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Background: Previous factor analytic studies of patients
with schizophreniahaveconsistentlydemonstrated thepres-
enceof3psychopathologicaldomains labeledpositive,nega-
tive, and disorganized. This study examined whether simi-
lar domains can be seen in disorders other than
schizophrenia, and the degree to which such domains are
independent of diagnostic categorization.

Methods: Data from the Diagnostic and Statistical Manual
of Mental Disorders, Fourth Edition (DSM-IV) field trial in-
volving 221 patients with schizophrenia and 189 patients
with nonschizophrenia diagnoses were factor analyzed to
study the nature of psychopathological domains in the 2
groups. Differential associations between each domain and
selected clinical variables were assessed.

Results: Factor analysis yielded a similar 3-factor model

of positive, negative, and disorganization domains for pa-
tients with schizophrenia as well as other diagnoses. Dif-
ferential associations found between individual do-
mains and clinical variables (premorbid functioning and
negative domain; absence of remissions and disorgani-
zation domain) were similar in both schizophrenia and
nonschizophrenia groups.

Conclusions: The 3 psychopathological domains pre-
viously described in schizophrenia are not specific for that
diagnosis. Differential associations found between indi-
vidual domains and clinical variables were not limited
by diagnostic categorization. The results suggest that these
domains are not unique to schizophrenia and may each
correspond to a discrete pathophysiologic condition.
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I T IS GENERALLY accepted that pa-
tients grouped under the category
of schizophrenia vary widely in
their clinical presentation, course,
and response to treatment. Much

effort has been made to subtype schizophre-
nia into groups that are clinically more
homogeneous. However, relatively little at-
tention has been paid to psychotic condi-
tions grouped under categories other than
schizophrenia. The degree to which such
categories are distinct from schizophrenia
has not been adequately assessed. The
DSM-IV uses a categorical-hierarchical
model for subtyping schizophrenia.1 An al-
ternative approach to subtyping schizo-
phrenia, which has received recent atten-
tion, is the domains of psychopathology
model. In this article, we report on the ap-
plicability and validity of this model for psy-
chotic patients classified under diagnoses
other than schizophrenia.

In recent years, there has been grow-
ing interest in examining the possibility that
specific groups of symptoms (domains of
psychopathology) within the category of
schizophrenia may arise from indepen-
dent disorders. It has been postulated that
co-occurrence of such independent do-
mains in different combinations in differ-
ent patients may explain the observed clini-
cal heterogeneity of schizophrenia. At the

empirical level, identification of such psy-
chopathological domains can be at-
tempted through factor analysis, which
groups symptoms on the basis of the cor-
relations among their relative severities.
Changes in the severity of an underlying dis-
order would be reflected in corresponding
changes in the severity of symptoms pro-
duced by it, while symptoms produced by
other pathologic processes would show no
correlation. Under this model, a group of
symptoms that show a consistent correla-
tion in their degrees of severity can be as-
sumed to arise from the same underlying
disorder.

Studies that factor analyzed ratings of
patients with schizophrenia by means of
the Scale for Assessment of Negative Symp-
toms (SANS)2 and the Scale for Assess-
ment of Positive Symptoms (SAPS)3 have
consistently demonstrated the existence of
symptom groups corresponding to 3 in-
dependent underlying factors.4-8 These 3
symptom groups have been generally re-
ferred to as positive, negative, and disor-
ganization domains. It has been shown that
symptoms in each domain may be differ-
entially associated with specific biologi-
cal, neuropsychological, course, and treat-
ment response variables.9-16 These data,
together with the consistent replicability
of the 3 domains in different schizophre-
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nia populations, support the hypothesis that each do-
main arises from an independent pathologic process.

Given the significant symptom overlap among differ-
ent psychiatric diagnoses, we believed it would be valu-
able to study whether these 3 psychopathological do-
mains demonstrated in schizophrenia can also be seen in
otherdiagnoses.Optimally, suchastudywoulduse theSAPS
and SANS to rate patients, as these are the instruments most
commonly used in previous factor analytic studies of pa-
tients with schizophrenia. Few studies have made such a
comparative analysis. Minas et al17 studied a hetero-
geneous group of psychotic patients by means of SAPS and
SANS and found domains comparable with those de-
scribed in schizophrenic patients alone. More recently,
Maziade et al18 compared patients with familial schizo-
phrenia and bipolar disorder and found a similar pattern
of 3 domains in both groups. The sample of hetero-
geneous psychotic patients studied by Minas et al included
a substantial number of patients with schizophrenia and
schizophreniform disorders, while the study by Maziade et
al was restricted to patients with a highly familial pattern.
In addition, the sample sizes of nonschizophrenic patients
in both studies may be considered small for factor analysis
(73 and 87), making interpretation of results difficult.

