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A STUDY OF THOUGHT, LANGUAGE AND COMMUNICATION (T.L.C.)
DISORDERS IN SCHIZOPHRNIA*
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SUMMARY

This study examines in detail — i) the magnitude. nature and severity of thought disorder in schizophrenia,
ii) the correlations between type and severity of thought disorder with socio-demographic and clinical variables,
and iii} differences between different subtypes of schizophrenia, Forty five schizophrenics (Research Disgnostic
Criteria) were assessed by ‘live’ imerview as well as tape recorded interviews. Instruments used for assessment
were (a) Scale for assessment of Thought, Languape and Communication { Andreasen 1978), (b) Bricf Psychiatric
Rating Scale (Overall & Gorham 1962), (c) Mini Mental State (Folstein 1975), and {d) Clinical and demographic
data recording proforma. The Schizophrenic patients were subdivided as (i) Acute and chronic (R.D.C.}, (ii)
Paranoid and non-parancid; and (iii) Negative, positive, mixed (Andreasen’s criteria) and intragroup and inter-
group differences were computed.

Poverty of speech, tangentiality, derailment, loss of goal, perseveration were found to be the commonest
thought disorders. Positive and negative thought disorders were seen in equiproportion in both positive and nega-
tive schizophrenics. Significant differences were noted between thought disorders and education as well as
habitat. Rural patients more often had negative formal thought disorders. Literates had more often clanging,
neologism, circumstantiality and echolalia. This study provides ample information on the nature of thought dis-
order in Indian schizophrenic subjects. '

Introduction

Thought disorder can be viewed as an
inability to perform meaningful logical op-
erations, an inability to conceptualize and
a loss of goal directedness in its formal
characteristics. Ever since the concept of
thought disorder was given preeminence in
Bleuler’s (1911} conceptualization of
schizophrenia, the study of this important
symptom (or sign) has been plagued by the
absence of 2 common ground of agreement
concerning its definition or the best
method of assessing it. The concept of

different language behaviours which are
conceptually divergent and not always
correlated in the same patient such as
‘poverty of thought’ and ‘loose associa-
tion’. Second, it has been assumed that
‘formal thought disorder’ is pathog-
nomonic of schizophrenia. Clinical ex-
perience contradicts both assumptions.
Language behaviour such as associative
loosening, clanging, blocking etc., occurin
mania, depression and even in normal
people when they are fatigued or stressed.
Furthermore, some schizophrenics speak

‘Formal Thought Disorder’ has also been
misused and misunderstood. First, it has
often been treated as if it were unitary, but
in fact it is composed of a number of

and think normally with only delusion or
hallucination as schizophrenic manifestation
(Andreasen 1986). Two impediments have
slowed the investigation of cognitive and
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thinking disorder. The first is the tendency
of many investigators to search for a single
quality of thinking that would encompass
all of schizophrenic thinking. The second
impediment was the absence of approp-
riate tools for the measurement of thought
disorder. Now, however, reliable scales
have been constructed, and a significant
progress has been made in designing in-
creasingly precise and subtle methods as is
evident in the scale for the assessment of
Thought, Language and Communication
(T.L.C.) (Andreasen 1978), Thought Dis-
order Index (T.D.I.) (Johnston and
Holzmanr 1979) and Thought Disorder As-
sessment (T.D.A.) (Harrow and Marengo
1986). This study is an attempt to under-
stand, both qualitatively and quantita-
tively, the various forms of thought disor-
der which may be collectively called as
‘formal thought disorder’ or ‘Thought,
Language and Communication’ disorder
in schizophrentia.

