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A simple instrument for assessing stress in clinical
practice
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Summary
Methods to assess the role of stress factors
in patients with medical conditions are
often rather complex, require specific
training, and are difficult to use in clinical
practice. We attempted to develop a short
index tailored to a busy clinical setting,
which would be easy to use while providing
adequate individual information. This
index (Psychosocial Index) was largely
derived from well-established instru-
ments, such as Kellner's Screening List for
Psychosocial Problems. In addition, on the
basis of the patient's self-report of items,
the clinician is asked to rate four dimen-
sions of the patient's life: stress, well-
being, psychological distress, and illness
behaviour. The questionnaires of34 female
patients with functional medical disorders
were first rated by an internist and
afterwards, blindly, by a psychiatrist.
Agreement between the two raters was
excellent, as measured by the intraclass
correlation coefficient. It is hoped that this
Psychosocial Index may provide a new tool
for psychosomatic research and practice.
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There is growing awareness of the need of a
quick assessment of psychosocial variables in
clinical practice. Somatisation - the tendency to
experience and communicate psychological
distress in the form ofphysical symptoms and to
seek medical help for them' - is a widespread
clinical phenomenon. Particularly when symp-
toms lack an adequate physical explanation,
even after a reasonable work-up, the physician
must evaluate the contribution of life stress.
One of the most widely cited definitions of
stress was provided by Lazarus and Folkman':
"Psychological stress is a particular relationship
between the person and the environment that is
appraised by the person as taxing or exceeding his or
her resources and endangering his or her well-being"
(p 19). Two central features of this definition
are its interpersonal emphasis and the im-
portance it places on assessment of events.' A
need for the integration of objective and subjec-
tive aspects has emerged in conceptual and
methodological issues such as differentiation of
major and daily stresses,' subjective appraisal,4
and the interactional role of affective
disturbances.5 The most valid and reliable
information in life-events research has been

achieved by interview methods which permit
enough probing to establish detail.6 These
methods are often rather complex, require spe-
cific training and are difficult to use in clinical
practice. Similar considerations apply to the
detection ofpsychological distress. Studies have
consistently shown that primary care physicians
fail to diagnose and/or appropriately refer at
least 50% of patients suffering from common
mental disorders, such as anxiety and
depression.7 Structured diagnostic interviews
are again the most suitable instruments8 but,
even in their most abridged and primary care
oriented forms,7 they take considerable time.
Self-rating questionnaires and use of cut-off
scores are another viable option,8 but require
scoring and involve delay in feedback to
responders.9 This is a crucial issue, not least for
its clarification opportunities.

Kellner"0 developed the Screening List for
Psychosocial Problems (SLP), a self-rating
scale of problems and symptoms with 118
questions, for clinical work in psychiatry. The
SLP was extensively validatedl'; it was found to
discriminate between different populations
(also in its Italian version") and to be sensitive
to change.
The domain of clinimetrics is concerned

with quantitative methods in the collection and
analysis of clinical phenomena, such as types,
severity and sequence of symptoms, problems
of functional capacity, and reasons for medical
decisions, with emphasis on clinical
judgement." There are important differences
between clinimetric and psychometric
principles.8 12 Homogeneity ofitems on a single
scale is a crucial characteristic in psychomet-
rics: however, the same properties that give an
index a high score for homogeneity (redun-
dance), also obscure its ability to detect an
altered state,'2 and are thus regarded as
undesirable in clinimetrics.
We set out to develop a rating scale, based on

clinimetric principles, that is simple to use in a
busy clinical setting (being based on a relatively
short, self-rated, questionnaire), which could
be integrated with clinical judgement (by
observer-rated methods), and which would
provide a first-line, comprehensive, assessment
of psychosocial features.

Methods

INSTRUMENT
The rating scale, called the Psychosocial Index
(PSI), consists of a self-rated (box 1) and an
observer-rated (box 2) part. The self-rated part
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Self-rated items of the psychosocial index

NAME ....... DATE DATE.
Date of birth: Day..Month..Year ..............