In this study, we analyzed data obtained for the
DSM-IV Field Trial for Schizophrenia and Related Psy-
chotic Disorders,19 to answer the following questions: (1)
Will the 3 psychopathological domains identified in
schizophrenia also be seen in patients grouped under other
diagnostic categories? (2) Do the individual domains show
a differential association with relevant clinical vari-
ables? And if they do, are such associations indepen-
dent of diagnostic groupings? Since the study questions
were not formulated at the time of data collection, the
raters were unaware of the aims of the study.

RESULTS

Results of the rotated factor solutions for patients with
schizophrenia and all other diagnoses are shown in
Table 3. Factor solutions for the subgroups with schi-
zoaffective disorder and primary mood disorders are
shown in Table 4. All 4 groups analyzed yielded fairly
similar factor solutions, with the negative symptoms of
flat affect, alogia, avolition, and asociality forming 1 fac-
tor (negative domain); delusions and hallucinations form-
ing a second factor (positive domain); and formal thought
disorder, disorganized behavior, and inappropriate af-

SUBJECTS AND METHODS

SAMPLE SELECTION AND SUBJECT RECRUITMENT

The sample consisted of 412 patients from the DSM-IV Field
Trial for Schizophrenia and Related Psychotic Disorders.
Patients were recruited from 8 sites: 7 sites in the United
States and 1 in Mexico. At each site, a recruitment coordi-
nator reviewed consecutive admissions to the inpatient
and/or outpatient service participating in the field trial. All
patients gave informed consent to participate in the study.
At least 1 of the following positive or negative symptoms
had to be currently present to at least a mild degree for a
subject to be included in the study: delusions, hallucina-
tions, disorganized speech, flat affect, poverty of speech,
and passive, apathetic social withdrawal. Information was
obtained from subject interviews, current and past medi-
cal records, and informant interviews.

All patients were assessed with the field trial instru-
ment, which was composed of several scales, including the
SAPS and the SANS. More than 90% of the patients in the
sample were also in either interrater reliability or test-
retest reliability studies. The reliability for diagnoses and
symptom ratings ranged from good to excellent. Although
diagnoses were made by several criteria, only diagnoses from
the Diagnostic and Statistical Manual of Mental Disorders,
Third Edition, Revised (DSM-IIIR) are reported herein.20 The
sample included 221 patients with a DSM-IIIR diagnosis
of schizophrenia, 189 patients with DSM-IIIR diagnoses other
than schizophrenia, and 2 patients with missing diag-
noses. Table 1 presents descriptive data on the sample.

PSYCHIATRIC MEASURES

The global subscale scores from SAPS and SANS were used
for analysis in the present study. Each item was scored on

a scale of 0 to 5, with a score of 0 indicating absence of the
symptom, 1 indicating questionable presence, and scores
from 2 to 5 indicating progressively increasing levels of se-
verity. There were a total of 10 global items: affective flat-
tening or blunting, alogia, avolition/apathy, asociality/
anhedonia, catatonia, delusions, hallucinations, disorganized
speech (positive formal thought disorder), disorganized be-
havior, and inappropriate affect. Of these, catatonia was ex-
cluded because of a low base rate of prevalence (8%) rela-
tive to the other variables. The remaining 9 items were
retained for analysis.

Information on some clinical variables other than
those used for factor analysis was also available. The fol-
lowing variables were studied to see whether they
showed an association with individual domains, and
whether such associations were independent of diagnos-
tic groupings: age at first psychiatric symptom; history
of remissions; number of hospitalizations; frequency of
hospitalizations (duration of illness/number of hospital-
izations); fraction of total illness duration spent in the
hospital (duration of hospitalization/duration of illness);
current, past year, and past 5 years Global Assessment
Scale scores; presence of tardive dyskinesia; and premor-
bid level of functioning. The majority of these variables
relate to severity of illness and course and thus were of
interest as validators of the domain model. In addition,
we were interested in examining the relationship
between tardive dyskinesia and the 3 domains, as previ-
ous reports indicate an association with the negative
domain.21

