30 1.15 ± 1.34 0.96
1b. Usual standard of useful work in the previous year 1.61 ± 1.34 1.67 ± 1.41 0.90
2. Social class of the family of origin, early years of 1.34 ± 1.21 1.35 ± 1.14 0.95 

 the pat ient , age from 1-12 years

3a. Number of regular social relationships maintained 2.44 ± 1.65 2.42 ± 1.64 0.99 

 in the previous year

3b. Quality of social relationships 2.14 ± 1.51 2.14 ± 1.51 0.90
4. Most frequent intimate relationships in the previous year 1.14 ± 1.57 1.15 ± 1.61 0.96
5. Resources current ly used for t reatment  3.86 ± 0.51 3.66 ± 0.76 –0.13

6. Family history of psychiat ric hospitalizat ion 3.56 ± 0.88 3.63 ± 0.85 0.56

7. Age of onset of any psychiatric symptom 2.64 ± 1.03 2.51 ± 1.12 0.89
8. Behavioural problems after the age of 12 years 3.66 ± 0.68 3.69 ± 0.72 0.90

9. Deadening or a decrease in the expression of feelings or 2.58 ± 1.19 2.42 ± 1.22 0.68 

 emot ions in the previous month

10. Previous hospitalizat ions 2.12 ± 1.18 2.08 ± 1.19 0.93

11a. Period of time since hallucinations or delirium irst occurred 0.27 ± 0.61 0.34 ± 0.68 0.72
11b. What is the longest period in which severe psychiatric   1.29 ± 1.38 1.25 ± 1.43 0.86 

 symptoms have persisted more or less cont inuously  

 (at  least  once a week)?

11c. What is the longest period in which any signiicant psychiatric  0.88 ± 1.19 0.80 ± 1.20 0.78 

 symptom (including moderate and severe symptoms) has been  

 cont inuously present  (at  least  once a week)?

12. Presence of thought disorders, delirious ideas or hallucinations 1.88 ± 1.37 1.88 ± 1.40 0.81 

 in the previous year

13. Presence of depression, mania or hypomania  2.83 ± 1.15 2.76 ± 1.16 0.79 

 in the previous year

14. Factors which precipitated the most recent psychiatric episode 0.83 ± 1.19 0.81 ± 1.20 0.96
15. Severity of subj ect ive dist ress reported by the pat ient  0.85 ± 1.13 0.76 ± 0.06 0.92 

 in the previous month

16. Skills most commonly used for fulilling basic needs 3.51 ± 1.04 3.63 ± 0.81 0.54 

 in the previous year (eat ing alone, keeping oneself  clean)

17. Most common feeling of satisfaction with life 2.36 ± 0.94 2.29 ± 0.93 0.88 

 in the previous year

Total score 42.93 ± 8.97 44.46 ± 9.02 0.94

The data express the average ± typical deviation of the scores of the two assessors for each Strauss-Carpenter scale item.
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Poirier et  al. 17 prepared a French adaptat ion and 
validat ion using an abbreviated version of the St rauss-
Carpenter scale. In general, our data coincides with that  
of Poirier’s study, in which a reliability > 0.88 was obtained 
for each item and 0.98 in the total score. However, we 
cannot  regard the scale Poirier uses as equivalent  to the 
one used in our study because Poirier used an abbreviated 
and later version of the St rauss-Carpenter scale than ours 
(SCOCS-R).

As for it s validity as a const ruct , the results support  the 
proposed hypotheses and the scores on the scale correlate 
as expected with the GCI, WHO-DAS, GAS, PANSS and 
SWLS scales. The high convergent  validity of the St rauss-
Carpenter scale with these scales, which also measure the 
level of funct ion (GCI, WHO-DAS and GAS), indicates that  it  
is adequate for measurement  purposes and that  it s results 
can be generalized to these scales and vice versa. Again we 
coincide with Poirier’s study with respect to the correlation 

Table 4 Predict ive validity of the St rauss-Carpenter Scale

 GAS WHO-DAS GCI

PREDICTORS α p α p α p

Total Strauss-Carpenter score (Pearson)  0.550 < 0.01 –0.465 < 0.01 –0.548 < 0.01
 St rauss-Carpenter Items (Spearman)

