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Abstract

Aim—The Cannabis Experiences Questionnaire (CEQ) was developed to measure the subjective
experiences of cannabis use both during and after intoxication. Despite the need to better
understand the nature of the complex and significant relationship between cannabis use and early
psychasis, this questionnaire has rarely been used in individuals with first-episode psychosis.

Methods—We conducted a set of factor analyses using CEQ data from 194 first-episode
psychosis patients who used cannabis in order to uncover the underlying factor structure of the
questionnaire and thus the overarching types of psychological experiences after using cannabis in
young people with psychotic disorders.

Results—Our exploratory factor analysis identified four subscales, including: Distortions of
Reality and Self-Perception (factor 1), Euphoria Effects (factor 2), Slowing and Amotivational
Effects (factor 3), and Anxiety and Paranoia Effects (factor 4).

Conclusions—Elucidating the underlying factor structure of the CEQ in first-episode psychosis
samples could help researchers move towards a deeper understanding of the types of experiences
associated with cannabis intoxication among young adults with first-episode psychosis and could
inform the development of programs designed to reduce use, improve the course of illness, and
possibly delay or prevent the onset of psychotic symptoms in those at risk.
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1. Introduction

A growing body of literature supports significant and complex associations between
cannabis use and psychotic disorders. In addition to being one of the most widely abused
substances by American youth (US Dept. of Health & Human Services, 2013), both those
with established schizophrenia as well as those in the early stages of illness are particularly
prone to cannabis abuse (Koskinen et al., 2009). Continued cannabis use has been associated
with a number of negative outcomes in individuals with psychotic disorders (Van Os et al.,
2002), including increased rates of relapse (Linszen et al., 1994), more frequent
hospitalizations, increased symptom severity (Stone et al., 2014), medication non-adherence
(Zammit et al., 2008), and poorer psychosocial outcomes (Linszen et al., 1994).
Furthermore, accumulating evidence suggests that regular cannabis use independently
increases the risk of developing psychotic symptoms in individuals with no previous history
of illness (Van Os et al., 2002). This association is even stronger among individuals with a
predisposition for psychosis (Van Os et al., 2002). Additionally, cannabis consumption has
been shown to independently contribute to an earlier age at onset of psychosis (Compton et
al., 2009; Compton & Ramsay, 2009; Kelley et al., 2016; Large et al., 2011; Myles et al.,
2012) in those who go on to develop psychotic disorders.

Individuals can experience a wide variety of subjective responses to cannabis intoxication,
ranging from euphoria and depersonalization to paranoia and panic. This has been well
established in the general population and is presumably true for individuals with psychotic
disorders as well. Limited previous qualitative reports exploring the most common
motivations for continued cannabis use in patients with psychotic illnesses indicate reasons
related to social activities and acceptance, improving mood, reducing negative symptoms
and anxiety, relaxation, and getting high (Gomez Pérez et al., 2014; Schofield et al., 2006).
Little quantitative research, however, has examined subjective responses to cannabis
intoxication among those with psychotic disorders, and very limited research to date has
explored the subjective response to cannabis use in those with first-episode psychosis.

Treating cannabis use disorders during the early stages of a psychotic illness is of crucial
clinical importance. This early period appears to represent a “critical period” during which
comorbid substance abuse is most damaging to illness trajectory and significantly impacts
long-term outcome (Birchwood et al., 1998). Early psychosis clinicians are challenged with
the task of encouraging cannabis use reduction or abstinence in order to increase the
likelihood of a full symptomatic and functional recovery (Zammit et al., 2008). Effective
management of comorbid cannabis use disorders requires a thorough understanding of
specific domains of effects of cannabis use. For example, patients with predominantly
euphoric effects might differ in their patterns or amounts of use from those with
predominantly negative effects (e.g., anxiety, paranoia, psychosis-like experiences,

Early Interv Psychiatry. Author manuscript; available in PMC 2020 June 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Birnbaum et al.

