Reprinted from THE JOURNAL OF NERVOUS AND MENTAL DISEASE

Volume 130, No. 3, March 1960
Printed 1n U.S.A.

SOCIAL ATTITUDE (CALIFORNIA F SCALE)
AND CONVULSIVE THERAPY

ROBERT L. KAHN, Pu.D.! MAX POLLACK, Pu.D. axp MAX FINK, M.D.

Studies of the mode of action of convulsive
therapy 1n altering behavior have been under
ivestigation by a variety of experimental
methods 1 our laboratory for several years.
Early studies demonstrated a relationship
between clinical evaluations of improvement
and the degree of altered brain function as
measured by the amobarbital test (15) and
the electroencephalogram (5). Personality
patterns related to a favorable therapeutic
outcome have been defined by tamily inter-
views (13) and projective techniques (14).
Behavioral changes have been measured by
complex visual and tactile perceptual tasks
(6) and by analyses of changes in syntactical
aspects of language (12).

More recently we have become Increas-
ingly aware of the relation of sociopsycho-
logical factors to differences in both referral
for, and response to, convulsive therapy. In
a study of the entire adult in-patient popula-
tion of Hillside Hospital 1t was found that
those patients referred for convulsive ther-
apy were significantly older, more likely to
have been foreign-born, had less education
and higher scores on the California I¥ Scale
than those patients who received psycho-
therapy alone (17). Of those patients receiv-
ing convulsive therapy, a favorable thera-
peutic evaluation of recovered or much
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improved was most likely in those who were
older, more poorly educated, foreign-born
and with higher I scores (18).

The aim of the present mvestigations was
to study the convulsive therapy process fur-
ther by the use of the California I Scale (1).
Although promulgated n a setting where
interest was focused on prejudice and au-
thoritarianism, the I¥ Scale was designed to
evaluate psychological aspects, such as con-
ventionalism, rigidity and stereotypy, re-
lated to the manifestation of these social
attitudes.

It was our specific purpose to determine:
1) what the I Scale measures in a psychiatric
population, and 2) how response to the F
Scale varies with change 1n brain tunction.

METHOD

Population: These studies have been con-
ducted at Hillsidde Hospital, a private, non-
profit 200-bed psychiatric hospital in New
York City admitting voluntary patients with
“early and curable mental illness.” Psycho-
analytically-oriented psychotherapy is the
treatment of choice for all patients, with
somatie therapies (convulsive, msulin coma
and drug therapies) regarded as ancillary,
but available when needed. The m-patient
population consists mainly of middle-class
Jewish patients, with a high school educa-
tion, between the ages of 18 and 40. Most
patients are classified into the diagnostic
categories of schizophrenia, psychoneurosis,
manic-depressive and involutional psychosis.

In these studies we have used a ten-item
modification of the standard F Scale (8).
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TABLE 1
Scores on Conventional and ‘‘Reverse’ F Scales
M
Dichoto- Scf)?g lgflean
mized | N Conven- v 7% |  Dift, /
Groups tional que:l'se
Scale Scale
10-37 76 26.3 ol.D +25.2 | 20.3"
38—-70 79 47 .4 48.1 —+0.7 0.6

* Significant at .001 level

The procedure consists of having the subject
read ten statements and indicating to what
extent he agrees or disagrees with each, 7.e.
a little, pretty much, or very much. The
score for each item ranges from one to seven,
and the total score range is 10 to 70, with
high scores indicating greater agreement
with the statements. The statements are
extreme, unecritical or stereotyped expres-
sions, such as: “No sane, normal, decent
person would ever think of hurting a close
friend or relative” and “If people would talk
less and work more, everybody would be
better off.”

RESULTS

What the F Scale measures in this popula-
tion: the “reverse” F Scale. In this study the
entire in-patient population was first tested
with the conventional scale, then retested
one month later with a “reverse” scale (2).
In the “reverse’” scale the same items are
used, but stated in opposite terms to the
original. Thus, the first example cited above
1s changed to read, “A sane, normal, decent
person might have to hurt a close friend or
relative.” The ‘“reverse’” scale is scored in
the same manner as the regular scale, with
high scores reflecting greater agreement.