1a. Amount  of useful work performed in the previous yeara 0.623 < 0.01 –0.325 0.03 –0.312 0.04
1b. Usual standard of useful work in the previous yeara 0.531 < 0.01 –0.360 0.02 –0.420 < 0.01
2. Social class of the family of origin, early years 0.361 0.01 -0.421 < 0.01 –0.448 < 0.01 

 of the pat ient , age from 1-12 yearsb

3a. Number of regular social relat ionships  0.399 < 0.01 0.006 0.97 – 0.035 0.82 

 in the previous year

3b. Quality of social relat ionships 0.519 < 0.01 –0.193 0.21 –0.221 0.15

4. Most frequent intimate relationships  0.611 < 0.01 –0.424 < 0.01 –0.469 < 0.01 

 in the previous yearb

5. Resources currently used for treatment 0.168 0.27 –0.146 0.35 –0.075 0.63
6. Family history of psychiatric hospitalization 0.159 0.30 –0.174 0.26 –0.025 0.87
7. Age of onset of any psychiatric symptom 0.145 0.34 –0.170 0.27 0.140 0.37
8. Behavioural problems after the age of 12 years 0.132 0.39 –0.189 0.22 –0.99 0.53

9. Deadening or a decrease in the expression of feelings 0.390 < 0.01 –0.096 0.54 –0.410 < 0.01 

 or emot ions in the previous month

10. Previous hospitalizations 0.357 0.01 –0.245 0.11 –0.387 0.01
11a. Period of time since hallucinations 0.376 0.01 –0.389 < 0.01 –0.405 0.01 

 or delirium irst occurredb

11b. What is the longest period in which severe psychiatric  0.568 < 0.01 –0.281 0.06 –0.324 0.03 

 symptoms have persisted more or less cont inuously 

 (at  least  once a week)?

11c. What is the longest period in which any signiicant  0.539 < 0.01 –0.130 0.40 –0.380 0.01 

 psychiat ric symptom (including moderate and severe  

 symptoms) has been cont inuously present   

 (at  least  once a week)? 

12. Presence of thought  disorders, delirious ideas 0.328 0.02 –0.100 0.52 –0.135 0.39 

 or hallucinat ions in the previous year

13. Presence of depression, mania or hypomania 0.238 0.11 0.065 0.67 0.074 0.64 

 in the previous year

14. Factors which precipitated the most recent 0.257 0.93 –0.302 0.05 –0.242 0.12 

 psychiat ric episode

15. Severity of subjective distress reported by –0.322 0.03 0.307 0.04 0.221 0.15 

 the pat ient  in the previous month

16. Skills most commonly used for fulilling basic needs) 0.265 0.83 –0.293 0.05 –0.392 < 0.01 

 in the previous year (eat ing alone, keeping oneself  clean

17. Most common feeling of satisfaction with life 0.105 0.49 0.186 0.23 –0.041 0.80 

 in the previous year

Pearson’s correlation between the Strauss-Carpenter scores and the criterion scores measured one year later using the GAS (Global 
Assessment  Scale), WHO-DAS (abbreviated version of the Disabilit y Assessment  Scale) and GCI (Global Clinical Assessment ) scales.
ap < 0.05 for all the criterion variables.
bp < 0.01 for all the criterion variables.
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of the St rauss-Carpenter scale with the GAS scale, in which 
a convergent  validity of 0.89 (p < 0.01) was obtained, this 
f igure being 0.53 (p < 0.01) in our case.

As far as predict ive validity is concerned, the total score 
on the St rauss-Carpenter scale correlates, with an alpha 
value < 0.01, with the GCI, WHO-DAS and GAS criterion 
scores one year later. With respect  to the level of funct ion 
and the clinical severity of the pat ients, it  can be seen 
that  the items that  cont ribute most  to prognosis are the 
ones which most  inf luence the 3 criterion measurements, 
these being the social class of the family of origin (item 2), 
intimate relationships (item 4) and the length of time since 
hallucinat ions or delirium f irst  occurred (item 11a).

Therefore,  t he Spanish adaptat ion of  t he St rauss-
Carpenter Outcome Scale for Schizophrenia is reliable 
and valid, and permits a poorer outcome for the disease 
to be predicted. This can be useful when dif ferent  
intervent ions based on prognosis are performed, with the 
aim of prevent ing the progression of the disease in the 
most  serious cases.

