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Chapter 1: Introduction 

Schizophrenia 

Despite the significant research advances occurring within the past decade, 

schizophrenia continues to be one of the most challenging and debilitating mental 

disorders. Schizophrenia is a costly, chronic, and incapacitating mental illness that 

affects an individual's social, cognitive, and psychological functioning. The National 

Institute of Mental Health (2006) estimates that I % of the population, or approximately 

two million Americans, suffer from schizophrenia in any given year. 

Child-onset schizophrenia is less common, but perhaps even more devastating 

than adult schizophrenia. A study conducted in North Dakota estimated that child-onset 

schizophrenia occurs in approximately 0.19 out of 10,000 children between the ages of 

two and twelve (Mash & Barkley, 2(03). Remschimidt et al. (1994) suggest a prevalence 

rate of one per 10,000 children. While it is fortunate that schizophrenia, especially 

schizophrenia in youths, is not as common as some other mental illnesses, such relatively 

low prevalence rates, especially among young people, limit substantial gains in our 

understanding of the disorder. 

One way to overcome the obstacle of low prevalence rates preventing the 

understanding of schizophrenia is by examining related variants of the disorder, 

sometimes referred to as "schizophrenia-spectrum disorders" or "spectrum disorders" 

(e.g., schizophreniform, schizoaffective, psychotic disorder NOS, schizotypal personality 

disorder (SPD)). Research on spectrum disorders is more accessible due to the increased 

prevalence rates in comparison to those of schizophrenia alone. Studies suggest that 

spectrum disorders occur more frequently in relatives of patients with schizophrenia 
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indicating a genetic link between the disorders (Hans et al., 2004). Additionally it 

appears that patients with spectrum disorders display similar, but less severe, deficits as 

patients with schizophrenia (Lichtermann et al., 2000). Studying the etiology and 

characteristics of spectrum disorders not only increases our knowledge of each individual 

disorder, but as these disorders are related to schizophrenia, they also deepen our 

understanding of schizophrenia 

Psychotic Symptoms on a Continuum 

An alternative approach to understanding schizophrenia is examining individuals 

in the general population with sub-threshold psychotic experiences sometimes described 

as "psychosis prone." These individuals present psychosis-like experiences, but currently 

fail to meet diagnostic criteria for a mental disorder. This approach assumes that 

schizophrenia qualities lie on a symptomatic continuum, identifiable in individuals from 

non-clinical populations who display sub-threshold symptoms. Although the majority of 

these individuals will not develop schizophrenia or spectrum disorders, researchers 

believe that sub-threshold symptoms are related to schizophrenia symptomatology, as 

research has found that some of the risk factors associated with schizophrenia (e.g., lower 

IQ, lower education attainment, cannabis dependence, stressful life events) are also 

associated with SUb-threshold psychotic symptoms experienced by individuals in the 

general population (Broome et al., 2005). Therefore understanding more about 

individuals experiencing sub-threshold symptoms can contribute to the understanding of 

schizophrenia (Fletchner, 2000). 
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Population studies suggest that the rates of psychotic symptoms in the general 

population are relatively high compared to the prevalence of psychotic disorders 

(Verdoux & van Os, 2002). In the National Comorbidity Survey, Kendler et al. (1996) 

found that approximately 28.4% of those surveyed endorsed at least one of the psychosis 

screening questions. A separate study examining rates of hallucinatory experiences 

among a non-clinical population found that 24% of their sample ''very frequently" 

experienced auditory hallucinations (Laroi & Van Der Linden 2005). The Netherlands 

Mental Health Survey and Incidence Study found that approximately 17.5% of subjects 

from the general popUlation endorsed at least one of the positive psychotic items from the 

Composite International Diagnostic Interview (van Os et al., 2000). 

The endorsement of psychotic symptoms among non-clinical samples, and the 

fmding that similar risk factors are associated with both a clinical diagnosis of 

schizophrenia and sub-threshold psychotic symptoms, suggests the somewhat continuous 

distribution of these symptoms in the general population. Viewing psychosis on a 

continuum has advantages over the more traditional categorical approach (Le., presence 

or absence of psychosis). First, a continuous approach explains differences in psychosis 

presentation between individuals and explains changes in symptom presentation across 

time within an individual regardless of the presence of formal psychosis (Mullen, 2003). 

Second, a continuum approach greatly increases the number of subjects available for 

study as schizophrenia is a relatively rare disorder (NIMH, 2006). Third, a continuum 

approach allows for the study of psychosis-proneness and could increase our 

understanding of the genetic, biological, and environmental factors that either reduce or 

increase the likelihood of these individuals experiencing a future psychotic episode 
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(Chapman et al., 1994). Fourth, insight into people less far along the continuum (i.e., 

non-psychotic with some psychotic-like symptoms) may provide relevant information in 

the understanding of people on the extreme end of the continuum (i.e., people with 

schizophrenia). Fifth. some research suggests that compared to categorical models of 

psychosis, dimensional models are better at predicting outcome, treatment needs, and 

response to treatment (peralta et al, 2002). Sixth, a continuum approach provides an 

opportunity to examine the relationship between psychotic symptoms and clinical 

disorders; specifically, whether it is a true linear relationship, or whether the relationship 

occurs in a continuum-threshold fashion (i.e., above a certain "critical" value of 

symptoms, the risk for a clinical disorder increases disproportionately) (Johns & van as, 

2(01). Seventh, a continuum approach partially explains why family members of 

patients with schizophrenia experience higher rates of psychosis and/or schizotypy, 

suggesting a genetic link between spectrum disorders and schizophrenia (Calkins et al., 

2004; Johns & van as, 2001). Lastly, a continuum approach removes some of the stigma 

associated with mental illnesses by emphasizing similarities, rather than differences, 

between psychotic-like experiences and normal behaviors (Mullen, 2003). 

Child-Onset Schizophrenia 

Despite extensive study of schizophrenia-spectrum disorders and psychosis on a 

continuum among adults, little research of this nature has been conducted among youths. 

Given the extremely low prevalence rates of schizophrenia among youths, such research 

may help to clarify the nature of psychosis and psychosis-proneness among children and 

adolescents, and in turn might increase the understanding of child-onset schizophrenia 
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Studying child-onset schizophrenia is important for several reasons. First, child­

onset schizophrenia appears to be a form of adult schizophrenia, and thus insight into the 

disorder among children may provide insight into the disorder in adults. Kumra et al. 

(2000) reported that child-onset cases displayed similar cognitive deficits found in adult 

patients and first-degree relatives of adult schizophrenia probands. These deficits 

occurred in learning, attention, and abstraction. Additionally, similar to adult patients, 

children with schizophrenia also demonstrate deficits in smooth-pursuit eye movements, 

as measured by poorer qualitative scores, lower gain, higher root mean square error, and 

frequently more catch-up saccades (Kumra et al., 200 I; Levy et al., 1993). Smooth­

pursuit deficits are thought to indicate an underlying endophenotype of schizophrenia 

(Kathman et al., 2003). Collectively, these studies suggest that child-onset cases share 

similar and sometimes greater abnormalities in language, motor, and cognitive 

development, as well as a more chronic course and prognosis compared to adult cases. 

Child-onset cases also share similar etiological factors associated with adult 

schizophrenia. Common etiological factors include obstetrical complications (OCs) and 

genetic factors. A study by Matsumoto et al. (1999) found that children (age 8-13 years 

old) with schizophrenia had higher scores on three measures of OCs (frequency, severity, 

and total score) compared to controls matched for sex and age. A meta-analysis 

(Verdoux et al., 1997) of 854 patients from eleven different research studies also supports 

a link. between OCs and schizophrenia among young people. The authors found a 

significant relationship between age of onset and OCs, with earlier age of onset 

associated with a higher likelihood of OCs. 
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In addition to OCs, research suggests high genetic contributions to schizophrenia 

among young people with the disorder. Kumra et al. (2001) reported that fIrst-degree 

relatives of child-onset cases were twice as likely to have a schizophrenia-spectrum 

disorder compared to adult-onset cases. Additionally, compared to later-onset cases, 

child-onset cases demonstrate greater symptom severity (Kumra et al., 2(01). The 

presence of OCs among child-onset patients and higher rates of spectrum disorders 

among fIrst-degree relatives of probands of child-onset schizophrenia provide support for 

continuity between both child-onset and adult schizophrenia. 