The relation of the scores on the conven-
tional to the “reverse” scales is shown in
Table 1. The patients were divided into two
groups according to the median score on the
conventional scale. Those patients who made
low scores initially, indicating predominant
disagreement, with the statements, showed a
significant increase in score on the “reverse”
scale, mdicating that they were now in agree-
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ment with the statements. In contrast, the
patients who made high scores initially
showed little change on retesting, indicating
that they agreed with the statements to the
same extent even when their meanings were
reversed.

Change in F Score with convulsive therapy.
In a second study, 69 consecutive hospital-
1zed patients referred for convulsive therapy
were given the I Scale in the week prior to
treatment, on the day following the 12th
treatment, and two weeks after the termina-
tion of treatment. These patients were di-
vided into two groups; an experimental
group of 59, and a control group of ten pa-
tients randomly selected from the referrals.
In the experimental group all patients re-
cetved grand mal convulsive therapy, while
the control group received subconvulsive
electro-stimulation only. All patients were
treated three times a week, for a minimum
of 12 treatments.

T'he degree of physiologic change during
treatment was determined by quantitative
analyses of delta activity in the EEG, using
techniques previously described (5). EEG
records were obtained weekly and the rec-
ords taken nearest the 12th treatment were
measured for the degree of induced slow
wave activity (the per cent time occupied by
waves of 6 cps or slower for 66 seconds of
recording from the anterior temporal-vertex
leads).

The changes in F score during convulsive
treatment are shown in Table 2. There was
a mean Increase of +5.7 in F score during

TABLE 2
Effect of Convulsive Treatment on F Score

Mean F Score
o Pre
% Duri M
ggit' Tre;lt[;ile%lt Diﬁeerag;lce ¢
Convulsive | 59 | 45.3 51.0 =0 2.02*
Group
Control 10 | 48.7 49 .2 +0.5 | 0.02
Group

* Significant at .05 level
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treatment, a difference significant at the five
per cent level of confidence. In contrast, the
control group showed a statistically msignifi-
cant change during the same period.

The effect of convulsive therapy on the If
score was further demonstrated by an anal-
ysis of seven patients, originally in the con-
trol group, who were subsequently placed on
a regular course of convulsive therapy. On
retest after 12 control treatments their scores
were unchanged, with a mean difference
from the pretreatment score of 40.1. After
12 convulsive treatments, however, these
patients showed a significant mean increase
or - 9.1,

Adequate EEG records at the time of the
12th treatment were obtained for 54 pa-
tients. FFor this analysis the records were
divided into two groups according to the
degree of slow wave activity: a high delta
index group in whom slow wave activity
appeared in 40 per cent or more of the
selected leads, and a low delta index group
in whom the slow wave activity was less than
40 per cent. Changes in F scores during treat-
ment for the two groups are shown in Table

3.

TABLE 3

Change in F Score and Degree of Induced Cerebral
Dysfunction

Degree of Slow N Pre- During Mean t

Wave Activity Treatment Treatment | Difference

High Delta | 27 43.9 D2.5 +8.6 | 2.3*
Index

Low Delta | 27 45.6 49.0 +3.4 | 0.8
Index

* Significant at .05 level

The patients with high degrees of slow
wave activity had a mean increase 1 If score
of +8.6, significant at the five per cent level
of confidence. Those patients with low delta
indices showed a relatively small increase ot
3.4. While the increase in scores in the
low delta activity group was statistically
insignificant, 1t was greater than that ot the
control group (Table 2).
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TABLE 4
Pre-Treatment and Post-Treatment F Scores

N Pre- Post- Mean
Treatment | Treatment | Difference

High Delta | 21 42.2 40.6 —1.6 | 0.4
Index

Low Delta | 16 42.6 42.1 —0(6.5 | 0.1
Index

I scores were obtained 1n 44 patients two
weeks after the last treatment (Table 4).
The mean difference between pre- and post-
treatment scores was statistically signifi-
cant. Ifurthermore, the same pattern ot a
small decrease in score was found for both
the high and low delta activity groups.