Members of the VALIDA Group

Maribel Ahuir, Miquel Bernardo, José Cañete, Silvia Cañizares, 
Janina Carlson, Vanessa Carral, María José Cortés, Gemma 
Escartín, Emilio Fernández-Egea, Pedro Gallo, Alfonso 
Gutiérrez, Josep Maria Haro, Cristina Martínez, Esther 
Martínez, Laia Miquel, Susana Ochoa, Manel Salamero, 
Elena de la Serna and Joaquín Valero.

Funding

The study was part ly funded by the Regional Government  of 
Catalonia, DURSI (Department  of Universit ies, Research and 
Informat ion Society) grant  (No. 2009SGR1295) and by the 
Carlos III Health Inst itute, Biomedical  Research Net work 

Cent re of  Ment al  Healt h (CIBERSAM).
Prof. (Dr.) M. Bernardo has received funding and has 

worked as a consultant , adviser or speaker for the following 
companies: Janssen-Cilag, Eli Lilly, Pf izer, Merck, Almirall 
and Bristol-Myers Squibb-Otsuka.

Conlict of interest

The authors declare that  t hey have no conf l ict  of 
interests.

References

1. Bernardo M, Sanjuán J, Leal C. Redii ning schizophrenia. Actas 
Esp Psiquiatría. 2003;31:1-2.

2. Siegel SJ, Irani F, Brensinger CM, Kohler CG, Bilker WB, Ragland 

JD, et  al.  Prognost ic variables at  intake and longterm level of 

function in schizophrenia. Am J Psychiatry. 2006;163:433-41.
3. Ciompi L. Catamnest ic long-term studies on the course of life 

of schizophrenics. Schizophr Bull.  1980;6:606-18.

4. Harris MJ, Jerte DV. Late-onset schizophrenia: An Overview. 
Schizophr Bull. 1998;14:39-55.

5. Howard R, Robins PV, Seeman MV. Late-Onset  schizophrenia and 

very late onset  schizophrenia-like psychosis an internat ional 

consensus. Am J Psychiat ry. 2000;157:172-8.

6. St rauss JS, Carpenter WT. The predict ion of outcome in 

schizophrenia. Five year outcome and its predictors. Arch Gen 

Psychiatry. 1977;34:159-63.
7. Lenior ME, Dingemans PM, Schene AH, Linszen DH. Predictors of 

the early 5-year course of schizophrenia: a path analysis. 

Schizophr Bull.  2005;31:781-91.

8. Bernardo M, Fernández-Egea E, Torras A, Gutiérrez F, Ahuir M, 
Arango C. Adaptación y validación en castellano del Inventario para 

la Esquizofrenia Dei citaria. Med Clin (Barc). 2007;129:91-3.
9. St rauss JS, Carpenter WT, Bethesda. The predict ion of outcome 

in schizophrenia. I characterist ics of outcome. Arch Gen 

Psychiatry. 1972;27:739-45.
10. Gaebel W, Pietzker A. Prospect ive study of course of il lness in 

schizophrenia: Part  II.  Predict ion of outcome. Schizophr Bull.  

1987;13:299-306.

11. Kay SR, Opler LA, Fiszbein A. The posit ive and negat ive symptom 

scale PANSS. Rat ing manual. Soc Behav Sci Documents. 1986;17: 

28-9.

12. Peralta V, Cuesta M. Validación de la escala de los síndromes 
posit ivo y negat ivo (PANNS) en una muest ra de esquizofrénicos 

españoles. Actas Luso-Esp Neurol Psiquiatr. 1994;22:171-7.
13. Haro JM, Kamath SA, Ochoa S. The Clinical Global Impression-

Schizophrenia scale: a simple inst rument  to mesure the 

diversity of symptoms present  in schizophrenia. Acta Psychiat r 

Scand. 2003;107:16-23.

14. Endicott J, Spitzer RL, Fleiss JL, et al. The Global Assessment 
Scale: a procedure for measuring overall severity of psychiat ric 

disturbance. Arch Gen Psychiat ry. 1976;33:766-71.