Page 3

amotivation). Additionally, individuals who experience predominantly euphoric effects
might demonstrate unique influences on the course of their illness including differential
impacts on symptom severity and medication adherence. Appreciating the many
psychological aspects and subjective experiences associated with cannabis use among young
people with first-episode psychosis would inform the development of individualized
treatment programs designed to reduce use, improve the course of illness, and possibly delay
or prevent the onset of psychotic symptoms in those at risk.

The Cannabis Experiences Questionnaire (CEQ) is a 56-item instrument developed to
measure subjective experiences to cannabis use both during and after intoxication (Barkus et
al., 2006). To date, two factor analyses have been conducted in order to understand the
underlying structure of the instrument (and thus the overarching types of responses to
cannabis use). Previous samples have consisted of healthy individuals in the United
Kingdom as well as those with schizotypy who are considered to be prone to psychotic
experiences. Initial exploratory factor analysis using a sample of 322 cannabis users
suggested a 3-factor solution for the CEQ (Stirling et al., 2008). These were characterized as
a Psychotic-Dysphoric index (factor 1, 14 items), an Expansive index (factor 2, 12 items)
and an /ntoxicated index (factor 3, 9 items). A second exploratory principal components
analysis using data from 532 participants who had used cannabis at least once in their
lifetime was conducted by Barkus and Lewis (2008). They concluded that a four-component
solution better explained their data. These included: Paranoid-Dysphoric Experiences (factor
1, 25 items), Euphoric Experiences (factor 2, 16 items), Amotivational After-Effects (factor
3, 7 items) and Psychosis-Like After-Effects (factor 4, 5 items).

One prior factor analysis was conducted in a sample of 252 first-episode psychosis
participants using a modified version of the CEQ (Bianconi et al., 2016). Contrary to the
original version (Barkus et al., 2006), which included 56 experiences, the modified version
included only 14 items. A principal components analysis identified a four-factor solution:
Anxiety—Paranoid (factor 1, 4 items), Cognitive Experiences (factor 2, 3 items), Enjoyable
Experiences (factor 3, 3 items), and Psychotic Experiences (factor 4, 3 items).

Despite the need to better understand the nature of the complex relationship between
cannabis use and early psychosis, to date the CEQ has very rarely been studied in

individuals with first-episode psychosis. Elucidating the underlying factor structure of the
CEQ in first-episode psychosis samples would help researchers move towards a deeper
understanding of the types of psychological experiences associated with cannabis use among
young people with psychotic disorders and could inform the development of programs
designed to reduce use, improve the course of illness, and possibly delay or prevent the onset
of psychotic symptoms in those at risk. In this study, we conducted a set of factor analyses
using CEQ data from a relatively large sample of first-episode psychosis patients.

2. Methods
2.1. Setting and Sample

Data for this analysis were collected as part of an overarching study investigating the impact
of premorbid cannabis use on first-episode non-affective psychotic disorders (Kelley et al.,
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2016). Study participants were a largely homogeneous sample of inpatients receiving
treatment for a newly diagnosed primary psychotic disorder. Eligible individuals were 18-40
years old, were English-speaking, and had a newly diagnosed schizophrenia-spectrum
disorder confirmed using the Structured Clinical Interview for DSM-1V Axis | Disorders
(First et al., 1995). Exclusion criteria included hospitalization for psychosis >3 months prior
to the index admission, a history of taking antipsychotic medications for >3 months, known
or suspected mental retardation, a Mini Mental State Examination (Cockrell & Folstein,
1988) score <24, or inability to give informed consent for any reason.

Some 247 participants were recruited in two cities in the United States between August,
2008 and April, 2012. Subjects were enrolled at an urban, public-sector hospital (7=161), a
suburban crisis stabilization unit (7=42), and a state psychiatric hospital that accepts acute
admissions (/7=22) in Atlanta, Georgia. At a secondary location (Washington, D.C.)
established late in the course of the study, individuals were recruited from a private
university-affiliated hospital (#=8) and two urban community hospitals (/7=14). Participants
provided written informed consent after receiving a complete description of the study and
before beginning data collection. All relevant Institutional Review Boards reviewed and
approved the study and consent processes.