DISCUSSION

These observations demonstrate the rele-
vance of the I' Scale to the convulsive ther-
apy process. An understanding of these
relationships requires examination of the psy-
chological factors reflected by the I Scale 1n
our population.

The observations on the “reverse” It Scale
indicate that those patients who disagreed
with the original statements (low I score)
were responding to the content of the state-
ments. This was shown by the high degree
of agreement with the reverse statements.
Those patients who agreed with the original
statements (high I score), however, con-
tinued to agree when the statements were
reversed. Evidently, these patients were not
responding to the content of the statements,
but demonstrated a more generalized reac-
tion.

There have been several studies on non-
psychiatric populations using a ‘“reverse’” I
Scale, with conflicting results. Thus, Chris-
tie, Havel and Seidenberg (3) have found a
consistent response to content in original and
reverse scales, e.g., agreeing to one and dis-
agreeing with the other, while Jackson, Mes-
sick and Solley (10) report a positive correla-
tion between agreement on the two scales.
In part, these differences may be accounted
for by differences in the form of the reversed
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scale. Jackson and Messick (9) indicated
that Christie et al. (3) modified the language
form of the original scale and reversed the
content, while Jackson et al. (10) retained
the extreme, cliché-ridden style of the origi-
nal scale. Jackson and Messick indicate that
the response pattern to the I' Scale may be
interpreted in terms of response style rather
than specific item content. On the basis of
the data from our population there is a
difference between the high and low scorers
with respect to the extent that cognitive
style affects their response. The high scorers
who agree with both forms of the scale show
a consistent style of response acquiescence,
overgeneralization and conforming to so-
clially desirable standards. Those who scored
low on the original scale, however, did not
show the converse—a consistent pattern of
negativism or social non-conformity. Rather,
they altered their style to agree with the con-
tent when the statements were reversed.
Thus, low ¥ score patients were charac-
teristically more critical and diseriminating
persons, while those with high F scores were
more undifferentiating and stereotyped in
their reactions.

With this conception of the I Scale, the
findings 1in convulsive therapy may be con-
sidered. In the selection of treatment in this
istitution, those patients receiving convul-
sive therapy had significantly higher scores
than those receiving psychotherapy only
(17). That this observation is not simply a
reflection of diagnosis 1s seen in the differ-
entlation by the I score of the selection of
treatment even among those patients classi-
fied as psychotic depression. The selection of
treatment thus seems related to psycho-
logical processes reflected in the I Scale.
Subjects with high I scores, with stereotypy
of thinking and difficulty in introspection,
often present a behavioral pattern incom-
patible with the establishment of the type of
interpersonal relationships required in psy-
choanalytically-oriented psychotherapy.

The favorable evaluations of therapeutic
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response to convulsive therapy in patients
with high I scores may be related to per-
sonality attributes. The psychological proc-
esses reflected in the I Scale are similar to
those personality factors previously found
to be related to a favorable response to such
treatment. In structured family interviews
1t was observed that the favorably rated
patients had personality patterns charac-
terized as nonempathic, nonintrospective,
nonverbally communicative, and highly con-
ventional and stereotyped, with little imagi-
native or creative capacity (13). Consistent
patterns have been shown in Rorschach
studies indicating that good prognosis is re-
lated to a small number of responses, absence
of human movement and little diversification
of content (7, 14).

The I score increases significantly with
convulsive therapy with the extent of in-
crease related to the degree of altered brain
function, as measured by the degree of in-
duced EEG slow wave activity. This relation
of change in behavior to physiological change
1s an observation that has been consistently
noted 1 convulsive therapy patients (5).
The ncrease in F score during treatment
may have been even more marked than
actually observed. Several patients of foreign
birth and lLittle education had maximum or
near maximum scores prior to treatment,
thus eliminating or reducing the possibility
of an 1ncrease on retesting.