In addition to being similar and related to adult schizophrenia, schizophrenia in 

children may also be considered a more severe variant of the disorder. Research suggests 

that the long-term outcome for youths with schizophrenia is often poor, and that 

prognosis in general appears worse for youths relative to adults. Hollis (2000) reported 

that out of a sample of 51 patients diagnosed with schizophrenia during adolescence, 41 

patients received the same diagnosis in adulthood, with adolescent -onset patients 

experiencing greater psychotic episodes and greater impairments in living, education, 

employment, and social relationships in adult life compared to patients diagnosed with 

"Other Psychosis" during childhood and adolescences. Although not a direct comparison, 

research suggests that approximately 22% of adults diagnosed with schizophrenia 

continue experiencing severe or moderately severe impairment in functioning (e.g., 

inability to respond verbally, requirement of constant care) following symptom-onset 

(Modestin et al., 2003). Asarnow et al. (2004) tracked 18 children with schizophrenia 

over a 3-7 year period and reported that 13 months after their initial psychiatric 

hospitalization, 57% of their sample received out-of-home placements and fIve additional 
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children were re-hospitalized within 2.5 years. Lay et al. (2000) tracked adolescents 

diagnosed with schizophrenia over 10 years and found that 83% of their sample had at 

least one re-hospitalization, 57% demonstrated moderate vocational impairment, and 

75% were supported by their parents or by public means. Lastly, Schiffman and Daleiden 

(2006) compared population and service characteristics of youths with and without 

schizophrenia spectrum disorders within Hawai'i's system of care. The authors found that 

compared to non-spectrum youths, youths with a schizophrenia spectrum disorder had 

greater comorbidity and were more likely to receive restrictive services at a higher annual 

cost. 

While it appears that child-onset schizophrenia is a severe variant of adult-onset 

schizophrenia, the rarity of child-onset schizophrenia causes problems when attempting 

to study and understand the disorder. Similar to research with adults, one method of 

overcoming this obstacle is by studying non-clinical youths reporting some, but not 

impairing, sub-threshold symptoms. This line of research parallels research of adults 

with schizophrenia-spectrum qualities on a continuum. Although this may be a useful 

method to understanding correlates and predictors of schizophrenia among youths given 

the rarity of the disorder, there is not a widely adopted and recognized measure for this 

purpose. 

SPD and Youths 

In addition to studying child-onset schizophrenia, as will be discussed in greater 

detail below, studying youths with SPD might also shed light on the etiology of adult 

schizophrenia, as research suggests that SPD in youths might be a variant of 
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schizophrenia spectrum disorders in adults. For one, youths with SPO exhibit similar 

deficits in neuromotor functioning as adults with SPO. Neumann and Walker (2003) 

found that compared to adolescents with other Axis II disorders and healthy controls, 

adolescents with SPO displayed greater deficits in neuromotor functioning as measured 

by force and force variability on a computerized motor task. 

In addition to similar neuromotor deficits, youths with SPO also experience 

similar impairments in specific cognitive domains known to be impaired in adult cases. 

For example, Trottman et aI. (2006) reported that compared to controls and adolescents 

with other Axis II disorders, adolescents meeting diagnostic criteria for SPO did 

significantly poorer on certain subtests of the Wechsler Intelligence Scale. Additionally, 

negative and disorganized symptoms predicted greater performance deficits on the 

Wechsler Memory Scales, a consistent fmding among adult schizophrenia-spectrum cases. 

These studies suggest that similar to studying child-onset schizophrenia, the study 

of SPO in youths might increase our understanding of adult spectrum disorders, as SPO 

in youths appears to be related to adult spectrum disorders. Though prospective studies 

investigating the transition rate from SPO in youths to adult schizophrenia have not yet 

been widely conducted, retrospective studies of adults with schizophrenia report higher 

levels of SPO during the period preceding symptom-onset suggesting that SPO in youths 

might serve as a marker for schizophrenia (Diforio et aI., 2000). As previously discussed 

however, measures designed to accurately identify youths with SPO have not yet been 

widely adopted. 
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Methods of Assessing Spectrum Symptoms in the General Population 

Measures assessing psychotic-like experiences in non-clinical adult populations 

are numerous. Such measures include the Schlzotypal Personality scale (STA) (Claridge 

& Broks. 1984). the Schlzophrenism scale (Nielsen & Petersen. 1976). the Perceptual 

Aberration scale (Chapman et al. 1980), and the Magical Ideation scale (Eckblad & 

Chapman, 1983). One of the more commonly used instruments is the 74-item 

Schlzotypal Personality Questionnaire (SPQ). which measures all nine characteristics of 

Schlzotypal Personality Disorder based on DSM-IV criteria (Raine 1991). The SPQ 

incorporates questions from existing schizophrenia and schlzotypal personality schedules, 

models new items based on DSM-IV examples, includes items from published 

questionnaires. and incorporates new items generated by the author. The initial SPQ 

administration involved two separate populations, with the second population serving as a 

replication sample for the first population. Both samples consisted of 151 undergraduate 

student volunteers. A third population containing 195 undergraduates replicated the 

results of the initial construction and provided data on new items. 

At initial evaluation. the SPQ demonstrated high internal reliability (coefficient 

alpha between 0.90 to 0.91). two-month test-retest reliability (r=O.82) based on results 

obtained from 25 out of 195 subjects from the initial sample. and convergent validity 

with the Schlzotypy Traits Questionnaire (r = 0.81). Furthermore. 55% of subjects 

scoring in the top 10% of SPQ scores received a clinical diagnosis of SPD based on the 

Structured Clinical Interview for DSM (SCID) (Raine. 1991). Additional studies using 

the SPQ report findings such as scores on the SPQ. particularly subscale scores 

measuring social functioning. correlating with poor spatial working memory in a 
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designated group of schizotypal participants (i.e., undergraduate students scoring above 

the 90th percentile on the SPQ compared to a group of controls, p<O.03)(park & McTigue 

1997). Additionally, a significant positive relation between Wisconsin Card Sorting Task 

(WCST) performance and SPQ scores was found among a control sample of 48 medical 

students (p<O.O 1 on the WCST Performance indices for percent perseverative error, 

learning to learn, Binary cutoff composite deviance, and Z-score composite deviance) 

(Daneluzzo et al. 1998). Furthermore, in another study, subjects scoring in the top 10% 

on the SPQ and receiving a clinical diagnosis of SPD, exhibited eye-tracking 

abnormalities (Lencz et al. 1993). These results are consistent with deficits associated 

with spectrum disorders and therefore support the validity of the measure in tapping 

qualities associated with SPD. Additionally, these results parallel findings among 

individuals diagnosed with schizophrenia, thus suggesting a link between individuals 

with high SPQ scores in the general popUlation and schizophrenia. 

Studies also correlate SPQ scores to other psychiatric symptomatology in non­

clinical samples. Roth and Baribeau (2000) examined the relationship between 

schizotypal features and obsessive-compulsive disorder (OCD) features among 192 

college students. Students completed both the SPQ and the Maudsley Obsessional­

Compulsive Inventory (MOCI), a 30-item self-report instrument assessing OCD 

characteristics. Consistent with previous reports of comorbid SPD in OCD patients, Roth 

and Baribeau found that MOCI scores accounted for 24% of the variance in total SPQ 

scores, with checking behaviors most strongly correlated with schizotypal traits. 