Premorbid functioning was rated on 7 subscales with
scores ranging from 0 (good function) to 2 (poor func-
tion). For this analysis, scores on the 7 subscales were
summed to form 1 composite item with a score range of 0
to 14. In the field trial, history of remissions was scored as
either present or absent. For testing its association with in-
dividual domains, we excluded patients whose total
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fect accounting for the third factor (disorganization do-
main). To assess the dependency of this analysis on the
specific variables included, the analysis was repeated af-
ter elimination of 1 variable at a time. Elimination of ei-
ther 1 of the 2 variables that compose the positive do-
main resulted in the remaining variable combining with
the disorganization domain to give a 2-factor solution.
Elimination of any 1 of the other 7 variables did not sig-
nificantly alter the 3-factor solution.

Of the 10 variables used to look for associations with
individual psychopathological domains, 3 variables (age
at first symptom, premorbid functioning, and history of
remissions) showed a differential association with 1 or
more psychopathological domains in both analyses. Re-
sults of the first analysis, showing the differential asso-
ciations between these 3 variables and the severity score
of each domain, are given in Table 5. Results of the sec-
ond analysis, comparing patients who showed the defi-
nite presence of a domain with patients who did not show
the presence of the domain, are given in Table 6. Re-
sults showed an earlier age at onset of symptoms to be
associated with the disorganization and negative do-
mains; poorer premorbid functioning with the negative
domain; and a chronic course of illness with the disor-

ganization and positive domains. Subgroup analyses
(Table 5) showed that the associations between nega-
tive domain and premorbid functioning, and between dis-
organization domain and chronic illness course, were
present in patients with schizophrenia as well as in the
NSSD group.

Compared with the NSSD group, patients with
schizophrenia had significantly higher mean severity
scores on the disorganization (3.1 vs 4.2; P=.001), nega-
tive (4.7 vs 9.1; P,.001), and positive (4.2 vs 6.3; P,.001)
domains. Comparison of the 2 groups also showed
that patients with schizophrenia are significantly more
likely to show the definitive presence of the domains
(Table 7).

COMMENT

Results of the factor analysis showed a clear grouping of
the symptoms into 3 factors for both schizophrenic and
nonschizophrenic patients. Subgroup analyses of pa-
tients with primary mood disorders and schizoaffective
disorders also disclosed a 3-factor pattern. These 3 fac-
tors are similar in their symptom composition to the fac-
tors reported by most other investigators using ratings

duration of illness was 2 years or less. This was done to
include only those patients whose illness was of suffi-
ciently long duration for a remission to have occurred.

STATISTICAL ANALYSIS

Factor analysis was carried out using the SPSS statistical
package (SPSS version 6.1 for Windows, SPSS Inc, Chi-
cago, Ill). The correlation matrix of the variables entered
into the analysis is given in Table 2. Principal-
component analysis was first conducted, and the scree
plot and eigenvalues were used to determine the number
of factors to be extracted. An orthogonal rotation (vari-
max) was conducted to facilitate interpretation of the
factors. Separate analyses were carried out for patients
given a diagnosis of schizophrenia (n=221) and for
those with all other diagnoses (n=189). In addition, sub-
group analyses were done for patients with primary
mood disorders (n=65) and schizoaffective disorder
(n=49). Three factors were extracted for all groups on
the basis of the scree plot. Eigenvalues were greater than
1 for all 3 factors for schizophrenia and schizoaffective
disorder groups. For the nonschizophrenia and primary
mood disorder groups, the eigenvalue for the third fac-
tor was 0.99, but a 3-factor solution yielded a better fit
than a 2-factor solution.

The associations between individual domains and
clinical variables were evaluated by analyses done in 2
different ways. In the first analysis, correlations between
the clinical variables and severity score of each domain
were assessed. Severity score of a domain was calculated
by adding the raw scores of all symptoms contained in
that domain. For example, the severity score of the posi-
tive domain was arrived at by adding the rating scale
scores of “delusions” and “hallucinations” items. The
possible ranges of severity scores for different domains
are not equal, since the number of symptoms that

compose each domain is different. This should not
appreciably affect the findings, since the associations
being studied are between each domain and an external
variable and not across domains. Partial correlations
were assessed for each domain, while controlling for the
severity scores on the other 2 domains. Analysis was first
done for the total sample (n=412) and then repeated for
the subgroup of patients with schizophrenia (n=221)
and for the subgroup with nonschizophrenia spectrum
diagnoses (NSSD) (n = 102). The NSSD subgroup
excluded patients with schizophrenia, schizophreniform
disorder, schizoaffective disorder, schizoid or schizo-
typal personality disorders, and organic mental disorders
and the 2 patients with missing diagnoses.