2 Sex: Male / Female
3 Occupation................................................................

Occupation of spouse .................................................
4 Marital Status: Single / Married / Divorced / Separated / Widowed
5 Have you ever been hospitalized? Yes / No
6 Please list illnesses, surgical operations and other treatments and give dates
7 Are you allergic to any drugs or substances?
8 What medications are you taking at present?
9 Do you drink alcohol? Yes / No
10 Do you smoke? Yes / No
11 Do you take recreational drugs? Yes / No
12 Do you drink coffee or tea? Yes / No

Did any ofthe following happen to you in the past year? (Yes/No)
13 Death of a family member or a very close friend
14 Separation from spouse or long-time partner
15 Recent change of job
16 Moving within the same city
17 Moving to another city
18 Financial difficulties
19 Legal problems
20 Beginning of a new relationship
21 How many hours do you work per week? ..............

Please answer the following questions (Yes/No)
22 Are you satisfied with your work?
23 Do you feel under pressure at work?
24 Do you get along with your colleagues at work?
25 Do you get along with your spouse or partner?
26 Do you get along with other relatives?
27 Has any close relative been seriously ill in the past year?
28 Do you feel tension at home?
29 Do you live by yourself?
30 Do you feel lonely?
31 Do you have anyone whom you can trust and confide in?
32 Do you get along well with people?
33 Do you often feel overwhelmed by the demands of every day life?
34 Do you often feel you cannot make it?
35 Do you tend to be influenced by people with strong opinions?
36 Do you tend to worry about what other people think of you?

Please describe any problems or difficulties you have had recently
and indicate how much they have troubled you by marking the
appropriate column (Not at all / Only a little / Somewhat / A great deal)

37 It takes a long time to fall asleep
38 Restless sleep
39 Waking too early and not being able to fall asleep again
40 Feeling tired on waking up
41 Stomach, bowel pains
42 Heart beating quickly or strongly without a reason
43 Feeling dizzy or faint
44 Feelings of pressure or tightness in head or body
45 Breathing difficulties or feeling of not having enough air
46 Feeling tired or a lack of energy
47 Irritable
48 Sad or depressed
49 Feeling tense or 'wound up'
50 Lost interest in most things
51 Attacks of panic
52 Do you believe that you have a physical disease but that doctors have not

diagnosed it correctly?
53 When you read or hear about an illness, do you get similar symptoms?
54 When you notice a sensation in your body, do you find it difficult to think of

something else?
55 How do you rate the quality of your life? (Excellent / Good / Fair / Poor /

Awful)

Box 1

includes 55 items; 38 ofwhich (questions 1-20
and 37-54) were derived from the 118 of the
SLP, eliminating all sources of redundancy.
Questions 21-30 were derived from Wheatley
Stress Profile,"3 another validated instrument.
They were added to the list of life events

included in the SLP in order to provide an
appraisal of daily, work, and interpersonal
stress. Questions 31-36 were derived from
another well-validated instrument, Ryffs Scale
of Psychological Well-being, an 84-item inven-
tory that covers six areas of well-being:
autonomy, environmental mastery, personal
growth, positive relations with others, purpose
in life and self-acceptance.14 Finally, a simple
direct question on quality of life, following Gill
and Feinstein's'5 recommendation, was pro-
vided.
Some questions of the PSI involve specific

responses (1-8 and 21), most require a yes/no
answer (9-20, 22-36), while others are rated
on a Likert 0-3 scale (from 'not at all' to 'a
great deal') (37-54); one item (55) has five
possible choices.
By scanning the patient's responses, the

clinician is asked to rate four dimensions of the
patient's life: stress, psychological distress,
abnormal illness behaviour, and well-being
(box 2). In addition to severity of symptoms,
this rating may put a differential emphasis on
items according to clinimetric principles. 12
Stress is thus rated on the basis of the patient's
responses to questions 13-30, well-being on
responses to 31-36 and 55, psychological
distress on responses to 37-51, and abnormal
illness behaviour on responses to 52-54.