Schiffman et al. (2005) recently administered the SPQ to 189 undergraduate students to 

examine the relationship between psychosis and cannabis use. The authors reported that 
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regular cannabis users experienced greater levels of cognitive and perceptual distortion, 

and disorganization, compared to controls. Thus, the SPQ seems to relate not just to 

schizotypy and schizophrenia, but to other psychiatric conditions as well. 

Assessing Spectrum Symptoms in Children 

While the SPQ appears to be a valid and reliable measure for assessing 

schizotypal traits within adults, it may not necessarily be appropriate for children and 

adolescents. One major limitation to the extension of the SPQ to young people is that the 

items may not be developmentally appropriate for youths. For example, the presence of 

odd beliefs or magical thinking might be better accounted for by a child's imagination. 

Additionally, a child's lack of close friends may be a result of undeveloped social skills, 

rather than increased anxiety in social situations as might be expected in SPD. 

Identifying schizotypal traits among a younger, non-clinical population, however, is 

important. As child-onset schizophrenia is similar to adult-onset schizophrenia (i.e., 

similar cognitive deficits and etiological factors as adult-onset schizophrenia), studying 

SPD among a younger population may increase our understanding of SPD in adults. 

Additionally, if child-onset schizophrenia and spectrum disorders are severe variants of 

adult-onset cases, then studying youths exhibiting schizotypal traits provides an 

opportunity to examine the etiological pathways for schizophrenia and spectrum 

disorders (Asamow & Asarnow, 2003). Furthermore, identifying youths exhibiting 

schizotypal traits furthers our understanding of the order in which these traits develop, 

which ultimately determine which of these traits most closely correlates to the 'genetic 

predisposition' to schizophrenia (DiDuca & Joseph, 1999). Similarly, studying 
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schizotypy among a young, non-clinical population may provide relevant information in 

the understanding of youths on the extreme end of the continuum (i.e., youths with 

schizophrenia). Walker & Bollini (2002) further reported that studying schizotypy among 

high-risk youths may help us better understand the neurodevelopmental processes 

involved in the development of schizophrenia. Finally, identifying youths exhibiting sub­

clinical or sub-threshold symptoms could contribute to prediction and prevention, 

increasing our understanding of the multitude of factors that either reduce or increase the 

likelihood of these individuals experiencing a future psychotic episode. 

MetJwds of Assessing Spectrum Symptoms in Children 

There are currently two measures of SPD traits designed for youths. The fIrst 

measure was developed by Rawlings and MacFarlane (1994) and the second measure was 

developed by Cyhlarova and Claridge (2005). Rawlings and MacFarlane (1994) 

developed the Junior Schizotypy Scales (JSS), with the initial questionnaire consisting of 

ninety-fIve items. Items were selected and modifIed by the authors from eight existing 

SPD scales (STA scale, Nielsen and Petersen schizophrenism scale, the schizoidia scale, 

and several Chapman measures). The initial validation consisted of administration to 146 

seventh-grade students (110 females, 26 males, mean age = 12.52). Items were excluded 

based on the author's assessment of scale overlap, ease of understanding the questions, if 

parents or teachers would object to having their children answer the question, or if 

questions were unable to be modifIed. The wording of some items was changed slightly 

by the authors, while other items were completely reworded while maintaining the 

original meaning of the item. Items were reworded to yield a yes or no response. The 
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authors did not provide an explanation describing how or why these procedures were 

established. 

The authors constructed seven scales by correlating all ninety-five items with 

seven criterion item groups (five from each of the Chapman scales: physical anhedonia 

composed of 15 items, social anhedonia composed of 15 items, perceptual aberration 

composed of 13 items, magical ideation composed of 14 items, impUlsive nonconformity 

composed of 16 items; and two other groups not adequately measured by the Chapman 

scales, but found in the literature: social anxiety/cognitive disorganization represented by 

5 items and paranoid ideation represented by 3 items), thereby imposing a pre-existing 

factor structure. The authors performed a second order principal component analysis and 

Varimax rotation of solutions into two, three, and four factors. The two-factor solution 

resembled the factorial strocture found in adults (positive and negative factors). The 

three factor solution included a positive, negative, and nonconformity factor. Similar to 

the three-factor solution, the four-factor solution also included the negative and 

nonconformity factors, but divided the positive factor into positive scales "apart from 

paranoid ideation" and positive scales "apart from magical ideation" (p. 492). 

Despite efforts to determine the factorial structure of schizotypy with their 

measure, Rawlings and Macfarlane were unable to demonstrate a clear model of the 

construct. This failure was most likely the result of several different factors. First, using 

a relatively homogenous and small sample (n=146) can result in an underestimation of 

the number offactors (Tabachnick & Fidell, 2001). Second, the anthors acknowledge 

that the social anhedonia scale included too few items, which may also explain the low 

reliabilities obtained for the cognitive disorganization, paranoid ideation, and 
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nonconformity scales. Without an adequate number of items or markers for a specific 

trait, it is unlikely that the appropriate factors will emerge (DiDuca & Joseph, 1999). 

Third, the JSS employs a yes-no response rather than providing a range of answers. 

Doing so can reduce the amount of variance; ignores the possibility that spectrum 

qualities occur on a continuum, especially when factors are small; and does not permit 

partial endorsement of traits, which might be particularly important in this areas as 

research suggests an increased reluctance among some people to report symptoms related 

to schizophrenia (Wuthrich & Bates, 2005). 

Fourth, the authors did not address confidentiality before questionnaire 

administration. By ignoring issues of confidentiality, respondents might have been more 

likely to respond in a socially desirable manner, rather than answer each item truthfully. 

Fifth, the authors did not examine test-retest reliability. Evaluating test-retest reliability 

is important for two reasons: It evaluates the stability of the measurement from one 

administration to another particularly important in a putative measure of personality and 

it ensures that the instrument consistently discriminates individuals presenting 

schizotypal symptoms over time (Elmes et aI., 1999). Sixth, the JSS does not follow the 

DSM diagnostic criteria for SPD. The authors selected and modified items from the 

Chapman measures for physical and social anhedonia. Currently, the DSM does not 

include anhedonia as a defining feature of SPD. Including anhedonia as a schizotypal 

trait by definition limits the ability of the JSS to correctly identify children with DSM 

defined SPD qualities. Finally, DiDuca and Joseph (1999) argue that several of the items 

exhibit low face validity. For example, the item "Is it hard for you to make good friends" 

intends to measure paranoid ideation, although it may better reflect social anhedonia. 
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In an effort to solve some of the problems described above, DiDuca and Ioseph 

(1999) investigated the factorial structure of the ISS in an independent evaluation. The 

authors fIrst administered the ISS to a much older population (492 high school and 

college students consisting of251 females and 241 males with a mean age=15.5), noting 

that schizophrenia emerges during this later period, rather than during the younger age 

group selected by Rawlings and Macfarlane. Second, the authors performed a principal 

components analysis revealing a fIve-factor structure (cognitive, perceptual, social, 

impulsive, and physical anhedonia). Those items failing to demonstrate clear loadings on 

any of the fIve factors were then removed, reducing the ISS from 74 items to 50 items. 

While helpful in improving the reliability, the revised instrument did not address 

many of the problems associated with the initial development of the ISS. First, although 

the sample was slightly larger (n=492), the sample was still relatively homogenous (i.e., 

two colleges and two high schools from the Essex area), again possibly contributing to 

factor underestimation (Green & SaIkind, 2005). Second, the sample included 

adolescents and older teenagers (students age 13-18, mean age=15.5), thus the revised 

version does not assess schizotypal qualities within children. Third, the authors did not 

include additional items to measure cognitive disorganization, paranoid ideation, 

nonconformity, and social anhedonia as suggested by Rawlings and MacFarlane (1994). 

During the initial construction of the ISS, the authors found only low to moderate 

reliabilities for these scales because there were either too few exemplars of these scales in 

the original item set, or a large portion of these items were excluded due to low 

endorsement frequencies. In order to increase scale reliability and to ensure that the 

appropriate factors emerge, the authors suggest increasing the number of items for each 
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scale and wording items carefully so that endorsement frequencies are closer to 50%. 