Rating of Thought Disorder

Scale for the Assessment of Thought, Lan-
guage and Communication (T.L.C.) (An-
dreasen 1978):

The scale for the assessment of
thought, language and communication
(T.L..C.) was originally developed in order
to clarify the then existing confusion of
thought and its measurement and to pro-
vide a consistent set of definitions that
could be used clinically and that would
have high reliability (Andreasen 1979a,
1979b). These definitions rely on naturalis-
tic observation of language behaviour as a
way of evaluating thought disorder. The
instrument contains definitions of 18 sub-
types of thought disorder often described
or observed in psychiatric patients. This
scale contains both the definitions and in-
structions for rating severity ofa0to 3or4
scale (depending on the item). The rating

scale for severity of each subtype has been
made as specific and operational as possi-
ble: usually, judgements as to severity de-
pend on the frequency with which a par-
ticular phenomenon has been observed.
The variety of subtypes include a wide
range of linguistic and cognitive be-
haviour, some of which are sometimes
considered specific to schizophrenia such
as derailment or neologism and others like
circumstantiality or loss of goal may occur
in a broad range of diagnostic groups. This
set of definition is clinical, empirical and
atheoretical and so can be used to deter-
mine the relationship between ‘thought
disorder’ and diagnosis, like frequency of
its occurrence and specificity in different
diagnostic groups.

Ratings for severity, since they tend to
be quantitative, are based on a standard 45
minutes interview and appropriate correc-
tions are made if the actual evaluation in-
terview is longer or shorter. Ratings are
done by live interviews, taped interviews,
transcribed interviews or a combination of
any of the three. In addition to the 18 sub-
types of thought disorder, the scale also
contains instructions for making a global
rating. The author also distinguishes bet-
ween ‘positive’ and ‘negative’ thought dis-
order as discussed earlier. She has also di-
vided 18 subtypes intc two major groups:
more pathological, (subtype 1 to 11) and
less pathological (subtype 12 to 18). The
global assessment of the overall severity of
the T.L.C. disorder is approached in two
ways. It may literally be related globally
using the rating scale. An alternative
method is to summate the scores on each of
the T.L.C. rating. Using this method, the
rating for each T.L.C. variable should be
multiplied by 2 in case of more pathologi-
cal variables and by 1 in case of less
pathological; summing of the resulting
scores would give a guantitative measure
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of the severity of the T.L.C. disorder. The
interrater reliability for most of the items is
excellent (Andreasen 1979a).

Brief Psychiatric Rating Scale (B.P.R.S.)
(Overall and Gorham 1962).

This is a scale to measure
psychopathology both quantitatively and
qualitatively in a psychiatric patient. The
scale contains both definitions and instruc-
tions for rating severity on a 0 to 6 scale. It
has four thought disorder items, viz., con-
ceptual disorganization, grandiosity, sus-
piciousness and unusual thought content.
It is easy to administer and has high valid-
ity and inter-rater reliability.

There are other scales which have
thought disorder items among other
psychopathological items as in Thought
Disorder Index (T.D.L.} (Johnston and
Hotzman 1979), Thought Disorder Assess-
ment (T.D.A.) (Harrow and Marengo
1986) and Comprehensive Psychopathol-
ogy Rating Scale (C.P.R.S.) (Asbergetal.
1978).

Recent Studies:

Andreasen (1979b) studied T.L.C.
disorders in 113 patients with the diagnosis
of mania, schizophrenia and depression
and reported that some thought disorders,
considered important in past, occur so in-
frequently as of little diagnostic value such
as neologism or blocking. Loosening of as-
sociation is found equally in mania and
schizophrenia and so cannot be considered
as pathognomonic of schizophrenia. They
propose the concept of positive and nega-
tive thought disorder to differentiate bet-
ween mania and schizophrenia, and stres-
ses that instead of writing simple ‘thought
disorder’, its subtypes should be men-
tioned clearly for clinical practice and re-
search.

Davis et al. (1986) assessed the re-
liabilities of Andreasen’s thought, lan-
guage and communication disorder scale
in 98 psychiatric patients. Interrater relia-
bility ranged from 0.35 to 0.80 (Weighted
Kappa}on 18 subtypes and global rating. It
strongly correlated with the Andreasen
study (1979a). While the BPRS thought
disorder scale was significantly related to
the global rating of thought disorder on the
T.L.C. (r =0.71), only half of the variance
in thought disorder measured by the
T.L.C. was accounted for by the B.P.R.S.
factors. Thus, this study supports An-
dreasen’s contention that T.L.C. is a reli-
able scale.