DATA COLLECTION
Thirty-four consecutive female medical out-
patients with a functional medical disorder
were evaluated by an internist (NS). All
patients were studied at the Institute of Semei-
otica Medica of Padova University. The mean
age of the patients was 35.7 (SD=10.9) years.
Their presenting complaints included cardio-
vascular symptoms, gastrointestinal distur-
bances, globus, menstrual abnormalities, mild
hyperprolactinaemia, skin manifestations, fa-
tigue, dizziness, and headache. After medical
examination and work-up had indicated a
functional disorder, all patients were asked to
complete the questionnaire. The internist rated
patients' responses. A psychiatrist (GAF),
blind to the internist's rating, rated patients'
responses based only on the questionnaires.

VALIDATION DESIGN AND STATISTICAL METHODS
The PSI consists mainly of selected items from
previously validated instruments; the novel
part of the scale, which requires validation, is
the observer-rated part. The inter-rater agree-
ment (reliability) ofthe observer-rated part was
therefore assessed using intraclass correlation
coefficients to evaluate the agreement between
the two raters. 16 (Simple correlation coeffi-
cients are inadequate in these cases, since they
indicate trends rather than concordance.)

Results

The intraclass correlation coefficients were
0.88 for rating stress, 0.94 for well-being, 0.89
for psychological distress, and 0.90 for illness
behaviour. Since all intraclass correlation coef-
ficients were above 0.80, there was excellent
inter-rater concordance.
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Observer-rated scales of the psychosocial index

Highly stressful Stressful Non-stressful
life life life

Stress 5 4 3 2 1

Excellent Good Fair Poor Absent
Well-being 5 4 3 2 1

Incapacitating Severe Moderate Slight Absent
Psychological distress 5 4 3 2 1
Abnormal illness behaviour 5 4 3 2 1

Box 2

Discussion

The PSI was designed for use in medical
patients and can be used as a screening list of
symptoms in addition to medical evaluation
and interviewing. It allows the clinician to
assess rapidly, by simply scanning the re-
sponses, the degree of psychological distress
(including sleep disturbances), illness behav-
iour, psychosocial stress and well-being of
medical patients. Instead of relying on cut-off
scores that are not of immediate use and
present difficulties in application, the PSI,
unlike the SLP, allows the clinician to rate psy-
chosocial dimensions directly.

In psychometrics, all items tend to carry the
same weight. This is in sharp contrast to clini-
cal practice, where clinicians tend to attribute
differential weight to symptoms, both in terms
of prognosis and management.12 Using a clini-
metric, rather than a psychometric, principle,'2
the clinician is allowed to express a global
clinical judgement for the specific area of con-
cern, not necessarily linked to the numerical
score of self-reported items, with opportunities
for clarification during the medical interview

and assessment. The psychosocial dimensions
to be rated have considerable clinical im-
portance. The rating of stress attempts an inte-
gration of both perceived and objective stress,
life events and daily stress.1-7 Such evaluation
may be linked to the individual's potential for
coping and social support, subsumed here
under the rating of well being. The underlying
concept has considerable overlaps with that of
quality of life, without, however, being flawed
by problems of definition.5 17 Sleep distur-
bances, somatisation, anxiety, depression, and
irritability are subsumed under the rubric of
psychological distress. This rubric is of imme-
diate practical value for an internist and allows
further diagnostic refinement to be obtained
through consultation-liaison psychiatry. Ab-
normal illness behaviour - the persistence of a
maladaptive mode of perceiving, experiencing,
evaluating and responding to one's health
status, including hypochondriasis and bodily
preoccupations8 - encompasses another cru-
cial aspect of somatisation and the patient-
doctor relationship.
Even though the PSI generates self-rating

scores, it is not intended to be used in such a
way, but rather as a tool for identifying stress
and distress in medical patients. It may allow
clinicians to become aware of the degree of
stress a patient is subjected to, providing a
positive clue for a diagnosis of functional
medical disturbance (otherwise identified
mainly by excluding organic factors). It may
provide preliminary grounds for specific ques-
tions as to psychological distress during medi-
cal examination, leading to diagnostic and
therapeutic decisions or specialist referral.
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