Fourth, the revised questionnaire also included yes-no responses rather than providing a 

range of possible answers. Dichotomous items tend to reduce the amount of variance and 

ignore the possibility that spectrum qualities occur on a continuum (Wuthrich & Bates, 

2005). Fifth, DiDuca and Joseph (1999) did not examine test-retest reliability. As 

described earlier, evaluating retest reliability is important for ensuring the stability of the 

instrument across different administrations and ensuring that the instrument consistently 

discriminates individuals presenting schizotypal symptoms over time. Sixth, similar to 

the original instrument, the revised JSS does not follow the DSM diagnostic criteria for 

SPD since it also included items measuring physical and social anhedonia. 

Following the revised JSS (DiDuca & Joseph, 1999), Cyhlarova and Claridge 

(2005) developed a separate measure assessing schizotypal traits in children between the 

ages of eleven and fifteen. The authors began by adapting the Schizotypy Traits 

Questionnaire (STA), a 37-item instrument assessing schizotypal traits based on DSM-llI 

criteria of SPD. The authors selected the STA because of its high discriminative validity 

and test-retest reliability with adult popUlations. Items from the STA were re-worded to 

be appropriate for youths, although the authors mention that the child's version is similar 

to the original STA. The authors did not provide an explanation describing how items 

were either selected or excluded, nor did they describe how items were revised for 

developmental appropriateness. The initial validation consisted of administration to 317 

students (121 girls, 196 boy, mean age = 13.3) from six Oxford schools. Results indicate 

that girls scored significantly higher than boys (p=O.O 17). Factor analysis revealed a 

three factor solution including Unusual Perceptual Experiences, Paranoid Ideation/Social 
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Anxiety and Magical Thinking accounting for 24.45% of the variance. The results were 

similar to solutions found in adult populations. 

Although the ST A appears to measure schizotypal traits in youths, there are 

several problems with this new instrument. Many of these problems are similar to 

problems already discussed with previous child measures of schizotypy and therefore, 

will not be discussed in detail. First, similar to the ISS (Rawlings & MacFarlane, 1994), 

the authors did not examine test-retest reliability. Additionally, the STA uses a yes-no 

response rather than providing a range of possible answers. Third, the authors state that 

the STA focuses primarily on positive symptoms, and excludes items measuring negative 

symptoms (Le., withdrawal). As a result, the child's version of the STA may not 

necessarily be appropriate for boys given that negative symptoms are more pronounced in 

males compared to females (Cyhlarova & Claridge, 2(05). Furthermore, as other adult 

measures of schizotypy have identified a negative factor (Raine, 1991), excluding items 

assessing negative traits in youths may prevent the appropriate factor structure from 

emerging. Fourth, only re-wording items from the adult ST A, while not generating 

additional items specific to youths through expert panel review, might affect the 

measure's content validity (Le., schizotypal traits specific to youths, and not found in 

adults, may not be captured in the child's revision of the STA) (Haynes & O'Brien, 20(0). 

Present Study 

The purpose of this study is to develop the SPQ-Youth, a new measure that 

assesses schizotypal traits in youths ages 10 through 17. The present study is divided into 

seven stages: Item Generation; Item Modification; Item Evaluation, Round One; Item 
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Evaluation, Round Two; Item Evaluation, Round Three; Content Validation; and Item 

Formatting. 

Development of the SPQ-Youth 

As the SPQ is based on DSM-IV-1R criteria of schizotypy, is used extensively to 

identify individuals with SPD, and has strong psychometric properties (high internal 

reliability, retest reliability, convergent validity), the SPQ was selected as the basic 

instrument from which to develop the SPQ-Youth. All 74 items from the SPQ were 

evaluated and modified to be developmentally appropriate if necessary in order to assess 

schizotypal qualities among youths between the ages of 10 and 17 based on DSM-IV-1R 

criteria. Twenty additional items were generated based on a thorough review of the 

literature relevant to schizotypy in youths, as well as through semi-structured interviews 

with individuals (e.g., Care Coordinators) who have worked with youths diagnosed with 

a spectrum disorder. In addition, two separate panels of experts in the areas of 

schizophrenia spectrum disorders and/or child and adolescent development evaluated the 

content validity and developmental appropriateness of these new items. Experts were 

selected based on availability and interest in the current study. 
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Chapter 2: Methods 

Participants 

Participants included nine members from the Child and Adolescent Mental Health 

Division (CAMHD) of the Hawai'i State Department of Health (DOH), consisting of a 

psychiatrist, psychologists, and Care Coordinators (responsible for coordinating mental 

health services for youths registered with CAMHD). These individuals have experience 

working with youths with schizophrenia spectrum disorders, as well as experience 

working with families, school personnel, and other service providers. In addition to 

recruiting members from CAMHD, 5 teachers from the Hawai'i State Department of 

Education (DOE), 4 undergraduate students from the University of Hawai'i, 8 clinical 

psychology graduate students at the University of Hawai'i, 5 post-doctoral students, and 

12 Ph.D. level experts were recruited for different stages of this study based on their 

experience and area of research. Participant characteristics are described below in greater 

detail divided into each stage of the study for which they participated. 

Materials 

SPQ 

The SPQ is a 74-item questionnaire that measures all nine characteristics of SPD 

based on DSM-ill-RJDSM-IV criteria: ideas of reference, excessive social anxiety, odd 

beliefs or magical thinking, unusual perceptual experiences, odd or eccentric behaviors, 

lack of close friends, odd speech or thinking, constricted or inappropriate affect, and 

paranoid ideation (Raine, 1991) (Appendix A). Based on extensive testing the SPQ 

appears appropriate for adults from both clinical and non-clinical populations. 
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Respondents must circle either yes or no to each item, with each "yes" response scoring 

one point. Total scores range from 0-74, with higher scores indicating higher levels of 

schizotypal traits. Nine subscale scores matching the nine DSM-N characteristics of 

SPD can also be calculated by summing various items. Additionally, summation of 

subscale raw scores yield scores to measure three factors (Cognitive-Perceptual, 

Interpersonal, and Disorganized) of schizotypy derived from initial factor analysis. 

Procedure (see Figure 1 ) 

1. Item Generation Stage 

The new measure began with all 74 items of the SPQ. Twelve additional items 

thought to target behaviors and thoughts specific to schizotypal traits in youths, and not 

already included in the SPQ, were generated by the PI based on a thorough review of the 

schizotypalliterature and other existing measures (Rawlings & MacFarlane, 1994; 

DiDuca & Joseph, 1999). Specifically, these items targeted symptoms of physical 

anhedonia (e.g., do you like looking at beautiful scenery) and impulsive nonconformity 

(e.g., do you break rules just for the fun of it), both of which have been associated with 

child measures of schizoptypy (e.g., Revised JSS) and not with adult measures of 

schizotypy (e.g., SPQ). 

In addition to generating twelve items based on the schizotypalliterature, the PI 

also generated eight items based on semi-structured interviews with four experts in the 

field who have worked with the PI in the past. Experts interviewed for this item 

generation stage were recruited by mail and included a psychologist and three Care 

Coordinators from CAMHD (Appendix B). These semi-structured interviews focused 
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primarily on providers' experiences working with youths with schizophrenia spectrum 

disorders and their families. Specific topics covered during these interviews included 

primary reasons for the child's referral for mental health services (e.g., deterioration in 

school functioning or hygiene, anxiety, behavioral difficulties, aggression, impulsivity), 

physical symptoms (e.g., changes in appetite, sleep disturbance), common reported 

delusions, and quality of peer and family interactions. These twenty items (i.e., twelve 

items based on the schizotypalliterature and eight items generated through interviews 

with experts in the field) were added to the original list of 74 SPQ items, for a combined 

94 items brought forward to the next stage. 