In the second analysis, the 3 domains were evaluated
to look for possible differences associated with the pres-
ence or absence of each individual domain. For this pur-
pose, patients who definitely showed the presence of a do-
main (score of 2 or more on all the symptoms that compose
the domain) were compared with patients who definitely
did not show the presence of that domain (score of 0 on
all the symptoms that compose that domain). Thus, pa-
tients who had only some of the symptoms of the domain
as well as those with a score of 1 (questionable presence)
on any of the symptoms of that domain were excluded from
the analysis. This was done to minimize the possibility of
results being confounded by the inclusion of equivocal cases.
This method resulted in much smaller patient groups, and
analysis could be carried out only for the total sample of
patients and not for subgroups based on diagnostic cat-
egories. Two-tailed t test was used to look for differences
in age at onset of first symptom, number of hospitaliza-
tions, frequency of hospitalizations, fraction of total ill-
ness duration spent in the hospital, Global Assessment Scale
scores, and premorbid functioning. The x2 test was used
to test differences in history of remissions and presence of
tardive dyskinesia.
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from the SAPS and SANS administered to schizophrenic
patients alone.4-8 Our findings, based on a larger sample,
confirm similar findings on a group of patients with fa-
milial bipolar disorder18 and on a heterogeneous group
of psychotic patients.17 This supports the hypothesis that
the 3 symptom domains identified in schizophrenia are
not specific for that diagnostic category.

The results reported herein can be interpreted in dif-
ferent ways with respect to their implications for psy-
chiatric nosology. One possibility is that common psy-
chological or physiological pathways for the expression
of psychosis are shared by schizophrenia and other dis-
orders. This possibility would account for the phenom-
enological similarities and would argue that such simi-
larities can be compatible with different diagnostic groups
corresponding to distinct underlying disorders. The sec-
ond possibility is that the phenomenological similari-
ties reflect corresponding similarities in underlying dis-
ease. This would suggest that the same underlying
disorders may be shared to varying degrees by different
diagnostic groups.

Although the 3 symptom domains were identified
across diagnostic categories, all 3 domains had signifi-

cantly higher severity and prevalence in the schizophre-
nia group. This overrepresentation of the domains in
schizophrenia is not an unexpected finding, since the do-
mains were extracted from the SAPS and the SANS, which
in turn focus particularly on the core features of schizo-
phrenia.

Other investigators studying patients with schizo-
phrenia found individual psychopathological domains to
be independently associated with important clinical vari-
ables.9-16 Results of this study showed individual do-
mains to be differentially associated with age at onset of
symptoms, premorbid functioning, and chronicity of ill-
ness course (Tables 5 and 6). Furthermore, these differ-
ential associations were similar in groups with and with-
out schizophrenia. The finding reported herein, that
individual domains show a differential association with
important validating variables across diagnostic catego-
ries, more strongly supports the hypothesis that these do-
mains are mutually independent and may arise from sepa-
rate pathological processes. Further validation of this
hypothesis would carry important implications for the
concept of schizophrenia in particular and psychiatric no-
sology in general.

Table 1. Characteristics of the Study Sample

Subjects
Schizophrenia

(n=221)

Nonschizophrenia
Spectrum Diagnoses

(n=102)*
Other Diagnoses

(n=89)†
Total Sample

(N=412)

No. inpatient/outpatient 167/54 99/3 71/18 337/75
No. male/female 146/75 64/38 51/38 261/151
Ever married, % 29 37 25 30
Age, y

Mean±SD 34.4±11.2 33.9±14.3 30.7±11.7 33.5±12.2
Range 15-73 15-90 15-72 15-90

Education, y
Mean±SD 12.0±3.0 13.5±2.7 12.3±2.9 12.4±3.0
Range 1-21 5-20 6-19 1-21

No. of hospitalizations
Mean±SD 5.9±6.8 3.4±6.1 4.4±5.7 5.0±6.45
Range 0-50 0-50 0-30 0-50

Duration of illness, y
Mean±SD 12.1±10.1 7.0±9.5 9.3±10.2 10.2±10.1
Range ,1-55 ,1-43 ,1-50 ,1-55

*Including primary mood disorders (n=65), psychotic disorder not otherwise specified (n=18), delusional disorder (n=16), and brief reactive psychosis (n=3).
†Including schizoaffective disorder (n=49), schizophreniform disorder (n=28), schizoid personality disorder (n=2), schizotypal personality disorder (n=5),

organic mental disorder (n=3), and missing diagnoses (n=2).