2.2. Procedures

The assessment for the larger study required approximately six hours to complete and was
typically administered over the course of two days during the participant’s hospitalization.
Diagnoses of a schizophrenia-spectrum disorder and any comorbid substance use disorders
were confirmed using the psychotic, mood, and substance use disorder modules of the SCID.
The CEQ was administered on the second day of the assessment. Because of illiteracy
among some participants, interviewers read all CEQ items and response choices to
participants (while providing a large-font cue card in front of the participant, which showed
all response options) and recorded their answers.

2.3. Data Analyses

The analysis of the 56 items of the CEQ began with the testing of the two previously
reported full-scale CEQ factor structures described above (Barkus & Lewis, 2008; Stirling et
al., 2008), using confirmatory factor analysis (CFA) techniques. Goodness-of-fit statistics,
including the chi-square, root mean square error of approximation (RMSEA), comparative
fit index (CFI), and Akaike information criterion (AIC), were estimated for both CFA
models. Generally acceptable values that indicate good model fit for these statistics are: a
non-significant chi-square test; RMSEA <0.06; and CFI =0.90. The AIC is used to compare
models, with lower AIC values being preferred.

Since neither CFA model had an acceptable fit, as described below, we next ran an
exploratory factor analysis, again using all 56 items of the CEQ. Principal axis factoring
with an oblique rotation, allowing factors to correlate, was conducted. Three models were
examined.

The final model was then derived, and subscales computed, using the following conventions:
(1) items were considered to load onto a factor when the loading was >.40, (2) items loading
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onto no factors at =.40 were not included in the final derived subscales, and (3) subscales
were retained if Cronbach’s a values were acceptable. Factors were named based on their
item compositions.

3. Results
3.1. Description of the Study Sample

Among the 247 hospitalized first-episode psychosis patients, 194 were included in our
analyses as we restricted the sample only to those who responded “yes” to cannabis use and
reported using >5 joints in their lifetime. As shown in Table 1, the majority of the study
sample was male (79.9%), African American (89.2%), single and never married (85.6%).
Most (66.0%) lived with parents or other family members and were unemployed (70.1%) in
the month before hospitalization. The mean age of the sample was 23.6+4.5 years, the mean
years of educational attainment was 11.7+2.2, and the mean age at onset of psychosis was
21.5+4.9. The mean age at first hospital admission was 23.9+4.8, and the mean length of
stay for the index hospitalization was 8.9+5.2 days (median, 8.0; range, 0-29).

Diagnoses, based on the SCID, were as follows: schizophrenia, 86 (44.3%);
schizophreniform disorder, 50 (25.8%); psychotic disorder not otherwise specified, 29
(14.9%); schizoaffective disorder, 25 (12.9%); and other primary psychotic disorders
including delusional disorder and brief psychotic disorder, 4 (2.1%). Sixty participants
(30.9%) presented with a co-occurring alcohol use disorder and 39 (20.1%) with cocaine or
other substance use disorder (not including cannabis use disorder; see below). At the time of
assessment, the sample scored 46.4 + 9.0 on the PANSS general psychopathology score,
24.4 £ 5.2 on the PANSS positive symptom score, and 22.5+ 6.5 on the PANSS negative
symptom score (Table 1).

As shown in Table 2, 73 (39.7%) met criteria for current cannabis dependence; 25 (13.5%)
for dependence within the past 5 years; 24 (13.0%) for current cannabis abuse; 15 (8.2%) for
abuse within the past 5 years and 47 (25.5%) did not meet criteria for a cannabis related
diagnosis. Most subjects (142; 73.6%) smoked daily and had their first exposure at a mean
age of 14.8+2.6 years. Twenty eight subjects (14.5%) smoked with a frequency of less than
one joint per week and reported a mean age at initiation of cannabis use of 18.0 + 4.5 years.
Twenty three subjects (11.9%) smoked more than once a week but not a daily with a mean
age at initiation of 16.0+2.8 years.