The change In score with altered brain
function 1s consistent with previous observa-
tions on the behavioral effects of convulsive
therapy. In accord with our conceptual
framework, greater agreement with I Scale
items during treatment 1s related to in-
creased stereotypy and difficulty in diserimi-
nation, as well as to increased acquiescence.
This 1s part of a general process which has
been noted 1n linguistic, perceptual and
clinical behavioral measures. In their lan-
guage, convulsive therapy patients show
increased denial, evasion, qualification and
use ot clichés and stereotyped expressions
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(12). They also manifest increased repetitive-
ness of words (11), difficulty in complex
visual and tactile perception (6) and figure-
oround discrimination (16). Clinically, they
are characteristically more compliant and
acquiescent and try to please the examiner

(4).
SUMMARY

A measure of social attitude, the California
I Scale, has been utilized in studies of the
convulsive therapy process. In a voluntary
psychiatric hospital it was noted that pa-
tients referred for convulsive therapy had
significantly higher F scores than those re-
ceiving psychotherapy only. Among the pa-
tients receiving convulsive therapy, those
with the higher initial I’ scores were evalu-
ated as showing the best clinical results.
With treatment there was a significant 1n-
crease in I score, with the increase related to
the degree of altered brain function. Follow-
ing treatment the scores returned to their
original level.

Comparison of results with a conventional
and “reverse” I Scale demonstrated that
patients with low F scores respond to the
content of the questionnaire, while those
with high F scores showed a generalized
pattern of agreement independent of the con-
tent.

These results are interpreted in terms of
the psychological processes measured by the
I' Scale. High-scoring patients are considered
to be stereotyped in their thinking and to
have difficulty in introspection—behavior
which is incompatible with psychoanalyti-
cally -oriented  psychotherapy, rendering
them more liable to referral for convulsive
therapy. With treatment, such patients are
also more likely to develop the language
patterns of denial and use of clichés which
are the cues for evaluations of clinical 1m-
provement. The increase in I' score with
treatment is comparable to other types of
behavioral change, such as increased acquies-
cence, increased difficulty in figure-ground
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diserimination, and increased stereotypy of
language.
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Secial Attitude (California F Scale) and Convulsive

Therapy

Studies of the mode of action of convulsive therapy in
altering behavior have been under investigation by a variety
of experimental methods in our laboratery fer several years.
BEarly studies demonstrated a relationship between c¢linical
evaluations of improvement and the degree of altered brain
function as measured by the amobarbital test (12) and the
electroencephalogram (L). Personality patterns related to a
faverable therapeutic outcome have been defined by family

Behavioral

interviews (13) and projective techniques (15).
changes have been measured by cemplex visual and tactile
perceptual tasks (6) and by analyses of changes in syntactical
aspects of language (16).

More recently we have become increasingly aware of the
relation of sociopsycholegical factors teo differences in beth
referral for, and respense to, convulsive therapy. In a
study of the entire adult in-patient population of Hillside
Hospital it was found that these patients referred for convulsive
therapy were significantly older, more likely to have been
foreign-born, had less education and higher scores on the
Californa F Scale than these patients who received psychotherapy
alene (17). Of those patients receiving convulsive therapy,

a favorable therapeutic evaluation of recovered or much impreved
was most likely in those whe were older, more poorly educated,

foreign-born and with higher F scores (18).



The aim of the present investigations was to further
study the convulsive therapy process by the use of t;o
California F Scale (1).

Although promulgated in a setting
where Lntira-t was focused on prejudice and suthoritariasnism,
the F scale was designed to evaluate psychological aspects, such
as conventionalism, rigidity and stereotypy, related te the
manifestation of these social attitudes.

It was our specific purpose to determine 1) what the
F Scale measures in a psychiatric population, and 2) how
response to the F Scale varies with chenge in brain function.