Table 2. Correlation Matrices for Patients With Schizophrenia and All Other Diagnoses

Variables

Schizophrenia (n=221) All Other Diagnoses (n=189)

1 2 3 4 5 6 7 8 9 1 2 3 4 5 6 7 8 9

1. Flat/blunted affect 1.00 1.00
2. Alogia 0.52 1.00 0.45 1.00
3. Asociality/anhedonia 0.42 0.41 1.00 0.49 0.39 1.00
4. Avolition 0.33 0.40 0.69 1.00 0.47 0.52 0.61 1.00
5. Delusions −0.06 −0.15 0.18 0.10 1.00 −0.11 −0.16 −0.09 −0.13 1.00
6. Hallucinations −0.01 −0.02 0.16 0.17 0.43 1.00 0.18 0.18 0.14 0.24 0.38 1.00
7. Disorganized behavior 0.02 0.03 0.09 0.23 0.22 0.11 1.00 0.06 0.02 −0.06 0.06 0.30 0.21 1.00
8. Disorganized speech 0.05 0.02 0.23 0.24 0.31 0.19 0.43 1.00 −0.10 0.03 0.00 0.00 0.24 0.18 0.39 1.00
9. Inappropriate affect −0.08 −0.03 0.09 0.21 0.18 0.22 0.25 0.34 1.00 0.03 0.03 0.09 0.09 0.15 0.17 0.19 0.29 1.00
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SIGNIFICANCE FOR PSYCHIATRIC NOSOLOGY

Despite multiple major and minor modifications to their
symptom compositions, diagnostic groupings based on the
categorical model remain etiologically uninformative. There
is no clear demarcation between different diagnoses, and

the neurobiological correlates of 1 diagnosis often corre-
late to varying degrees with those of other diagnoses. The
Northwick Park functional psychosis study22 had shown
that psychopharmacological agents treat specific symp-
toms or symptom groups rather than specific diagnostic
categories. Dolan et al23 compared patients with depres-

Table 3. Rotated Factor Solutions for Patients With Schizophrenia and Patients With All Other Diagnoses

Variable

Schizophrenia
(n=221)*

All Other Diagnoses
(n=189)†

Factor 1 Factor 2 Factor 3 Factor 1 Factor 2 Factor 3

Flat/blunted affect 0.75 −0.09 −0.10 0.76 −0.03 0.05
Alogia 0.77 −0.05 −0.19 0.76 0.10 −0.07
Asociality/anhedonia 0.79 0.13 0.26 0.77 −0.12 0.05
Avolition 0.75 0.30 0.16 0.84 0.07 0.03
Delusions −0.05 0.25 0.78 −0.22 0.17 0.83
Hallucinations 0.07 0.05 0.84 0.28 0.12 0.78
Disorganized behavior 0.05 0.80 −0.04 0.00 0.63 0.32
Disorganized speech 0.12 0.76 0.18 −0.05 0.78 0.13
Inappropriate affect −0.02 0.62 0.20 0.04 0.72 −0.03

*Variance explained by the 3 factors: 63.1%.
†Variance explained by the 3 factors: 61.9%.

Table 4. Rotated Factor Solutions for Patients With Schizoaffective and Primary Mood Disorder Diagnoses

Variable

Primary Mood Disorder
(n=65)*

Schizoaffective Disorder
(n=49)†

Factor 1 Factor 2 Factor 3 Factor 1 Factor 2 Factor 3

Flat/blunted affect 0.86 0.05 0.09 0.60 −0.12 −0.10
Alogia 0.74 0.26 −0.26 0.80 0.05 −0.04
Asociality/anhedonia 0.81 −0.29 0.02 0.80 −0.11 0.24
Avolition 0.82 −0.08 −0.18 0.86 −0.08 0.15
Delusions −0.23 0.16 0.80 −0.03 0.52 0.73
Hallucinations 0.06 0.20 −0.82 0.17 −0.06 0.91
Disorganized behavior 0.00 0.76 0.38 −0.08 0.85 0.00
Disorganized speech −0.24 0.65 0.25 0.00 0.87 0.01
Inappropriate affect 0.10 0.72 −0.02 −0.16 0.43 0.25

*Variance explained by the 3 factors: 67.8%.
†Variance explained by the 3 factors: 66.0%.