3.2. Confirmatory Factor Analysis Results

The CFAs based on the Stirling et al. (2008) and the Barkus and Lewis (2008) reports were
fit. Neither model fit the data within acceptable levels. Goodness-of-fit statistics for both
CFA models are given in Table 3.

3.3. Exploratory Factor Analysis Results

Using all 56 CEQ items, an exploratory factor analysis (EFA) model was fit with an oblique
rotation. Models with 3, 4, and 5 factors were further explored to identify underlying factors.
In the 3-factor model, three items loaded on more than one factor and eight items did not
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load on any factor and were eliminated. The resulting 3-factor model included 45 items.
Factor 1 included 19 items (a=0.89), Factor 2 included 16 items (a=0.89), and Factor 3
included 10 items (a=0.85).

For the 5-factor EFA, twelve items did not load on any of the five final rotated factors and
one item loaded on more than one factor and so all were eliminated. In the final 5-factor
EFA model, Factor 1 included 11 items (a.=0.86), Factor 2 included 11 items (a.=0.89),
Factor 3 included eight items (a.=0.82), Factor 4 included six items (a=0.79), and Factor 5
included seven items (a=0.75).

The final 4-factor EFA model provided the best fit. It included 47 items (three items had
multiple loadings and six items did not load on any factor), with names given, based on item
composition, as follows: Factor 1 (Distortions of Reality and Self-Perception) included 18
items (a=0.89), Factor 2 (Euphoria Effects) included 16 items (a=0.89), Factor 3 (Slowing
and Amotivational Effects) included seven items (a=0.81), and Factor 4 (Anxiety and
Paranoia Effects) included six items (a=0.79). The factor loadings of the final 4-factor
model are displayed in Table 4.

Discussion

Our exploratory factor analysis of the CEQ identified four final subscales in this first-
episode psychosis sample, including: Distortions of Reality and Self-Perception, Euphoria
Effects, Slowing and Amotivational Effects, and Anxiety and Paranoia Effects. Our derived
factor structure differed from those stemming from previous EFAs using different samples
(e.g., healthy individuals with varying degrees of schizotypy). The initial EFA conducted by
Stirling et al. (2008) identified a 3-factor solution characterized as Psychotic-Dysphoric,
Expansive, and Infoxicated. A second exploratory principal components analysis conducted
by Barkus and Lewis (2008) identified a 4-component solution including Paranoid-
Dysphoric Experiences, Euphoric Experiences, Amotivational After-Effects, and Psychosis-
Like After-Effects. Our current factor structure using a first-episode psychosis sample
identified a second 4-factor solution. Several possible explanations could account for the
differences and should be explored. The inconsistency might be best explained by the
different populations sampled, ranging from healthy individuals who have smoked cannabis
at least once to individuals with schizophrenia who smoked it regularly. Specifically,
differences could be related to variations in how cannabis affects healthy individuals as well
as those with schizotypy, as opposed to those with emerging or frank psychosis.
Furthermore, the difference could be related to the type of cannabis used in the various
settings (e.g., the ratio of A%-tetrahydrocannabinol to cannabidiol), impacting the subjective
experience of the user. Additionally, differences could possibly be related to British versus
U.S. cultural interpretations of certain words in the CEQ. More comparative work needs to
be done to understand the underlying latent structure of the CEQ (and thus the underlying
latent structure of types of response to cannabis) in different settings and in different
samples.

The CEQ was initially developed to enable researchers to identify various psychological
effects experienced both while intoxicated with cannabis and for a period of time shortly
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thereafter. Its developers first utilized the CEQ to test the hypothesis that cannabis use
increases the likelihood of psychosis-like experiences in non-clinical participants with high
scores on a measure of schizotypy. Prior to conducting any factor analyses, three subscales
were created, including two subscales pertaining to pleasurable and dysphoric “intoxication
effects” and one subscale pertaining to “after effects.” Interestingly, while the “after effects”
subscale was initially created to be its own distinct subscale, the “after effects” items were
dispersed across all four of our subscales rather than comprising a distinct “after effects”
subscale.