Harvey et al. (1984), Berenbaum et
al. (1985), Simpson et al. (1985), Davis et
al. (1986) have expiored the usefuiness of
T.L.C. They have found it to be highly re-
liable in a variety of different setting and
have supported the distinction between
positive and negative formal thought dis-
orders. Grove and Andreasen (1985)
studied ‘formal thought disorder’ in
schizophrenics, schizo-affectives, and
manics by examining syntax processing
and perception of meaning using the ‘em-
bedded click’ and ‘memory of gist tasks’,
two paradigms developed by psycholin-
guists. They concluded that psychotic pa-
tients have no specific language perception
deficit but do have a short term memory
deficit. This dificit tends to remit for man-
ics and schizo-affectives, but not for
schizophrenias. However, They found
poverty of speech and poverty of content
(negative F.T.D.) quite high. They opine
that schizophrenia and autism were best
discriminated by derailment.

Sass et al. (1984} found that schizop-
hrenics who manifested definite and se-
vere F.T.D. had parents with much com-
munication deviance (C.D.) in their
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speech (especially the disorganised type}.
In contrast, male paranoid schizophrenics
with constricted form of thinking had pa-
rents with low C.D. they suggest that a pa-
raental C.D. may be better understood as
specificatly associated with cognitive disor-
ganization in the offspring, rather than in
overall criteria of schizophrenia. Romey
(1984) found F.T.D. in first degree rela-
tives of schizophrenics. Meloy (1984)
suggested that dream constriction could be
a regressive marker in the heritability of
schizophrenia. Lanin-Kettering and Har-
row (1983) argue the traditional position
that schizophrenia is a thought disorder.
Chaika and Lambe (1985) counter that it is
a speech disorder at the syntactic-discur-
sive level, and not a thought disorder. On
the basis of state-of-the-art research in lin-
guistics, it is suggested that the symptoms
of schizophrenia are evidence of neither a
thought disorder, nor a syntactic-discur-
sive disorder but a semiotic disorder.
Semiotic structures have the form of saying
something about something to someone
and involves speech act, reference, prag-
matics and interpretation. Therefore, it
appears that schizophrenic disorder is lo-
cated in this structure.

Andreasen and Grove (1986) mea-
sured thought disorder by the scale for the
assessment of Thought, Language and
Communication. They reported that
manic patients showed disorganization, in-
coherence and illogicality in a context of
verbal fluency, which corresponds to An-
dreasen’s category of ‘positive thought dis-
order’. The hebephrenic schizophrenic pa-
tients were typically disorganized, incohe-
rent and illogical in a context of poverty of
speech and content, an indication of ‘nega-
tive thought disorder’. Paranoid schizop-
hrenic patients showed similar kinds of
thought disorder as hebephrenic patients,
but with less poverty of content and less

incoherence. Schizo-affective patients also
resembled the schizophrenics. At follow
up, thought disorder in the manics tended
to be significanily reduced, even to normal
levels, while schizophrenics continued to
show disorganized thinking. Andreasen
and Grove suggested that the fluency di-
mension may be a critical one for distin-
guishing between affective psychoses and
‘core schizophrenia’. They also note that
while the thought disorder shown by the
schizo-affective patients resembies that of
the schizophrenics, at follow up it appears
to normalize, suggesting the more benign
course of the manics. Andreasen and
Grove suggest that the different qualities
of thought disorder represent ‘different
mechanism’ in the different psychoses, [tis
clear from their data, that the thought dis-
order of schizophrenic patients appears
not only as impoverishment of content of
speech, but as incoherence and illogicality,
which suggest that the negative-positive
dichtomy does not capture the richer yield
of Andreasen’s scale.

Harrow and Marengo (1986) using
their thought disorder assessment techin-
ques, reported a longitudinal examination
of thought disorders in schizophrenic,
psychotic nonschizophrenic and
nonpsychotic patients. They observed that
most of the thought disorder occurred in
the schizophrenic and manic groups. The
schizophrenic patients, however, gener-
ally showed the most severe kinds of
thought disorder, a finding also reported
by Holzman et al. (1986). Interestingly, at
followup 1/2 - 2 years after discharge and
again 2 years after the first followup it was
the schizophrenic patients who typically
showed persistent or episodic thought dis-
order. The appearance of very severe
thought disorder during hospitalization
was associated with significantly poorer
general functioning outside the hospital,
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Although thought disorder was measura-
bly present in all psychotic groups, it ap-
peared to be a ‘key-symptom’ in the
schizophrenic patients.