2. Item Modification Stage 

Following the generation of items, five teachers from the DOE (including two 

elementary school teachers and three high school teachers) who have previously worked 

with the PI and two clinical psychology graduate students were recruited by mail to adapt 

and modify all ninety-four items to be more developmentally appropriate for a younger 

sample (Appendices D and E). These individuals reworded items for developmental 

appropriateness and to yield a score response (scale of 0-3, with 0 corresponding to 

"never", 1 corresponding to "sometimes", 2 corresponding to "often", and 3 

corresponding to "always"). Two specific examples demonstrating how original SPQ 

items might be modified to meet these criteria were provided. In the first example, the 

original SPQ item (e.g., "I sometimes avoid going to places where there will be many 

people because I will get anxious") was modified by the PI to be developmentally 

appropriate for a younger sample (e.g., "I get scared going to places where there will be a 
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lot of people"). In the second example, the original SPQ item (e.g., "Do you often feel 

that other people have got it in for you") was changed by the PI from a forced choice to a 

scale response (e.g., "I often feel that other people want to do mean things to me"). 

Each original SPQ item was modified by three participants, resulting in three 

modified versions of each item generated in the item generation stage, for a total of 282 

items (for an example of modified items, see Table 1). 
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Table 1. Modified SPQ Items 

Example of first three SPQ items modified by three different participants. 

Original Item Modified Item Modified Item (participant 2) Modified Item (participant 3) 
(participant 1) 

I feel that things I see on the When I am watching TV or I think that things I see on TV have a 
TV or read in the newspaper The TV or the reading something, I feel that there special meaning for me. 
have a special meaning for newspaper sends me is a special meaning or message for 
me. special messages. me. 

Original Item 
I don't like to go to I don't like to hang out where there I'm scared of going to places where 

I avoid going to places where places where there are are a lot of people. there are many people. 
there will be many people a lot of people. 
because I will get anxious. 

Original Item 

I have had experiences with I have seen real I have had experiences where I have had experiences with the 
the supernatural. ghosts. something supernatural happens. supernatural. 

-
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3. Item Evaluation Stage. Round One 

Following the generation of all 282 items. five members from CAMHD (a 

psychologist, three Care Coordinators, and a psychiatrist who had previously served as 

the CAMHD clinical director) and a master's level clinical psychology graduate student 

with experience working with both adults and youths with spectrum disorders were 

contacted by the PI's advisor via email requesting their participation (Appendix E). The 

PI then mailed instructions directly to those participants who had been contacted by the 

PI's advisor (Appendix F). Participants recruited for this stage evaluated approximately 

22 items each based on how closely the item matched the original SPQ item in terms of 

its content. Participants rated each modified item on a scale from 0-2 (0 = not at all 

similar, 1 = similar, 2 = very similar). Participants could also modify the original item if 

none of the modified items seemed sufficient (i.e., all modified items received a rating < 

2). Original SPQ items modified in this round of evaluation automatically received the 

highest similarity score as they were modified by experts and were retained for further 

evaluation. Two different participants, resulting in two similarity scores per item, rated 

each item (see Table 2). 

In addition to receiving a similarity score (i.e., a score based on how similar the 

modified item matched the original SPQ item in terms of its content), each item also 

received a rating by separate experts based on the degree to which the item is 

developmentally appropriate for youths by separate raters. Participants recruited for this 

stage of the study were recruited via email and have worked with the PI in the past 

(Appendix G and H). Participants included a master's level clinical psychology graduate 

student, three post-doctoral clinical psychology students, and a Ph.D. level expert in 
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schizophrenia research. AIl participants evaluating the developmental appropriateness of 

items have extensive knowledge of child and adolescent development, have completed a 

wide-range of coursework in psychology (e.g., child psychopathology, assessment, 

developmental psychology), and have experience working with youths with emotional 

and behavioral difficulties. Furthermore, participants recruited for this stage of the study 

had an average of 14.5 publications (SD = 9.7) and belonged to an average of 4.75 

professional organizations. Each participant rated approximately 23 modified items on a 

scale from 0-2 (0 = inappropriate, I = appropriate, 2 = very appropriate). Two different 

participants, resulting in two developmental scores per item, rated each item (see Table 3). 

Items that received an average similarity or developmental rating of ~ 1.5 were 

retained for further evaluation. Additionally, all write-in modified items generated 

during this stage were also retained for further evaluation, as they were generated by 

experts. It is important to note that based on these scoring criteria (Le., items receiving 

an average similarity or developmental rating ~ 1.5) multiple versions of the same item 

might have been retained for the next stage of evaluation. These scoring criteria reduced 

the number of items from 282 to113. 
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Table 2. Examples of Average Similarity Ratings 

Example of how average similarity scores (i.e., scores in bold) were obtained based on two experts rating how closely the modified 
items matched the original SPQ item in term of its contents. Items with an average similarity rating> 1.5 were retained. 

Original Item Modified Item Modified Item Modified Item 

I feel that things I The TV or the newspaper sends When I am watching TV or reading I think that things I see on TV have 
see on the TV or me special messages. something, I feel that there is a a special meaning for me. 
read in the special meaning or message for me. 
newspaper have a 
special meaning for 
me 
Participant 1 0 1 1 
similarity rating 
Participant 2 1 1 2 
similarity rating 
Average similarity 0.5 1 1.5 
rating 
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Table 3. Examples of Developmental-Appropriateness Ratings 

Example of how average developmental scores (i.e., scores in bold) were obtained by two separate raters based on the degree to which 
the item is developmentally appropriate for youths. Items with an average developmental rating > 1.5 were retained. 

Original Item Modified Item Modified Item Modified Item 

I feel that things I The TV or the newspaper sends When I am watching TV or reading I think that things I see on TV have 
see on the TV or me special messages. something, I feel that there is a a special meaning for me. 
read in the special meaning or message for me. 
newspaper have a 
special meaning for 
me 
Participant 1 [ 1 2 
developmental rating 
Participant 2 1 0 2 
developmental rating 
Average 1 0.5 2 
developmental rating 
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4. Item Evaluation Stage, Round Two 

For the second evaluation of items, eight Ph.D. level experts in the area of 

schizophrenia research and four Ph.D. level experts in child and adolescent development 

were recruited via email from various universities across the United States (Appendices J 

and K). Experts recruited in this stage had an average of 37.25 publications (SD = 47.18) 

and belonged to an average of 4.1 professional organizations. 

The eight Ph. D. level experts in the area of schizophrenia research rated all 113 

items on a scale from 1-5 (1 = poor, 2 = fair, 3 = average, 4 = good, 5 = excellent) based 

on the degree to which the item measures DSM defmed criteria for SPD traits. Each item 

received two "content validity" scores by two different expert participants. In addition to 

rating each item, participants were also provided the opportunity to add items to the list if 

they felt that they measure schizotypal traits in youths 10-17 years of age and should be 

included. Items added during this stage of evaluation automatically received the highest 

score for "content validity" (i.e., a score of 5) because these items were generated by 

experts. Each item then received a developmental rating in the next stage of evaluation 

(Item Evaluation Stage, Round 3). The expert panel collectively generated an additional 

twenty items in this stage (see Table 4). 

Additionally, four Ph. D. level experts in child and adolescent development rated 

the same 113 items on a scale from 1-4 (1 = inappropriate, 2 = slight appropriate, 3 = 

appropriate,4 = very appropriate) based on how developmentally and age-appropriate the 

wording of the item is for youths 10-17 years of age. Though eight experts in 

schizophrenia research were available to rate all 113 items resulting in two "content 
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1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 

validity" ratings per item, only four experts in child and adolescent development were 

available to rate all 113 items resulting in only one developmental rating per item. 

Items receiving an average score of ~ 4 for content validity and a developmental 

rating of ~ 3 were retained for the final instrument. Using these scoring criteria, 39 items 

were retained for the final instrument. Eleven additional items with a content validity 

score of ~ 4 and a developmental rating of < 3 were also retained because of their 

relevance to the construct of interest (see Table 5), resulting in a final total of 50 items. 