Several noteworthy limitations should be mentioned. First, our sample consisted primarily of
urban, socially disadvantaged, hospitalized, African American patients. This may limit
generalizability as the underlying factor structure could vary based on the sample
composition, culture, and intensity of cannabis use. Second, our participants did not self-rate
the CEQ as was initially intended. Instead, items were read to participants who then
provided their response by looking at a cue card showing all response options. It is unclear if
the researcher’s presence impacted in any way the participants’ responses. Third, we have no
data on the exact type of cannabis consumed by each participant. This may impact an
individual’s experience during and after intoxication as different strains can potentially
induce different effects; this will need to be further explored.

In order to mitigate the deleterious impact of cannabis misuse on the course of early-stage
psychotic disorders, mental health clinicians must gain a deeper appreciation of its
psychological and physiological effects. Our data suggest that cannabis use is associated
with several distinct types of subjective responses in individuals with first-episode
psychosis. More research is needed to further elucidate such responses and their correlates
among individuals with psychotic disorders. Future analyses should explore associations
between distinct CEQ subscales and various outcome variables including positive and
negative symptom scores, rates of hospitalization, and patterns of continued cannabis use.
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Sociodemographic and Clinical Characteristics of the Study Sample (n=194)

Table 1

Gender, male 155 (79.9%)
Age, years 236+45
Years of education completed 11.7+22
Race
Black or African American 173 (89.2%)
White 14 (7.2 %)
Other 7 (3.6%)
Ethnicity, not Hispanic or Latino 190 (97.9%)
Marital status, single, never married 166 (85.6%)
Living situation prior to hospitalization
With family 128 (66.0%)
With significant other or friends 27 (14.0%)
Homeless 18 (9.3%)
Alone 12 (6.2%)
Other 9 (4.6%)
Employment status, unemployed 136 (70.1%)
Family history of psychosis (n=177) 29 (16.4%)
Age at onset of psychosis 215+49
Length of hospital stay 8.9+5.2
Diagnosis:
Schizophrenia 86 (44.3%)
Schizophreniform disorder 50 (25.8)
Psychotic disorder not otherwise specified 29 (14.9%)
Schizoaffective disorder 25 (12.9%)
Delusional disorder 2 (1.0%)
Brief Psychotic disorder 2 (1.0%)
Alcohol use disorder (n=168) 60 (30.9%)

Cocaine/Other substance (non-cannabis) use disorder (n=189)

39 (20.1%)

PANSS general psychopathology score 46.4+9.0
PANSS positive symptom score 244 +£52
PANSS negative symptom score 225+6.5
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Cannabis Use-Related Characteristics of the Study Sample (n=193)

Smokes cannabis daily 142 (73.6%)
Age at initiation of cannabis use, years | 14.8 + 2.6

Smokes cannabis weekly but not daily 23 (11.9%)
Age at initiation of cannabis use, years | 16.0 +2.8

Smokes cannabis less than weekly 28 (14.5%)
Age at initiation of cannabis use, years | 18.0 +4.5

Cannabis use diagnosis (n=184)

No diagnosis 47 (25.5%)
Abuse (past 5 years) 15 (8.2%)

Abuse (current) 24 (13.0%)
Dependence (past 5 years) 25 (13.6%)

Dependence (current)

73 (39.7%)

Early Interv Psychiatry. Author manuscript; available in PMC 2020 June 01.

Table 2

Page 10



Page 11

Birnbaum et al.

Author Manuscript

N.ﬂ.moow ‘SIM3T pue snyJeg uo paseg

1

o7 8002 “[e 18 Bullns uo paseq
*

89°0 | LE0VY8Z 100 | 81eT | 9veesz | 4 € 19PON VHO
8,0 | €1'2.88T 100 | 255 | ecv60T | & TIPPONVHO
140 21V | vasy P X BPO

(¥6T=U) SIaITEd SISOYIAS aposidT-1sii4 Buowe (S\4D) SasA[euys J01oe4 Alojewlyuod 10} sonsiels 14

€ 9lqeL

Author Manuscript

Author Manuscript

Author Manuscript

Early Interv Psychiatry. Author manuscript; available in PMC 2020 June 01.