Spohn ¢t al. (1977) report the effects
of neuroleptic treatment on the thought
disorder of 100 chronic schizophrenic pa-
tients, all of whom showed a therapeutic
respense to drug therapy. Using the
Thought Disorder Index as the measur-
ing instrument, they found that com-
pared te bipolar patients and normal con-
trols, the schizophrenic and schizo-affec-
tive patients showed significantly more
thought disorder, a finding consistent
with those of Andreasen and Grove
(1986} and Holzman et al. (1986). The
total thought disorder of schizo-affective
patients is similar to that of schizophrenic
patients, and both groups resemble
‘Bleularian thought disorder’. In gen-
eral, thought disorder in chronic schizop-
hrenia is not reduced to normal levels by
drugs, although, the most severe levels of
thought disorders are affected.

The credit for the most important
contribution in the field of inter related-
ness of language and thought goes to
Benjamin Lee Whorf (1950). Whorf
(1961) hypothesised that language and
thought go together, that language limits
(and facilitates) particular concepts and
perpetuates a particular world view.
Brown and Leancberg (1954) shate the
same view. Varma (1982) stresses that
language is the vehicle through which the
schizophrenic thought is expressed. He
proposed the hypothesis that linguistic
competence importantly determines the
phenomenology of schizophrenia and
that greater linguistic competence is re-
sponsible for systematization and elab-
oration of delusion making them
more entrenched and less amenable to

therapeutic change thus giving rise to a
poorer prognosis, Varma et al. (1985)
opine that ‘although the contribution of
language to thinking process is immense,
the same language which permits logical
and realistic deductions can cause, if
some basic disturbance exists in the brain
processes, a derailment of thinking which
can create a vicious cycle to produce and
perpetuate  psychopathology'.  The
paranoids show paranoid feature be-
cause of their high iinguistic competence,
as they compensate for their high anxiety
{psychotic) by explaining the anxiety on
the basis of paranoid ideation. Although
this reduces the anxiety high linguistic
competence takes over for sustenance
and further systematization of the delu-
sions’. The other schizophrenics show
catatonic features and somatic symptoms
because of low linguistic competence
which does not permit to elaborate the
psychotic  anxiety into delusional
symptoms. The syntatic processes are in-
tact in schizophrenia, the language is de-
viant purely on semantic point of view,
The language dysfunction in schizo-
phrenia is more of a cognitive sort rather
than linguistic (Clemmen  1980).
Chomsky (1965) also held the same view
point. In schizophrenia, the linguistic
competence is not impaired (Koplin
1968). Varma et al, (1985) further
suggest that the chronic schizophrenics
have low linguistic competence which
does not allow them to develop a ‘delu-
sicnal solution’ to their anxiety or crys-
tallization of a specific psychopathology.
So they have a mixed symptomatic pre-
sentation of somatic symptom, catatonic
symptom, perplexity and have a better
prognosis. Thus the linguistic compe-
tence importantly determines the man-
ifestation and outcome of schizophrenia
within and across the different linguistic
groups (Varma et al. 1985).
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Aims and Objectives

1. The aim of the present study was to de-
termine the magnitude, nature and sev-
erity of thought pathology in schizop-
hrenta.

2. To examine the differences in nature
and severity of thought disorder in
acute and chronic schizophrenics.

3. To study the correlation between type
and severity of thought pathology with
demographic and clinical variables.

Malterial and Methods

The present study included 45 cases of
schizophrenia. An attempt was made to
have equitable representation of acute and
chronic types of schizophrenia in the
study. Patients with informants from
Psychiatry Out-patient Department and
in-patient of NIMHANS, Bangalore, were
included for this purpose. The initial pool
of patients were screened and those fulfil-
ling the Research Diagnostic Criteria
(RDC) (Spitzer et al. 1978) for acute and
chronic schizophrenia were included in the
study. Only the definite cases were in-
cluded in the study.