METHOD 13

Populationt These studies have been conducted at
Hillside Hospital, a private, non-prefit 200 bed psychiatric
hospital in New York City admitting veluntary patients with
fearly and curable mental illness"™, *Paychoanulytielllyw
oriented psychotherapy is the trontnént of choice for all
patients, with somatic therapies (caﬁvnllivm, insulin coma
and drug therapies) regarded as lnei}llry, but available when
needed. The in-patient populatien qfnnint- mainly of middle~
class Jiwish patients, with a high school educatien, between
the ages of 18 and LO. Most patients are classified inte the
diagnostic categories of schizophrenia, psychoneurosis, manic-
depressive and involutional psychosis,

In these studies we have used a ten item modification
of the standard scale (0). The procedure consists of having
the subject read ten statements ana indicating to what extent
he agrees or disagrees with each, 3ﬂ3, a little, pretty much,
or very much. The score for each item ranges from one teo

seven, and the tetal score range is 10 to 70, with high scores

indicating greater agreement with the statements. The statements

are exireme, uncritical eor stereotyped expressions, such as:
"No sane,normal, decent person would ever think of hurting a

close friend or relative" and "If people would talk less and

work more, everybody would be better off."



RESULTS:
What the F Scale Measures in our Populations The "Reverse®™ F Scale

In this study the entire in-patient populatien was first
tested with the contontionll scale, then retested one month
later with a "reverse” scak (2). In the "reverse" scale the
same items were used, but stated in opposite terms to the
original. Thus the first example cited above was changed to
read, "A sane, neormal, decent person might have to hurt a
clese friend or relative.™ Tﬁo "reverse” scale was scored in
the same manner as the regular scale, with high scores reflecting
greater agroement.'

The relatien of the scores on the eanvsntional to the
"reverse" scales is shown in Table I. The patients were divided
into two groups according to the median score on the conventional
scale. Those patients who made low scores initially, indicating

predominant disagreement with the itltonenta, showed a significant

increase in score on the "reverse" scale, indicating that they
were now in agreement with the statements. In contrast, the
patients who made high scores initially showed little change
on retesting, indieating that they agreed with the statements
to the same extent even when their meanings were reversed.

I

Table I about here

b B R R e p———



TABLE I

Scores on Conventional and "Reverse" F Scales

Mean Score Mean Score

Dichotonized Conventional "Reverse"
_Groups N Scale Scale Diff. T
10-37 76  26.3 51.5 +25,2 20.3%
38.70 79 L7.k L8.1 + 0.7 0.6

¥*significant at .001 level
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Change in F Score with Convulsive Therap

In a second study, 69 consecutive hospitalized patients
‘referred for convulsive therapy were given the F Scale in
the week prior to treatment, on the day following the 12th
treatment, and two weeks after the termination of treatment.
These mtients were divided inte two groups, an experimental
group of 59, and a control group of ten patients randomly
selected from the referrals. In the experimental group all
patients received grand mal convulsive therapy, while the
control group received subconvulsive electro~-stimulation only.
All patients were treated three times a week, for 2 minimum
of 12 treatments. _

The degree of physiologic change during reatment was
determined by quantitative analyses of delta activity in the
EEG, using techniques previously described (L). EEG records
were obtained weekly and the records taken nearest the 12th
treatment were measured for the degree of induced slow wave
activity (therpor cent time occupied by waves of 6 cps or
slower for 66 seconds of recording from the anterior temporal-
vertex leads).

The changes in F score during convulsive treatment are
shown in Tallke 2. There was 2 mean increase of +5.7 in F
score during treatment, a dittcfonoe significant at the 5%
level of confidence. 1In contrast, the contrel group showed

a statistically insignificant change during the same perioed.
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The effect of convuleive therapy on the P score vas
further demonstrated by en snalysis of seven patients,

originally in the contrel group, whe were subsequently placed

on & regular course of convulsive therapy. On retest after
12 contrel treatments their scores were unchanged, with a
mean difference from the pretreatment score of +0.l1 errors.
After 12 convulsive treatments, however, these patients showed
a significant mean increase of +9.1 errors.