Page 12

Birnbaum et al.

zzo- | 050 | T90 | 020~ ¢euenfirew Bunjows ajiym paxejal 394 noA pip Ualo MoH Lz
ceuenfuew Buryjows ajiym BuIyIBWOS UO Pajex1y J0 SAISSSHO [98) NOA pIp USLO MOH 9z

100 62°0 ¥'0 | 80°0- ¢euenlLrew Bujows ajiym alnadde pasealoul ue aney noA pIp usio MoH ¥4
020 | L00 | 9T0- | 0S50 ¢euenfiiew Bupjows a|1ym passaidap 384 NOA pIp UsYO MOH 4
1T°0 1710 | 800- | ovoO ¢euenfuew Buijows ajiym pew/Azesd Buioh atem noA 1eyl preiye noA aiam usyo MoH ford
€10 00— | 0ST0 | ¢¥O ¢euenfLrew Buows ajIym suoljeuldn|jey [ensiA 1o SUOISIA 8AeY NOA pIp Us)o MOH 2
I ¢euen(urew Burjows ajiym Ayijeal Jo asuas INoA 10| NOA 81| |98} NOA pIp U810 MOH T2
200 000 890 ZTo ¢euen(Liew Buows ajIym Jsxiaq pIAom syl puelsispun o} a|qe a1am NoA axi| |98} NOA pIp usio MOH 0z
LT'0 | €20- | 0S50 G20 ceuen(uew Burjows ajiym Buons 1o [nyssmod |84 NOA pIp Uslo MOH 6T
9T'0 | €0°0- S0'0 €vo ¢euen(Lrew BuIOWS a|IYM 8133 SUO OU SBM 813U} USYM S8II0A Jeay NOA pIp usiyo MoH 8T
I ¢ceuen(irew BuIOWS a[IYM UMOP PaMO|S pey s} Jey) UOITesUas ayl aAey NOA pIp uslo MOH /T
wo | 1€0 | 610 | S00 ¢euenfurew Bupjows aj1ym palin|s swodag yasads INoA aney noA pIp Uayo MoH 9T
50 620 | 900- | ¥T°0 ¢euenLrew BuIows a|1ym SNOAIBU |83} NOA pIp UsO MOH ST
€00 | 920- | 290 100 ¢euen(Lrew Bujows aj1ym pazibiaus 98} NOA pIp uso MOH s
€1°0- 800 [4 31} S0 ¢euen(urew Buiows aj1IyM [eIUBWIIUSS |83} NOA PIp U810 MOH €T
620 €50 0T0 | 6T0- ¢euen(urew Bupjows ajiym patn Ajiano 1o Adaals Ajjeas |89} noA pip usio MoH T
I ¢euenfiuew Buiyows ajiym 8210 umouxun ue Agq pauslealyl [9a4 NOA pIp U0 MOH 1T
100 800 650 10 ¢euen(irew Buiows afIyMm JUSWANIX3 10§ 400] NOA pIp Usyo MOH 0T
S0°0 T00 €710 850 geuen(uew Buisows afIym anil Jou Sem pazifeal NOA spremiaiye Yydiym Bulyiswos ul 8As1[3q NOA pIp usyyo MoH 6
ST0 | 820- | €¥0 9g'0 ¢euen(Lrew Bujows ajiym BuiyiAue op pinod noA ay1| ‘|nysamod |[e [38) oA pIp usio MoH 8
¢ceuenfurew Buows aj1ym saIS|ndwod |984 40 ‘Yeym Jalrew ou op 0} pey NOA yd1ym Bulylswos sem alayy 81| |93} NOA pIp Uslo MOH /