Table 4. List of Items Added by Schizophrenia Experts 

The twenty additional items generated by Ph.D. level experts in schizophrenia research 
during Item Evaluation, Round 2. 

Item 
Sometimes when I'm alone, I think I hear voices saying thingS or calling my name 
I have had some experiences that are difficult for me to explain 
Sometimes it seems that I am not in control of my own thoughts and feelings 
I have always been a bit clumsy 
I have poor physical coordination 
People say I seem cold and distant 
People make fun of how I dress 
I find it hard to fit in with people 
I sometimes have out-of-body experiences 

10. I tend to stay by myself, even though I would like to be with other people 
11. Sometimes strangers know what I'm thinkin" 
12. I have made things happen just by thinking about it, or other people have made things happen just 

by thinking about it 
13. I like to talk with my friends either on the phone, througlltexting, or chatting with them online 
14. I have to watch out so that others don't hurt me 
15. At times I can smell things much more strongly than usual or than others 
16. I have weird habits 
17. I don't like to talk to others about my feelings 
18. I prefer being home alone to being out with others 
19. I prefer playing videogames to playing sports 
20. There are people at school who can do magic, like Harry Potter 
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Table 5. List of Items Retained with High Content Validity Ratings 

The eleven additional items with a content validity score ~ 4 and a developmental rating 
< 3 retained because of their relevance to the construct of interest. 

Item 

1. I think that things I see on TV have a special meaning for me. 

2. I mistake objects or shadows for actual people or noises for actual people talking. 

3. I have seen my own face change in the mirror or I have seen someone else's face 
change right in front of me. 

4. Things going around me are trying to give me a special message 

5. People stare at me because I look different 

6. I see things in my mind, and then they happen 

7. I have poor physical coordination 

8. I don't like waving my hand to someone or smiling at someone even though they 
waved or smiled at me 

9. I tend to stare at the ground when talking to other people 

10. I don't like telling people everything about me 

11. I feel like someone is constantly watching what I do 

5. Item Evaluation, Round Three 

The twenty items added by the expert panel in the previous stage received a 

developmental rating by two experts who have worked with the PI in the past: a post-

doctoral clinical psychology student with extensive experience working with youths with 

emotional and behavioral difficulties, including youths with schizophrenia, and a Ph.D. 

level expert in schizophrenia research. The two experts involved in this stage of the study 

had an average of 11 publications (SD = 4.24) and belonged to an average of 4 

professional organizations. Both experts provided individual ratings for each item on a 

scale from 1-4 (1 = inappropriate, 2 = slightly appropriate, 3 = appropriate, 4 = very 

appropriate) based on how developmentally and age-appropriate the wording of the item 
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is for youths 10-17 years of age (Appendix K). As these items already received the 

highest rating for content validity (Le., a score of 5) only those items receiving a 

developmental rating of ~ 3 were retained. Of the twenty items generated by the eight 

Ph.D. level experts in schizophrenia research in the previous stage, 17 items were 

retained, with 4 of those items replacing 4 similar items identified by the PI with lower 

content validity scores that had been retained in the previous evaluation stage (see Tables 

6 and 7). 

Upon completion of this stage, 52 items remained with a content validity score of 

> 4 and a developmental score of ~ 3. Additionally, 11 items with a content validity score 

of ~ 4 and a developmental score of < 3 were also retained because of their relevance to 

the construct of interest. These 63 items were the final items retained for the measure. 
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Table 6. List of Items with High Developmental Ratings 

The 17 items generated by Ph.D. level experts in schizophrenia research during the 
previous stage with a developmental score of ~ 3. 

Item 
1. Sometimes when I'm alone, I think I hear voices saying things or calling my 

name 
2. I have had some ex eriences that are difficult for me to ex lain 
3. Sometimes it seems that I am not in control of m 
4. I have alwa been a bit c1ums 
5. 
6. 
7. 
8. 
9. I sometimes have out-of-bod ex riences 
10. Itend to sta b m self, even thou h I would like to be with other 0 Ie 
11. Sometimes stran ers know what I'm thinkin 
12. I have made things happen just by thinking about it, or other people have made 

thin s ha n 'ust b thinkin about it 
13. I don't like to talk to others about m feelin s 

than usual or than others 

Potter 

Table 7. Final Retained Item List Generated by Schizophrenia Experts 

Four items generated by Ph.D. level experts in schizophrenia research retained for the 
fmal instrument that had replaced four similar items identified by the PI with lower 
content validity scores. 

Final Item Retained 
I have made things happen just by thinking about 
it, or other people have made things happen just 
by thinking about it 

I have weird habits 
At times I can smell things much more strongly 
than usual or than others 

Strangers know what I'm thinking 
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Similar Item 
People can make things happen just by 
thinking about it. 

I have odd habits 
At times I can smell things much more 
strongly than usual. 

I think a stranger can know what you are 
thinking. 



6. Content Validation 

Six clinical psychology graduate students and a Ph.D. level expert in 

schizophrenia research classified all fifty-nine items of the [mal measure into one of the 

nine domains of SPD in order to determine whether specific domains of SPD were not 

adequately represented in the final measure. A tenth domain (Le., "Other") was included 

in order for participants to classify those items specific to child schizotypy, absent from 

adult measures of SPD, and not necessarily included in our current diagnostic 

classification system (Le., items that could not be classified into one of the nine domains 

ofSPD). 

Based on agreement and ratings across participants, three domains of SPD (ideas 

of reference, odd thinking or speech, and inappropriate or constricted affect) did not 

appear to be adequately represented in the [mal measure (Le., each of the three domains 

contained less than five items). In order to correct for the unequal distribution of items 

across domains, each domain will be weighted differently when calculating SPQ-Youth 

total scores. 

7. Item Formatting 

Four undergraduate psychology students, four clinical psychology graduate 

students, and a Ph.D. level expert in the area of schizophrenia research rated five 

different versions of the [mal questionnaire that had been created and formatted by the PI. 

Participants rated each questionnaire on a scale from 1-5 (1 = poor, 2 = fair, 3 = average, 

4 = good, 5 = excellent) on five dimensions (Le., clarity of directions, length of directions, 
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font size, font style, spacing of items, and overall look) (Appendix L). The questionnaire 

with the highest average rating across all five dimensions was selected as the final 

measure (Appendix M). 
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Chapter 3: Discussion 

The purpose of this study was to develop a new measure that assesses schizotypal 

traits in youths ages 10-17. The resulting instrument, the SPQ-Youth, consists of 63 

items and is based on a review of the schizotypalliterature, interviews with local 

providers, an existing adult schizotypy measure, input from teachers, and ratings and 

suggestions from key figures in the field of schizotypy and schizophrenia research. 

Haynes and O'Brien (2000) recommend that this multiple method approach to generating 

items (e.g., examining the literature, interviewing service providers, receiving input from 

experts in the field, utilizing other assessment measures) and reviewing items (e.g., 

having experts provide both quantitative ratings and qualitative feedback) is important to 

establishing the instrument's content validity. The creation of the SPQ-Youth involved all 

of these methodological suggestions, resulting in a thoroughly developed measure of 

schizotypy in youths. 

The measurement of SPD in youths is of growing interest given recent increased 

study of the transition of SPD to full schizophrenia. Retrospective studies have found 

higher rates of schizotypal symptomatology in the premorbid period of adults with 

schizophrenia, though prospective studies examining transition rates from SPD to 

schizophrenia has not yet been widely studied (Diforio et ai, 2000). Such studies are 

important as they provide valuable information regarding the development and course of 

adult schizophrenia-spectrum disorders. Current valid technology, however, is limited to 

measures designed for adult populations. Existing measures that assess schizotypal 

characteristics in children and adolescents (e.g., JSS, Revised JSS, STA) have not yet 

been widely adopted likely in part as a function of significant limitations in their 
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development. One of the most important limitations with past measures is that the 

generation of items was based solely on existing SPD scales and did not incorporate other 

recommended methods (e.g., interviews with experts, input from experts, review of the 

literature). Including multiple methods in item generation is important to establishing the 

instrument's content validity, as multiple methods increase the likelihood that items are 

related to the construct of interest. Additionally, previous measures employed a forced­

choice response rather than providing a range of answers despite research suggesting that 

spectrum qualities occur on a continuum. Furthermore, previous measures might not 

necessarily be appropriate for youths, as items on existing youth schizotypy measures 

(e.g., ISS, Revised ISS, STA) were not evaluated for developmental appropriateness by 

expert reviewers. Lastly, previous measures do not closely follow DSM-criteria for SPD, 

thereby making it difficult to further study and understand SPD in youths based on the 

prevailing diagnostic classification system in the U.S. 