Inciusion Criteria

1. Diagnosis of schizophrenia by Re-

search Diagnostic Criteria (Spitzer et

al. 1978).

Age 18-45 years.

Sex: Both sex.

Duration of illness:

i) Less than 3 months for acute
Schizophrenia,

ii) Two vears or more for chroaic
schizophrenia.

El -l A

Exclusion Criteria

1. Epilepsy
2. Organic brain disorder of any type
3. Systemic physical diseases

4. Mental Retardation

5. Alcohol and drug addiction

6. Patients who cannot be maintained
drug free during the period of research.

Methods of Assessment
Demographic and Clinical Data

A semi-structured proforma to collect
the data systematically was used. The fol-
lowing details about demographic vari-
ables were recorded: name, age, sex, mar-
ital status, religion, date of first contact,
educational status, socio-economic status,
occupation, background: ruralfurban,
number of sibs, perinatal complication and
milestones of development.

The following clinical details were re-
corded: age of onset, type of onset, pre-
cipitating factor, duration of illness, pre-
senting complaints, family history of
psychiatric illness, past history of psychiat-
ric illness, previous hospitalization and
course of illness: continuous/episodic,

The mental state was assessed by
Brief Psychiatric Rating Scale (BPRS-
Overall and Gorham 1962). Itis easy to ad-
minister and has high validity and high
inter-rater and test-retest reliability. The
Mini Mental State (MMS) was used for as-
sessment of any cognitive impairment. The
reliability and validity of this scale has
been demonstrated {Folstein et al. 1975).
All subjects in the study were evaluated
using the scale for the assessment of
thought, language and communication
(TLC) (Andreasen 1978). The thought
pathology was also evaluated using this
Brief Psychiatric Rating Scale (BPRS)
{Overall and Gorham 1962).

Procedure:

The staff of the six adult psychiatric
units were requested to send cases
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fulfilling the specific inclusion and exclu-
sion criteria. After preliminary screen-
ing, if the patient and/or patients party
were willing for further examination and
investigation, an informed consent was
taken. Most of the patients were selected
from the walk-in-clinic, regular outpa-
tient department and followup clinic and
were admitted for the purpose of re-
search. Unmedicated patients were
examined immediately, but patients al-
ready on medication were made drug free
(2 weeks for those on oral medication and
4 weeks for those on depot preparation)
before testing current mental state, cog-
nitive impairment and thought pathol-
ogy. Rapport was established. Demog-
raphic and clinical details were recorded
on the semistructured data collecting
proforma. Later Mental Status Examina-
tion was done using Brief Psychiatric
Rating Scale and cognition was assessed
by using the Mini Mental State Scale.
Thought Pathology was elicited in a 45
minute standard interview and the type
of thought disorder and its severity were
recorded. Both live and tape recordedin-
terviews were rated.

Analysis of Data

The following statistical tests were
employed for the analysis of the data.

1. Percentage frequency distribution of
T.L.C. items.

2. Chi square test and Fisher’s exact test
to test the significance of difference
between acute and chronic, positive
and negative, paranoid and non
paranoid types of schizephrenia and
frequency of the T.L.C. disorder in
these groups- both inter group and
intra group.

3. Pearsons Product Moment Correla-
tion and Biserial Correlation to test
the correlation coefficient between

demographic variables and the T.L.C.
scale.

4. Mean and standard deviation of scales
and sub scale scores and students ‘t'
test to detect the significance of differ-
ence of means of BPRS score between
acute and chronic schizophrenia.

Summary of Results

1. The interrater and test-retest reliability
of T.L..C. was found to be good.

2. Acute and Chronic, Positive and Nega-
tive, Paranoid and Non-paranoid
groups of schizophrenics were compar-
able (vide table 1, 2, 3).

3. Acute Vs. Chronic Schizophrenia:

a) Poverty of speech was more com-
mon in acute group (P < 0.05)

b) Positive formal thought disorders
were more in chronic group (t-2.45)

4, Paranoid Vs. Non-paranoid group: No,
statistical difference.