Table 5. Partial Correlations Between Severity Score of Each Domain and Selected Variables*

Severity Score
on Each Domain

Age at 1st Symptom Premorbid Function History of Remissions†

r (n) P r (n) P r (pb) (n) P

All cases
Disorganization −0.13 (394) .009 0.04 (344) .50 −0.14 (253) .03
Negative −0.11 (394) .02 0.3 (344) ,.001 −0.07 (253) .30
Positive 0.01 (394) .80 −0.07 (344) .20 −0.28 (253) ,.001

Schizophrenia
Disorganization −0.10 (206) .10 0.03 (176) .70 −0.15 (161) .05
Negative 0.08 (206) .20 0.18 (176) .02 0.01 (161) .90
Positive 0.02 (206) .70 −0.09 (176) .30 −0.30 (161) ,.001

NSSD group
Disorganization −0.23 (97) .02 0.07 (88) .50 −0.33 (34) .05
Negative −0.20 (97) .05 0.38 (88) ,.001 −0.12 (34) .50
Positive 0.05 (97) .60 0.07 (88) .50 0.17 (34) .30

*Severity score of each domain was computed by adding the raw scores of all variables that compose that domain. NS indicates not significant; NSSD,
nonschizophrenia spectrum diagnoses.

†Only patients with total duration of illness greater than 2 years are included; r (pb) is point biserial correlation coefficient.
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sion and schizophrenia for patterns of regional cerebral
blood flow to the left dorsolateral prefrontal cortex. They
found no difference between the 2 diagnostic groups, but
found a significant difference when the total sample was
regrouped on the basis of the presence or absence of pov-
erty of speech. Taken together, these data suggest that many
of the current diagnostic categories may arise from mul-
tiple and overlapping underlying disorders.

Discussing different ways of conceptualizing schizo-
phrenia, Andreasen and Carpenter24 suggested that “spe-
cific symptom clusters within schizophrenia [could re-
flect] different disease processes that combine in different
ways in different patients.” Such symptom clusters (or psy-
chopathological domains) are different from subtypes, since
they can, and often do, occur together in the same patient
at the same time. Subtypes, on the other hand, are gener-
ally mutually exclusive. The findings of our study show that
the domains of psychopathology are not specific for schizo-
phrenia, and that the associations between domains and
external validating variables can be seen across diagnostic
categories. This suggests the possibility that each diagnos-
tic category is composed of multiple symptom groups, with
each group corresponding to a distinct disease process. Un-

der this model, psychotic disorders result from a combi-
nation of discrete disease processes, each with a pheno-
typicpresentationof a specificgroupof symptoms(domain),
with such disease processes being non–mutually exclu-
sive and occurring in different combinations in different
patients. The current system of classification divides pa-
tients into diagnostic groups with the expectation that each
group will correspond to an underlying disease process. The
domains model proposed herein divides the symptoms
within each patient into groups. This model is supported
by the data reviewed in the preceding paragraph and by
the results of this study. Further validation of the concept
of psychopathological domains has potentially far-
reaching consequences for the way psychotic disorders are
conceptualized, classified, and treated.

LIMITATIONS OF THE STUDY

This study has certain limitations that should be consid-
ered in interpreting the results. Since the study questions
were not formulated at the time of data collection, the study
is post hoc. Given the number of dependent variables stud-
ied, the possibility of chance findings should be consid-
ered. In this study, such a possibility may be offset by the
fact that similar results were obtained by analyses done in
2 ways. Ratings on some of the variables, such as premor-
bid functioning and past Global Assessment Scale scores,
are based on historical data and hence subject to limita-
tions inherent to a retrospective design. Also, given the large
sample, even small differences can be identified as being
statistically significant. While such small differences may
have limited clinical utility, they are still valuable for the
purpose of hypothesis testing.