ceuenfurew Buryows aj1ym snoixue [3a4 NoA pIp Uayo MOH 9

¢euen(urew Burjows ajiym Adsajs Ajgerniojwooun |93} NOA pIp U810 MoH S

290 | szo | voo | 00 ¢euen(irew Bupjows ajiym prouesed 334 NoA pip UsYO MOH 14
900 | 1T0- | V0 870 ¢euen(uew Buijows ajiym [ensn ueyl Janaq (Wayy Jeay 1o aise) ‘aas ‘|aay a1]) sBulyl asuas pjnod NoA axi| |99} NoA pIp Uslo MOH €
€50 | 100- | ¥00- | 91O ceuenfurew Buryows aj1ym [nyJeay [9a4 NoA pIp Uao MOH 2z
8T'0- | 200 Y50 | ¢T0- ¢euen(urew Burjows ajiym Addey |98} noA pip usyo moH 1
14 € 4 T uonsend | # well O30

Author Manuscript

(F6T=U) S1uaIRd SISOYIASd aposid3-1si14 Buowe [apo (w43) sisAjeuyy 101984 Alojelojdx3 J019e4-F 8yl JO 21ndN.S 101oeH

¥ alqeL

Author Manuscript Author Manuscript

Author Manuscript

Early Interv Psychiatry. Author manuscript; available in PMC 2020 June 01.



Page 13

Birnbaum et al.

6T°0- | S20 | 900- | 990 ¢euen(Lrew Bujows Ja)e uonuane sss| pey NoA axi| |98} NOA pIp usio MoH 95
00 S0 S0°0 441} ¢euenfiLrew Bujows Jale SJUSAS JagquUsLLIBI 0} 3|qeun a1aMm NOA 81| [994 NOA pIp Uslyo MOH ol
0T'0- | 200 ST0 950 ¢euen(iLrew Bupjows Jaye Apog InoA spIsINo woJjy $3sInoA Buiydlem aiam noA a1 |94 NOA pIp uslyo MoH I
0€0 920 €00 440} ¢euenfirew Bupjows Jaye uoseas Aue JnOyIIM SnoldIdsns [984 NOA pIp UsO MOH €5
90 G20 | ¢T0-| SCo ¢euen(uew Bujows Jaye uoseas Aue Inoym proueled |93} NOA pIp uslo MoH S
¢00 ¥€0 07’0 0 ¢euenfirew Buows Jalye UMOP PaMo|s pPey awil 81| |98} NOA pIp Uslo MoH 15
90'0- | O¥0 | €T0- | S0 ¢euen(irew Bupjows Ja)e a}esjusduod 0} s|geun a1am noA 81| |84 NoA pIp uslyo MoH 0S
I geuen(uew Buisows Jaye UMOP Pamols Uaag pey Buiuiyl a1,noA 81| [9a4 NOA pIp Uslo MOH 6v
200 79'0 000 ST0 ¢euen(rew Bulsows Jaye UoleAowWw paonpal pey noA axi| |98} NOA pIp usio MOH %
600- | ¥90 €00 220 | ¢euenfuew Burjows Jaye suoirenyis 0} sasuodsas InoA ui pue Ajjeuoriows ‘AjjeatsAyd ‘umop pamols Ajesaush asem noA a1| |98} noA pIp usyo MoH v
70 99'0 | ¢00- | L00 ¢euen(urew Bujows Jayye BuiyiAue op 01 JueM Jou pIp NOA 81| |98} NOA pIp USYO MOH 1%
70 07’0 o | €T0- ¢euenlirew Bujows Jaye palqiyul ssa aq Jo ‘18aly aq ‘ob 18] 1snl pjnod noA 81| |8a4 NOA pIp Uslo MOH Sy
T00- | 60 | 600- | t¥¥O ¢euen(uew Bupjows ajiym uo Buioh sem Jeym Jo aseme Ajjny 1,ualam noA 81| |98} NOA pIp UsYO MOH 24
100 900 TL0 | ¢00- euen(uew Buijows ajIym sespl J0 ||n |93} NOA pIp U0 MOH [
700 S00 0¢0 150 ¢euen(urew Burjows ajiym adustiadxa Apoq Jo N0 Ue aAeY NOA pIp U0 MoH Far
0T'0 | 800—- | LEO 90 ¢euenfirew Bujows ajiym dn paads sjybnoyl JNoA |88} NOA pIp Usyo MoH IR
[4AN0] €0'- | T0'0- | 0S0 geuenfLrew Bujows ajiym Aibue [9a4 noA pip usyyo MoH oy
800 ¥0'0 | €00- | S50 ¢euenliiew Buijows aj1ym uixs JnoA uo ,1ybil, 1ou a1am sBuiyl x| |94 NOA pIp Uslo MoH 6¢
90'0- | ¢T0 8.0 | ¥T°0- ¢euen(iiew BuIOWS a]IYM SAIIR8D 310W 834 NOA pIp USYO MOH 3¢
T00- | <200 2.0 | L00- ceuenluew Burjows ajiym Addey Jadns |8a4 noA pip usyyo MoH /€
020 200 990 | L00- ¢euen(irew Burows ajiym sueld Jo [N} |84 NOA pIp uslo MOH 9¢
100 | 0C0- | TVFO Ze0 ¢euenluew Buisows ajiym snoibijal [9a4 NOA pIp Uslo MoH Ge
80'0- | 900 2¢L0 S0°0 ¢euen(Lrew Bujows ajIym palioxa [9a4 NOA pIp Uslyo MoH e
100 900 | ST0- | S¥O ¢euenfiLrew Bujows ajIym pes |98} NOA pIp Uso0 MOH ee
I ¢ceuenfirew Buryows a]1ym 3oeq ple| [98) NoA pIp Uso MOH z€
500 Y10 | ¥T0- | 650 ¢euen(irew Bupjows aj1ym 4asinoA mouy| Jauoj ou noA a1 984 NOA pIp Usl0 MOH 1€
6T°0 620 | ¥0'0- | €VO geuen(urew Burjows ajiym Buryuiyy JnoA ul pagunisip |84 NOA pIp uslyo MoH 0¢
6T°0 150 y7°0 | ¥T0- ceuenluew Burjows ajiym Adas|s 198} NoA pIp usyo MoH 62
820 ¢vo | ZT0- | 8TO ¢euen(iLrew Buows a|1ym UOIIeAIIOW OU pey NOA 81| |98} NOA pIp USO MOH 82
14 € 4 T uoisend | # wel] O30