Table 2 about here
Adegquate EREC ﬂum‘ &t the time of the 17th treatment
were obtained for 5k patients. For this snslysis the records
vere divided inte two groups according to the degree of alow
wave activity: a high delta index group in whom slow wave
activity appeared in LOX or more of the selected leads, and
& low delta index group in whon the slow wave activity was
less than LO%. Changes in F scores during treatment for
the twe groups are shown in Tadle 3,

Tzble J about here

The patients with high degrees of slow wave sctivity had »
mean increase in P score of +8.6, significant at the 5% level
of confidence, Those patients with Jow delte indices showed




TABLE 2

Effect of Convulsive Treatment on F Score

Mean F Score

Pre=~ During Mean
e Ireatment Treatment Difference ¢t
Convulsive Group 59 5.3 51.0 * 5.7 a0
Control Group 10 L8.7 h9.2 ¢+ 0.5 0.02

" Significant at .05 level



TABLE 3

Change in F Score and Degree of Induced Cerebral Dysfunction

Degree of Pre=- During Mean

Slow Wave Activity N Treatment Treatment Difference 1

High Delta Index 27 L3.9 §2.5 +8.6 2.3%

Low Delta Index 27 hSté L19.0 +3.4 0.8

3*
Significant at .05 level
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a relatively small increase of +3.4. While the increase

in scores in the low delta activity group was statistically
insignificant, it was greater than that of the centrol
group (Table 2).

F scores were obtained in Lk patients two weeks after
the last treatment (Table L). The mean difference between
pre~ and posttreatment scores was statistically insignificant.
Furthermore, the same pattern of a small decrease in score
was found for both the high and ;év delta activity groups

Table L4 about here



High Delta
Index

Low Delta
Index

N

2l

16

TABLE L

nent _and Postireatment F Scores
Pre~ Post~- Mean
Treatment Treatment Difference

o o R 1 | VP ey R S A

h?-ﬂ hOté """1‘6

h?té hiul ""'0»5

0.1



DISCUSSION®

These observations demonstrate the relevance of the
F Scale to the convulsive therapy process. An understanding
of these relationships requires examination of the psychological
factore reflected by the F Scale in our population.

The observations on the reverse F Scale indicates that
those patients who disagreed with the original statements
(low F score) were responding to the content of the statements.
This was shown by the high degree of agreement with the reverse
statements, However, those patients who agreed with the
original statements (high F score) continued to agree when

the statements were reversed. Evidently, these patients

were not responding to the content of the statements, but
demonstrated a more generalized reaction.

There have been several studies on nonpsychiatric
populations using a reverse F Scale, with conflicting results.
Thus, Christie, Havel and Seidenberg (3) have found a consistent
response to content in original and reverse scales, €.g.,
agreeing to one and disagreeing with the other, while Jackson,
Messick and Selley (9) reﬁort a péaitivc correlation between
agreement on the two scales. In part, these differences may
be accounted for by differences in the form of the reversed
scale. Jackson and Messick (10) indicated that Christie et
al. (3) modified the language form of the original scale

and reversed the content, while Jackson et al. (9) retained

the extreme, cliche-ridden style of the original scale,

Jackson and Messick indicate that the response pattern te
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the F Scale may be interpreted in terms of response style
rather than specific item content, On the basis of the

data from our population there is a difference between the
high and low scores with respect to the extent that cognitive
style affects their response, The high scorers who agree
with both forms of the scale show a consistent style of
response acquiescence, overgeneralization and conforming

to seocially desirable standards. Those who scored low on
the original scale, however, did not show the converse --

& consistent pattern of negativism or social nen-conformity.
They altered their style to agree with the content when the
statements were reversed. Thus, low F score patients were
characteristically more critical and dscriminating persons,
while these with high F scores were more undifferentiating
and stereotyped in their reactions.