Advantages over Previous Measures ofSPD in Youths 

By addressing these issues, the SPQ-Youth offers several advantages to past 

measures of SPD traits designed for youths. It is important to note that many of these 

advantages have already been discussed as potential problems with previous child 

measures of schizotypy. The first advantage is that multiple methods were used in the 

generation and evaluation of items, absent in the development of other child measures of 

schizotypy. The SPQ-Youth included reviewing the available literature, conducting 

semi-structured interviews with local providers, modifying and adapting an existing adult 

instrument, and having multiple experts review items for developmental appropriateness 
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and content validity throughout various stages of the study. This multiple method 

approach to instrument development promotes the development of a measure that 

"includes relevant and representative measures of the targeted construct" (Le., schizotypy 

in youths) (Haynes & O'Brien, 2000, p. 219-220). 

Secondly, the format of the SPQ-Youth was changed from a forced choice format 

used in the SPQ and in other child schizotypy measures (e.g., JSS, Revised-JSS, STA), to 

a Likert format. As described earlier, a Likert format allows for a comparison of SPO 

symptoms with normal personality traits and encourages disclosure of SPO traits by 

allowing the partial endorsement of items (Wuthrich & Bates, 2(05). Additionally a likert 

-type format increases the variance of responses, thereby improving the psychometric 

properties of the instrument (e.g., improved inter-correlations between items, improved 

reliability). Furthermore, a likert-type format as opposed to a dichotomous-type format 

provides a clearer picture of the underlying factors, as participants are able to provide 

more accurate and precise responses (Muniz et aI., 2005). 

Thirdly, the SPQ-Youth more closely follows the OSM diagnostic criteria for 

SPO as compared to previous measures that do not closely follow OSM-criteria. For 

example, the JSS and the Revised-JSS include items measuring physical and social 

anhedonia, both of which are not included in the OSM as a defining feature of SPO. 

Additionally, the STA focuses on the positive symptoms of SPO and excludes items 

measuring negative symptoms (e.g., withdrawal), though adult measures of schizotypy 

have identified a negative factor (Raine, 1991). Including non-OSM items (e.g., items 

measuring anhedonia), or excluding relevant items (e.g., items measuring negative 

symptoms), may be informative for some purposes, but do not allow results to match to 
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the prevailing diagnostic system. Additionally, developing a measure that closely 

follows DSM-criteria of SPD potentially increases the understanding of SPD, 

schizophrenia, and psychosis proneness in the general population as currently defined in 

the DSM. 

Fourthly, the SPQ-Youth addresses issues of confidentiality, which was not 

addressed during the development of previous measures (e.g., the JSS). The SPQ-Youth 

includes directions specifically stating that participant answers will be kept confidential, 

hopefully reducing respondent bias and encouraging participants to answer items 

truthfully. 

Future Validation Studies 

Future studies of the SPQ-Youth might aim to evaluate its psychometric 

properties and to establish the instrument's factor structure. In order to do this, a variety 

of studies could potentially be conducted in which the SPQ-Youth is administered to 

different populations. Potential studies are described below based on various populations 

of potential interest and the goals and purpose of each study. 

Normative Sample 

Construct Validity and Factor Analysis 

A first potential study might include a large nonnative sample of students 

recruited from a number of public elementary, intennediate, and high schools in grades 5-

12. Including a large normative sample (in conjunction with clinical samples described 
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below) will be important in establishing nonns for the SPQ-Youth, including high and 

low cut-offs, with elevated or deviant scores potentially identifying SPD traits. 

Additionally, normative data is essential in evaluating the factor structure of 

schizotypy as it occurs in youths. Identifying a clear model of schizotypy has been 

unsuccessful in previous factor analyses of other instruments assessing schizotypy in 

youths owing to limited methods employed in generating items and to relatively small 

sample sizes. It is hoped that the extensive process of measurement creation in the 

current SPQ-Youth might help overcome problems in identifying a clear and theoretically 

relevant factor structure. Additionally, in order to overcome the potential problem of 

using too small a sample for factor analysis, based on Hatcher's (1994) recommendation 

that the number of subjects equal approximately five times the number of items being 

analyzed for factor analysis, it is estimated that at least 295 participants will be needed to 

conduct a factor analysis on the SPQ-Youth. Factor analysis is important in order to 

evaluate the construct validity of the SPQ-Youth. During factor analysis, items are added 

or deleted until the final instmment contains enough items to form the appropriate factors 

that represent the construct of interest (Le., schizotypy). It is easier and more reliable to 

analyze few factors as opposed to a large number of items or variables. Future studies 

might then evaluate the Validity of these factors by evaluating differences between those 

who score high or low on any specific factor. 

Predictive Validity 

In order to evaluate the predictive validity of the SPQ-Youth, a second potential 

study might include further screening participants from the large normative sample 
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scoring in some determined cut-off point (e.g., top 10%,2 standard deviations, etc.). The 

Center for Cognitive Behavior Therapy at the University of Hawai'i at Manoa (CCBT), 

for instance, might provide a venue for the assessment of these youths. In accord with 

existing procedures at the CCBT, screening of youths includes a semi-structured 

diagnostic interview with the parent and child. Screening of subjects includes 

administration of the Children's Interview for Psychiatric Syndromes, Child and Parent 

versions (ChIPS and P-ChIPS) and the Kiddie Schedule for Affective Disorders and 

Schizophrenia (K-SADS) to both the parent and child. The ChIPS is a structured 

interview focusing on the diagnosis of emotional, behavioral, and attentional disturbances 

in children and adolescents. The K-SADS is also a structured interview designed to 

obtain present-episode and lifetime history of psychiatric illness on the basis of DSM-N 

criteria. In addition to interviewing the family, the assessment process could also involve 

an extensive review of available academic and treatment records, and contacting school 

personnel (e.g., teachers, counselors) and mental health professionals working closely 

with the child (e.g., therapists, psychiatrists) in order to gather additional information 

regarding the child's areas of difficulties. All information gathered during the assessment 

is used to assign a DSM -IV diagnosis to the child. 

Agreement between elevated SPQ-Youth scores and schizophrenia-spectrum as 

well as SPD diagnoses will provide support for the instrument's Validity in predicting 

SPD traits among a normative sample. Additionally, the wealth of other available 

information will provide insight into other potential clinical correlates of high scorers on 

theSPQ-Y. 
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Reliability 

An additional study of the instrument's reliability among a normative sample 

could involve recruiting a random subset of participants from the original study described 

above administering the SPQ-Y to a large normative sample. Youths participating in the 

reliability study would be asked to complete the SPQ-Youth approximately four to six 

weeks from their initial administration. SPQ-Youth scores at initial administration would 

then be compared to scores obtained four to six weeks later. In order to demonstrate the 

instrument's test-retest reliability, scores obtained during both administrations should 

significantly correlate with one another (i.e., r > .70). Evaluating test-retest reliability is 

important for two reasons: 1) It evaluates the stability of the measurement from one 

administration to another and, 2) it ensures that the instrument consistently discriminates 

individuals presenting schizotypal symptoms over time (Elmes et aI., 1999). It is 

important to note that past measures assessing schizotypal characteristics in youths (e.g., 

ISS, STA) have not undergone an analysis of reliability. 