Author Manuscript

Author Manuscript Author Manuscript

Author Manuscript

Early Interv Psychiatry. Author manuscript; available in PMC 2020 June 01.



Page 14

Birnbaum et al.

*10)9B} 3UO UBY} 310w uo Ajybiy papeoj Jo 10Jae} Aue UO Q0 PeO| Jou pIp Asy) asnedaq paddoup a1am Jeyl swiail uo sbuipeo| sayedlpul 10jod Jaybi]
‘|]apow 1019B)-{ 8y} J0 UoIIeIaIdIsuI Y Ul 1030k} aA1dadSal By} Ul Wwiall 8y Jo uoisnjoul Bundwoud oy 0< Buipeo| Jojoey e sayeslpul pjog

S108Y47 BIOURIES PUR ASIXUY ‘4 101084 = ¥ 'SI08}T [RUOIEAIIOWY PUR BUIMOYS ‘€ 101084 = € 'SI9ayF BLIoyans ‘g 10108 = g ‘WONGE2.134-4/9S pue Alljeay JO SUoiIojsiq ‘T 1010ed = T

Author Manuscript Author Manuscript Author Manuscript

Author Manuscript

Early Interv Psychiatry. Author manuscript; available in PMC 2020 June 01.



	Abstract
	1. Introduction
	2. Methods
	2.1. Setting and Sample
	2.2. Procedures
	2.3. Data Analyses

	3. Results
	3.1. Description of the Study Sample
	3.2. Confirmatory Factor Analysis Results
	3.3. Exploratory Factor Analysis Results

	Discussion
	References
	Table 1
	Table 2
	Table 3
	Table 4