With this conception of the F Scak, the findings in
eanvulaive therapy may be considered., In the selection eof
treatment in this institution, those patients receiving
convulsive therapy had significantly hirher scores than
those receiving psychotherapy only (17). That this eobserva-
tion is not Jjust 2 reflection of diagnosis is seen in the
differentiation by the F score of the selection of treatment
even among those patients classified as psychotic depression.
The selection of treatment thus semms related te psychelogical

processes reflected in the F Scale. Subjeets with high F
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scores, with stereotypy of thinking and difficulty in
intreospection, often present a behavioral pattern incompatible
with the establishment of the tyve of interpersonal relation-
ships required in psychoanalytically-oriented psychotherapy.

The favorable evaluations of therapetic rcuponia to
convulsive therapy in patients with high F scores may be
related te personality attributes. The psychological pre-
cesses reflected in the F Scale are similar teo those
personality factors previeusly related tov a favorable response
to such troatmeni. In structured family interviews it was
observed that the favorably retéd patients had personality
patterns characterized as nonempathic, nenintrespective,
nonverbally communicative, and highly conventional and
stereotyped, with little imaginative or creative capacity
(13). Consistent patterns have been shown in Rorschach
studies indicating that goed prognesis is related to a small
number of responses, absence of human movement and little
diversification of content (15; )

The F score increases gignificantly with convulsive
therapy with the extent of increase related to the degree of
altered brain function, as measured by the degree of induced
EEG slow wave activity. This relation of change in behavior
to physiological change is an observation that has been
consistently noted in convulsive therapy patients (L).

The increase in F score during treatment may have been even
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more marked than actually observed. Several patients of
foreign-birth and little education had maximum or near
maximum scores prior to treatment, thus eliminating or
reducing the possibility of an increase on retesting.

The change in score with altered brain rnnetieﬁ is
consistent with previous observations on the behavioral
effects of convulsive therapy. 1In accord with our conceptual
framework, greater agreement with F Scale items during treat-
ment is related to increased stereotypy and difficulty in
discrimination, as well as increased acquiescence, Thi is
part of a general process which has been noted in linguistie,
perceptual and clinical behavioral iotlurol. In their
language, convulsive therapy patients show increased dohial,
evasion, qualification and use of cliches and stereotyped
expressions (16). They also manifest increased repetitiveness
of words (11), difficulty in complex visual and tactile per-
ception (6) and figure=ground discrimination (1L). Clinically,
they are characteristically more compliant and acquiescent

and try to please the examiner (5).
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A measure of social attitude, the Califernia F Scale,
has been utilized in studies of the convulsive therapy process.
In & voluntary psychiatric hospital it was noted that patients
referred for convulsive therapy had significantly higher F
scores than those receiving psychotherapy only. Among the
patients receiving convulsive therapy, those with the higher
initial F scores were evaluated as showing the best clinical
results. With treatment there was a significant increase in
F score, with the increase related to the degree of altered brain
funetion. Following treatment the scores returned to their
original level.

Comparison of results with a conventional and "reverse"

F scale demonstrated that low F score patients respond teo the

content of the questionnaire, while those with high F scores
showed a generalized pattern of agreement independent of the
content.

These results are interpreted in terms of the psychological
processes measured by the F Scale. High F score patients are
considered to be stereotyped in their thinking and to have
difficulty in introspection -- behavior which ie incompatible
with psychoanalytically-oeriented psychotherapy, rendering them
more liable to referral for convulsive therapy. With treatment,
such patients are also more likely to develeop the language
patterns of denial and use of cliches which are the cues for
evaluations of clinical improvement. The increase in F score

with treatment is comparable to %de other types of behavioeral



change, such as increased acquiescence, increased difficulty
in figure~ground discrimination, and increased stereotypy

of language.
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Social Attitude Questionnaire (F Scale)*

Below are a number of statements. For

want you to give us your personal opinion of whether you agree

or disagree, and how much.

each statement we
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No sane, normal decent person could ever think of hurting a

RORE T Iond OF PR IRL IOl i i vy s v

Science has its place, but there are many important things
that must always be beyond human understanding.....cceceeeceeeecesess

& 4 people'would'talk less and work more, everybody would be
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When a person has a problem or worry, it is

think about it, but to keep busy with more cheerful things.......