Table 1
Diagnostic break-up of Patients into sub-types of
Schizophrenia
Acute Chronic
Schizophrenia Schizophrenia
n % n % Total
22 49 23 51 45
Table 2

Diagnostic break-up of patients into subtypes of
schizophrenia

Acuteschi-  Chronic schi-
zophrenia zophrenia
Types (n=22) (n=23)
n Y% n Yo
Positive
schizophrenia 11 50 9 39
Negative
schizophrenia 5 23 [ 26
Mixed
schizophrenia 6 27 8 35
X2=0.5546. NS
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Table 3
Driagnostic distribution
Acute schizophrenia Chronic schizophrenia Total
(n=22) {n=23)

Type n % n % n %
Paranoid group 13 59.1 8 48 21 46.7
Non paranoid group $ 40.9 15 65.2 24 53.3
Total 22 100 23 100 45 100
X:=267NS,
5. Positive Vs, Negative group: No Statiss  which is grouped separately under

tical difference.

6. Demographic correlation.

a) Negative thought disorder more
common in rural population (P <
0.05)

b) Preseveration more often in Illiter-
ate group ( P < 0.05)

c) Clanging, neologism,

Echolalia, circumstantiality more
frequent in literate group. (P <
0.05)

Discussion

Reports on systematic comparative
studies of thought disorder in acute and
chronic schizophrenia are rare till date. Is
thought disorder same in acute and chronic
schizophrenia or is it different? This study
has made an attempt to answer these ques-
tions. The assessment of cognitive function
by Mini Mental State (Folstein et al. 1975)
was esseatially a double check for those
patients who might have escaped the strin-
gent exclusion criteria for organicity. Brief
Psychiatric Rating Scale (B.P.R.S.)
(Overall and Gorham 1962) helped both in
assessment of T.L.C. disorder and in qual-
ifying the morbidity of thought process.
The scale for the assessment of Thought,
Language & Communication (T.L.C.)
(Andreasen 1979) is objective, precise,
casy to administer and is found to have
good validity and interrater reliability. It
contains 18 subtypes of thought disorder

thought, language and communication and
also more pathological and less pathologi-
cal thought disorder. A standard 45 min.
‘live’ or ‘tape recorded’ interview is pre-
scribed.

Both ‘live’ and ‘tape recorded’ inter-
view were conducted in this investigation
to overcome the shortcomings of any
single procedure. Interrater and test-retest
reliability were found good. Andreasen
(1979a), Davis et al. (1986) had similar
findings.

The commonest type of thought disor-
der were poverty of speech, tangentiality,
derailment and the rarest type like clang-
ing, neologism and stilted speech found in
the study (vide table 4) is similar to find-
ings of Andreasen (1979), Andreasen and
Grove (1986).

Poverty of speech was found higher in
acute schizophrenia, (table 5). This is
probably because the paranoid schizop-
hrenics were represented more in acute
groups and their guarded attitude condri-
buted to the poverty of speech. This obser-
vation is supplemented when poverty of
speech is compared between paranoid and
non-paranoid groups of acute schizop-
hrenics where it was 85% and 56% respec-
tively.

The high prevalance of positive
formal thought disorder in chronic
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Table 4
Frequencies of thought, lunguage and communica-

schizophrenia (table 6) is probably due to
the fact that combined representation of

tion abnormalities in schizophrenia L . :
positive and mixed groups of schizop-

Schizophrenia brenics was three times (74%) in chronic
n=43 schizophrenics raising the positive thought