The 3 psychopathological domains identified were
obtained from factor analysis of only 9 items included
in the SAPS and SANS. This number may be considered
small for factor analysis. Also, these symptoms account
for only a fraction of the varied psychopathology seen
in psychotic patients, or even in those diagnosed as hav-
ing schizophrenia. Studies that used instruments other
than the SAPS and SANS have suggested the existence
of other domains, such as activation/excitation, insight
or awareness of illness, and depression.25-27

Table 6. Comparison of Patients Grouped by Presence or Absence of Each Domain*

Characteristic Domain

Domain Present Domain Absent

t PMean±SD n Mean±SD n

Mean age at 1st symptom, y Disorganized 20.7±7.0 48 25.8±13.8 70 2.7 .008
Negative 22.4±7.5 100 29.0±15.8 55 2.9 .005
Positive 22.0±7.9 234 21.3±8.1 27 0.4 .70

Premorbid functioning score† Disorganized 7.3±3.8 40 6.4±4.0 64 1.09 .30
Negative 7.4±4.1 90 3.0±3.1 49 7.2 ,.001
Positive 6.5±3.9 199 7.3±4.5 24 0.8 .90

% of patients with no periods of remission‡ Disorganized 45 31 20 50 x2=5.81 .02
Negative 39 74 25 24 x2=1.6 .20
Positive 48 159 24 25 x2=5 .03

*Domain is considered present if score was 2 or more on all variables that compose the domain and considered absent if score was 0 on all variables. NS
indicates not significant.

†Measured on a combined scale with scores ranging from 0 to 14, with higher scores corresponding to more severe dysfunction.
‡Only patients with illness duration greater than 2 years are included.

Table 7. Definitive Presence of Different Domains
in the Schizophrenia (n=221) and NSSD (n=102) Groups*

Domain(s)
Present

No. (%)

x2 PSchizophrenia NSSD

Disorganization 35 (15.8) 7 (6.9) 5 .03
Negative 68 (30.8) 12 (11.8) 13.5 ,.001
Positive 151 (68.3) 34 (33.3) 34.9 ,.001
Any 1 domain

present
177 (80.1) 46 (45.1) 40 ,.001

Any 2 domains
present

67 (30.3) 7 (6.9) 21.7 ,.001

All 3 domains
present

10 (4.5) 0 (0) . . .† .03‡

*A domain was considered definitively present if the severity scores of all
the symptoms that compose that domain are equal to or greater than 2.
NSSD indicates nonschizophrenia spectrum diagnoses.

†Not applicable.
‡Fisher exact test.
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The utility of factor analysis depends on the preci-
sion with which the symptoms being measured are de-
fined. The Maryland group has questioned the construct
validity of SANS and proposed a trait-based approach (the
deficit syndrome) to differentiate primary from secondary
negative symptoms.28-30 Symptoms that measure the same
psychopathological phenomenon may lead to spurious cor-
relations by aggregating together as a factor. Conversely, a
symptom that is broadly defined may subsume more than
1 psychopathological phenomenon. In this study, delu-
sions were found to load on both positive and disorgani-
zation domains in the schizoaffective disorders subgroup.
It is possible that “delusion” as a symptom has been too
broadly defined for our purposes. It has been suggested that
delusions that are in the realm of thought content (eg, per-
secutory beliefs) are different from delusions that are more
in the realm of the patient’s subjective experience (eg,
thought insertion ).17,31 As manifestations of psychopathol-
ogy are defined with greater precision, the nature and con-
tent of the domains are likely to change.

CONCLUSION

Inability to find the disease processes underlying putative
diagnostic categories has been a major factor hampering
the progress of psychiatry during the past century. Such
an inability, despite rapid technological advances in elu-
cidating the structure and function of neural mecha-
nisms, calls for alternative ways of conceptualizing psy-
chiatric disorders. During the past 2 decades, beginning with
theworkofStrauss andcolleagues,32 researchershave shown
interest in studying the relative independence of different
aspects of schizophrenia. Carpenter and colleagues33 have
argued for the usefulness of such a model in formulating
unambiguous hypotheses that are amenable to falsifica-
tion. Sufficient evidence has now accumulated to warrant
investigating the applicability of such models to the no-
sology of all psychotic disorders. The domains of psycho-
pathology model is a useful starting point for such an en-
deavor. Future research should focus on identifying and
defining psychopathological domains with the help of sta-
tistical techniques, while parallel research evaluates the va-
lidity of such domains through their associations with bio-
logical and genetic mechanisms, longitudinal course, and
response to treatment.
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