15. Janca A, Kast rup M, Katschnig H, et  al.  The World Health. 

Organizat ion Short  Disabilit y Assessment  Schedule (WHO DASS): 

a tool for the assessment of difi culties in selected areas of 
funct ioning of pat ients with mental disorders. Social Psychiat ry 

and Psychiatric Epidemiology. 1996;31:349-54.
16. Baker F, Intagliata J. Quality of life in the evaluat ion of 

community support  systems. Eval Program Plann. 1982;5:69-

79.

17. Poirier S, Bureau V, Lehoux C, Bouchard RH, Maziade M, Pelletier 
S, et  al.  A factor analysis of the St rauss and Carpenter revised 

outcome criteria scale: a validat ion of the French t ranslat ion. 

J Nerv Ment Dis. 2004;192:864-7.



Spanish Adaptat ion and Validat ion of the St rauss-Carpenter Outcome Scale for Schizophrenia 157

Annex 1 Strauss-Carpenter Scale

Identiication . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Date .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1A. Amount of useful work performed in the previous year. (Include as work: paid work, study, domestic chores. Exclude:  
   t ime spent  in hospital.  Any hospital admission during the previous year will not  reduce the score. Study during an 

entire academic year scores “4”)
  Continuous full-time “work”  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
    “Work” for about 3/4 of the working hours corresponding to a year (e.g. full-time for 9 months) . . . . . . . . . . . . . . 3

  “Work” for about half of the working hours corresponding to a year (e.g. part-time for the entire year 
   or full-t ime for 6 months)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  “Work” for about 1/4 of the working hours corresponding to a year (e.g. part-time for 6 months)  . . . . . . . . . . . . . 1

  Pat ient  performs no useful work . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

1B. Usual standard of useful work during the previous year (Assessed taking into account  the age, educat ion, t raining  

   and opportunit ies of the pat ient  without  considering their psychopathology, evaluat ing how the pat ient  funct ions at  

work in accordance with what would be expected for the level of complexity and competence required)
  Very competent  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  Competent  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  Moderately competent  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  Marginally competent  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  Incompetent  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

2. Social class of the family of origin, early years of the pat ient , age from 1-12 years

  Profession of the head of the family:

  Specify: pat ient  works for an employer or is self-employed:

  Number of employees:

3A. Number of regular social relat ionships in the previous year. (The pat ient  meets up with friends or takes part  in social 

   group activities, goes to the cinema, meetings, etc. Exclude dates or activities patients do on their own with their 
normal partner/ spouse)

  The pat ient  meets up with friends at  least  once a week on average  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .     4
  The pat ient  meets up with friends once every two weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  The pat ient  meets up with friends once a month . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  Include all acquaintances

   The patient does not meet up with friends, with the exception of relationships with neighbours, work colleagues  
or fellow students . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  The pat ient  does not  meet  up with friends at  all . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

3B. Quality of social relat ionships. (In the relat ionships described above, indicate what  usually applies for the previous year)

  One or more int imate social relat ionships  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  One or more close relat ionships . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  One or more relat ively close relat ionships . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  One or more basically supericial relationships  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  Only very supericial relationships (e.g. only relationships in which the patient says “hello” to neighbours) . . . . . . . 0

4. Most frequent intimate relationships in the previous year
  Married or stable partner, not  divorced or separated/ regular dates. .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 4
  Married or stable partner with conlicts which lead to brief periods of separation/patient has dates now and again  . . . 3

  Single or separated, the pat ient  rarely dates anyone . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  Single or separated, the pat ient  hardly ever dates anyone  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  Single or separated, the pat ient  never dates anyone  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

5. Resources current ly used for t reatment

  Therapeut ic resources with a lot  of personnel . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  Resources with fewer personnel . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  No t reatment   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

(Cont inues)
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Annex 1 Strauss-Carpenter Scale (cont inuación)

6. Family history of psychiat ric hospitalizat ion. (Include biological mother, father, siblings and grandparents.  

 Exclude any hospital admission over the age of 65)
 No close relat ive has a history of psychiat ric hospitalizat ion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
 A close relat ive has a history of psychiat ric hospitalizat ion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

 Two close relat ives have a history of psychiat ric hospitalizat ion  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

 Three close relat ives have a history of psychiat ric hospitalizat ion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

 Four or more close relat ives have a history of psychiat ric hospitalizat ion  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

7. Age of onset  of any psychiat ric symptom

 Over 30 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
 From 21 to 30  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

 From 16 to 20  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

 From 10 to 15  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

 Under 10  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

8. Behavioural problems after the age of 12. (Include violence, suicide/ homicide at tempts or acts, criminal record, etc. 