TL.C. Items N o, disorder  score.  This s fur.tliner
supplemented by occurence of positive
Poverty of speech 26 58 thought disorder in negative schizophrenics.
Poverty of content of speech 20 a4
Pressurc of speech 11 24 The difference of thought disorder be-
?;:';:;?ﬂﬁ;pc“h ; gg tween Paranoid and Non-paranoid group
Derailment 25 56 was not found to be statistically significant.
Incoherence 12 23 Though, delusions with systematization
g:ﬁﬁ;iil:y 4 9 and elaboration were found more in
Neologisms 1 2 Paranoids, probably because of their lin-
Word-Approximation 1 2 guistic competence (Varma 1982; Varma
Circumstanviality 8 18 .. . .
Loss of Goal 26 o etal. 19853}, it is not one of the T.L.C. items
Perseveration 26 58 and hence was not included in this study.
Echolalia 3 7 L .
Blocking 3 7 Similarly absence of any difference
Stilted speech 3 7 between positive and negative schizop-
Self-reference 24 53 P g p

hrenia in formal thought disorder probably

Table 5
A comparison of frequency and severity of T.L.C. disorders in acute and chronic schizophrenia

Acute Schizophrenia Chronic schizophrenia

{n=22) {n=23)

Items Severity Severity

0 1-2 34 0 1-2 3-4
Poverty of speech” 6 9 7 13 7 3
Poverty of content of speech L5 3 4 L0 5 8
Pressure of speech 18 4 0 16 4 2
Distractible speech 19 3 o 15 8 0
Tangentialivy 13 8 1 7 12 4
Derailment 11 9 2 o 10 4
Incoherence 18 3 1 17 3 3
togicatity 2 i 0 i} 3 4
Clanging 20 2 0 21 2 it
Neologisms 22 0 0 22 I 1]
Word- Approximation 2 0 0 22 1 0
Circumstantiality 19 3 0 1% 5 0
Loss of Goal [ 0 2 9 11 3
Perseveration 1y 12 0 , i L
Echolatia 20 2 i 2 : 0
Blocking 20 2 0 22 i i
Stilted speech 20 2 O 12 l 0
Self-reference 9 13 0 12 1 H

Fishers Exact test was applied between the two groups for cach iems prescnce or absence,
* P<0.05; others were not significaut.
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Table &
Thought, language and communication (T.L.C.) scores

Positive and Negative T.L.C. Items

Acute schizophrenia  Chronic schizophrenia

(n=22) {in=23)
ltems Mean £ S.D. Mean 8.0 H P
Positive F. T.D. 4.36+522 4.2 £7.86 *2.45 P<0.05
MNegative F.T.D. 4.91 + 2.8t 478+2.32 0.16 NS
Others 430+ 2.84 3.59+ 2.8 0.93 N.S

* Modified t test.

Thought language and communication item scores

Disorder of thought 336234 209+£2.45 0.18 N.§
Disorder of language 0.82*1.59 2.22+3.84 *1.61 N.S
Disorder of communication 327777 12.48 £ 7.73 1.82 N.S

*Modified t test.

reflects the absence of any clear cut posi- No definite explanation can be
tive negative dichotomy based on thought  ascertained for the high loading of
disorder. Pogue-Geile and Harrow (1986), petseveration in illiterate group and

Lazer and Harrow (1985) support this view negative thought disorder in rural popu-
point. Bilder and Mukherjee (1985) also  lation (table 7). However, it might be
support this dichotomy. 1t is also observed  speculated that lack of education might
that the severity of thought disorder rather  be associated with decreased verbal

than its mere presence should be the deter-  sophistication resulting in the above
minant of the positive-negative dichotomy. phenomena.
Table 7

Correlation of socio-demographic variables with T.L.C. sub-types

Morte Less Positive  MNegalive Disorder Disorder Disorder
Global T.LC. pathe patho-  thought  thought  of of of commu-
rating Score logical logical disorder  disorder thowght  language nication
Age -.042 02zt —.017 004 036 -081 —-.064 014 .108
Sex -5 122 d6% 048 091 A3 —015 018 134
Education 005 091 42 —-130 L18S =075 06 186 051
Marital status ~-.08 042 092 111 077 -072 -.065 .089 040
Retigion ~.197 58 090 —173 207 -175 3 J42 —-.040
Ruralfurban ~008 -092 -—-030 -201 .051 *-359 -39 -002 -.012
Socio-gconomic
staluy —.038 D00 D43 -0 124 -~ 178 —-.038 005 —.008
* P04

Pearson Product Moment Correlation was applied for vairables like Age, Education, Socio-¢conoemic status.
Biserial Correlation was applied o the rest of the variables.
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