What the youth needs most is strict discipline, rugged determina-
tion, and the will to work and fight for family and country......
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Nowadays when so many different kinds of people mix together

soO much, a person has to protect himself especially carefully
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Sex crimes, such as rape and attack on children, deserve more
than mere imprisonment; such criminals ought to be publicly

MITDEG, OF VOPEE. i vssarssairnissinvaivnsi

The best teacher or boss is the one who tells us exactly what

is to be done and how to go about it..cc....

Young people sometimes get rebellious ideas, but as they grow up

they ought to get over them and settle down

People can be divided into two distinct classes: the weak and
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¥From Gallagher, Levinson and Erlich (1957)

DEOYINE: I Agres very mueh. . ... 2
I agree pretty much.....+6
L SETen K VLI, v s

I disagree very much..
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Appendix

Social Attitude Questionnaire (F Scale)¥

Felow are a number of statements. For each statement we want you

to give us your personal opinion of whether you agree or disagree.
Answer each statement according to one of the following:

I AGREE A LITTLE I DISAGREE A LITTLE
I AGREE PRETTY MUCH I DISAGREE PRETTY MUCH
AGREE VERY MUCH I DISAGREE VERY MUCH

l. No sane, normal, decent person could ever think of hurting a
close friend or relation.

2. Science has its place, but there are many important things that
must always be beyond human understanding.

3. If people would talk less and work more, everybody would be
better off.

4. When a person has a problem or worry, it is best for him not to
think about it, but to keep busy with more cheerful things.

>. What the youth needs most is strict discipline, rugged determina-
tion, and the will to work and fight for family and country.

6. Nowadays when so many different kinds of people mix together so
much, a person has to protect himself especlally carefully against
catching an infection or disease from them.

. ©Sex crimes, such as rape and attack on children, deserve more

than mere imprisonment; such criminals ought to be publicaly whipped, or
worse.,

8. The best teacher or boss is the one who tells us exactly what
is to be done and how to go about it.

9. Young people sometimes get rebellious ideas, but as they grow
up they ought to get over them and settle down.

10. People can be divided into two distinct classes: the weak and
the strong.

e ———————————————————————————————————————————————————————————————————————————————————————— e

* From Gallagher, Levinson and Erlich (1957).
Scoring: Agreement is scored as +7 (agree very much), +6 (agree pretty much),
and +5 (agree a little); +L4 for no response or uncertain; +3
(disagree a little), +2 (disagree pretty much), and +1 (disagree
very much). The ten items are summed for a single F-Scale Score.
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Social Attitude Questionnaire (F Scale)

Below are a number of statements. For each statement we
want you Lo give us your personal opinion of whether you aghree
orn disaghee, and how much, '

pretty much
a little
pretty muc

I agree very much
I disagree a little

No sane, normal decent person could ever think of hurting a
cloge friend oy relation...... R TR PR U

Science has its place, but there are many important things
that must always be beyond human understanding....ceeceeeeeess

If people would talk less and work more, everybody would be
better Off------‘i‘tlltoo‘t-i-----l--u---t--l---.--.:--------q---

When a person has a problem or worry, it is best for him not to | [r
think about it, but to keep busy with more cheerful things.... l

tion, and the will to work and fight for family and country...

Nowadays when so many different kinds of people mix together
so much, a person has to protect himself especially carefully
against catching an infection or disease from them..... s s

Sex crimes, such as rape and attack on children, deserve more
than mere imprisonment; such criminals ought to be publicly
Whipped’ Or Wodrselliiliilli...l‘li.'l IIIIIIIII a % & % & % 8 B % 5 " 8 e

What the youth needs most is strict discipline, rugged determina- IIII

The best teacher or boss is the one who tells us exactly what |
is to be done and how O B0 BOOUE JICoesisssveorntssnneirsnnsinn - _ e
Young people sometimes get rebellious ideas, but as they grow 2

up they ought to get over them and settle dOWn.eeeeeeoeesoecess

People can be divided into two distinct classes: the weak
and the Strong..iilliiiliilillIl'.i'ililill.ll-lllli..illllill
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