 Exclude abuse of alcohol or other drugs)
 None  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
 Minimal history of the above (e.g. 1 or 2 episodes) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

 Some history of the above (e.g. 3-5 episodes)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

 Frequent  history of the above (e.g. 6-9 episodes) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

 Very frequent  history of the above (e.g. 10 or more episodes)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

9. Deadening or a decrease in the expression of feelings or emotions in the previous month
 None  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
 Very slight  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

 Moderate  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

 Considerable . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

 Almost  total  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

10. Previous hospitalizat ions (or intense supervision by relat ives beyond what  we might  consider to be normal  

  for the age and sex of the patient)
  Never  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  Up to 1 month . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  From 1 to 3 months . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2

  From 3 months to less than 3 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  3 or more years altogether  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

11A. Period of time since hallucinations or delirium irst occurred
  The pat ient  has never had any of these symptoms or none unt il a week ago . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  One or more of these symptoms irst occurred from a week to 6 months ago  . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  One or more of these symptoms irst occurred from 6 months to 2 years ago  . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  One or more of these symptoms irst occurred from 2 to 5 years ago . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  The pat ient  had one or more of these symptoms over 5 years ago. .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 0

11B. What  is the longest  period in which severe psychiat ric symptoms have persisted more or less cont inuously  

  (at  least  once a week)?

  0-4 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  Over 4 weeks, but less than 6 months  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  From 6 months to 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  From 1 to 2 years. .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1

  Over 2 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

(Cont inues)
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Annex 1 Strauss-Carpenter Scale (cont inuance)

11C. What is the longest period in which any signiicant psychiatric symptom (including moderate and severe symptoms) 
  has been cont inuously present  (at  least  once a week)?

  0-4 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  Over 4 weeks, but less than 6 months  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  From 6 months to 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  From 1 to 2 years. .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1

  Over 2 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

12. Presence of thought  disorders, delirious ideas or hallucinat ions in the previous year

  None of the above . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  Minimal presence of one or all of the above . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  Moderate presence of one or all of the above . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  Relat ive severity and/ or cont inuous presence of one or all of the above  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  Severity and/ or cont inuous presence of one or all of the above . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

13. Presence of depression, mania or hypomania in the previous year

  None of the above . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  Minimal presence of one or all of the above . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  Moderate presence of one or all of the above . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  Relat ive severity and/ or cont inuous presence of one or all of the above  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  Severity and/ or cont inuous presence of one or all of the above . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

14. Factors which precipitated the most recent psychiatric episode (Did any traumatic event occur in the month prior  
  to the onset  of the psychiat ric symptoms?)

  Obvious and severe precipitat ing factor (death of a close relat ion, divorce, bankruptcy)  . . . . . . . . . . . . . . . . . . . 4
  Important  t raumat ic factor . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3

  Moderate or possible precipitat ing factor (serious disease of a relat ive, maj or family quarrels, moderately severe 

   economic problems, problems at  work or with studies)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  “Traumatic” event of relatively minor importance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  No precipitat ing factor . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

15. Severity of subj ect ive dist ress reported by the pat ient  in the previous month

  Very severe  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  Severe . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  Moderately severe . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  Minimal subj ect ive dist ress . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1

  Pat ient  reports no subj ect ive dist ress . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

16. Skills most commonly used for fulilling basic needs in the previous year (eating alone, keeping oneself clean)
  The pat ient  does not  need help to perform these act ivit ies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  The pat ient  needs lit t le help to perform these act ivit ies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  The pat ient  needs some help to perform these act ivit ies  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  The pat ient  needs a considerable amount  of help to perform these act ivit ies . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  The pat ient  cannot  perform any of these act ivit ies without  help  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0

17. Most  common feeling of sat isfact ion with life in the previous year

  Pat ient  has a very full l ife . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
  Pat ient  has a full l ife . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

  Pat ient  has a moderately full l ife . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

  Patient’s life feels relatively empty  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

  Patient has a “vegetative” existence . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0