Clinic-Referred Samples 

Discriminative Validity 

Another potential study focuses on validating the instrument on a clinical sample 

by administering the measure to a sample of youths who are referred for diagnostic 

mental health assessments. One possible outlet for this might be through CCBT 

(described above). Youths in need of mental health assessments or treatment are referred 

to CCBT by the DOE, CAMHD, or directly from parents. Services commence with a 

thorough diagnostic assessment, using semi-structured interviews across multiple 
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informants, performed by highly trained assessors. Approximately twenty children and 

adolescents, ages 10-17, are referred to the clinic each month primarily for difficulties 

with anxiety, mood, or willful misconduct. A small but consistent number of youths with 

psychotic related disorders are also a part of referrals to the clinic and are specifically 

recruited by the Child and Adolescent Thought Disorders Program. Thus the CCBT is an 

ideal mental health clinic to recruit a clinical sample of both spectrum and non-spectrum 

youths who would be expected to score divergently on the SPQ-Y and who will receive 

thorough and valid diagnostic evaluations. Specifically, including a clinical sample (in 

conjunction with the large normative sample described above) will be important in 

establishing norms for the SPQ-Youth, including high and low cut-offs, with elevated or 

deviant scores potentially identifying SPD traits. 

In addition to conducting descriptive statistics and establishing norms, between­

groups analysis using a one-way analysis of variance might also be performed to evaluate 

the relation between diagnostic group and scores on the SPQ-Youth. The independent 

variable, diagnostic group, would include three groups: (1) spectrum-disorders, (2) other 

psychopathology (e.g., anxiety, mood, or disruptive disorders) and (3) participants with 

no diagnosis. It would be expected that the SPQ-Youth would be able to distinguish 

those with spectrum-disorders from the remaining two groups. Post-hoc analyses (e.g., 

Tukey-Kramer test because of anticipated large differences in sample size between 

diagnostic groups) might then be performed to determine significant differences among 

pairwise comparisons between the three diagnostic groups. 

Following a between-groups analysis of variance, a preliminary logistic 

regression (bivariate logistic regression) might also be performed using scores on the 
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SPQ-Youth as a predictor of diagnostic outcome (i.e., youth diagnosed with spectrum 

disorders compared to youth diagnosed with anxiety or mood disorders). An odds ratio> 

1.0 will be considered significant, indicating a relationship between scores on the new 

youth schizotypal measure and diagnostic outcome. Output will provide information 

regarding sensitivity, specificity, and positive and negative predictive validity. 

Collectively, these analyses will provide additional support for the instrument's 

discriminative validity (i.e., ability to distingnish non-psychiatric youths from youths 

with both SPO and youths with other psychopathology). Evaluating the discriminative 

validity of the SPQ-Youth is important becanse the SPQ-Youth must accurately identify 

and differentiate youths with SPO from youths without SPO. Accurate identification and 

study of youths with SPQ will further our understanding of the development of 

schizophrenia. Furthermore, accurate identification of youths with SPO might also help 

gnide the development of early interventions aimed at minimizing the level of distress 

and impairment associated with SPD or reducing the conversion rate from SPO to 

schizophrenia. 

Convergent Validity 

In order to examine the instrument's convergent validity, several studies could be 

conducted in which scores from the SPQ-Youth are compared to scores from multiple 

measures that assess spectrum qualities in youths. The first study might involve a similar 

sample of youths recruited from CCBT and who participated in the first clinic-referred 

study described above. As part of the diagnostic assessment, assessors provide 

dimensional ratings, which reflect the presence and severity of symptoms associated with 
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fifteen different childhood disorders (e.g., Psychosis, Panic, Depression). Ratings by 

assessors independent of SPQ-Youth scores are on a scale from 0-8, with higher scores 

indicating greater number of symptoms and/or greater impairment in functioning. It 

would be expected that scores on the SPQ-Youth would correlate with scores on the 

Psychosis scale of the Dimensional Ratings Sheet (DRS), further supporting the 

instrument's convergent validity. Additionally, zero to low correlations between SPQ­

Youth scores and the remaining scales of the DRS (e.g., Oppositional, Inattentive, Social 

Anxiety) would support the instrument's discriminant validity. This pattern of findings 

would suggest that the SPQ-Youth and the fourteen remaining scales of the DRS measure 

theoretically different and unrelated constructs. 

A second study might involve youths registered for services in the Hawai'i public 

mental health system. All youths registered for services with the Hawai'i State 

Department of Health Child and Adolescent Mental Health Division (CAMHD) receive 

regular assessment of functioning. One measure performed quarterly with all registered 

youths is the Child and Adolescent Functional Assessment Scale (CAFAS), a clinically 

reported measure of functioning. The CAF AS contains eight subscales, one of which is 

called the Thinking subscale. The Thinking subscale assesses psychotic-like processes 

(e.g., magical thinking, hallucinations, disorganized thinking) and can serve as an 

effective screen for youths in the schizophrenia spectrum. Scores on the CAFAS 

Thinking subscale range from 0 through 30 in increments of 10, with higher scores 

indicating greater impairment in functioning. It is expected that SPQ-Youth scores 

would positively correlate with Thinking subscale scores. Specifically, SPQ-Youth scores 

would be expected to correlate more closely with lower CAFAS Thinking subscale scores 
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(i.e., a Thinking subscale score of 10 or 20), demonstrating that the SPQ-Youth and lower 

Thinking scores assess similar constructs (i.e., schizotypy). Higher Thinking scores (i.e., 

score of 30) reflect more severe symptoms of psychosis and is not expected to correlate 

as strongly with the SPQ-Youth. 

A second study examining the instrument's convergent validity among a clinical 

sample might involve youths registered for services with the DOE. All youths registered 

with the DOE receive annual evaluations in which the Behavior Assessment System for 

Children-2 (BASC-2) is administered. The BASC-2 is a multidimensional inventory that 

measures various domains of behavior and personality. The BASC-2 contains two scales 

(i.e., Clinical Scale and Adaptive Scale) and 14 subscales, including the Atypicality 

subscale, which is reported to measure odd or bizarre behaviors associated with psychosis. 

Preliminary factor analyses of the Atypicality subscale indicate a two-factor model: an 

overt hallucinations factor and an odd behaviors factor (Schiffman, personal 

communication, November 14,2007). Similar to the fIrst study comparing SPQ-Youth 

scores to CAFAS Thinking subscale scores, comparing Atypicality subscale scores to 

SPQ-Youth scores would support the instrument's convergent validity should scores from 

both instruments positively correlate. SpecifIcally, stronger correlations might be 

expected between the SPQ-Youth and the odd behaviors factor, as the items measuring 

odd behaviors are more consistent with the SPQ-Youth and related overt psychotic 

symptoms. Furthermore, SPQ-Youth scores would not be expected to correlate as 

strungly with the remaining 13 subscales of the BASC-2. 
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Predictive Validity 

Follow-up studies of all clinic-referred participants who score high on the SPQ­

Youth (e.g., participants who score on the top 10% of the new measure, participants who 

score two standard deviations above the normative sample mean) may help to validate the 

predictive utility of the measure. Specifically, by interviewing respondents with elevated 

scores using other validated instruments of schizotypy (e.g., SPQ, SCID-II) at a later 

point in time will assess the ability of the SPQ-Youth to predict psychopathology over 

time. Significant correlations between elevated SPQ-Youth scores at intake, and elevated 

scores on an adult schizotypy measure (e.g., SPQ) or an SPD diagnosis suggested by the 

SCID-IT at follow-up, will provide support for the instrument's predictive validity. This 

study would be important in establishing the validity of the instrument for those 

participants with high scores on the SPQ-Youth. 

Reliability 

An additional study of the instrument's reliability among a clinical sample would 

involve recruiting a random subset of participants from the potential validation studies 

described above. Similar to the reliability study proposed for the non-clinical sample, 

youths participating in the reliability study would be asked to complete the SPQ-Youth 

approximately four to six weeks from their initial administration. SPQ-Youth scores at 

initial administration would then be compared to scores obtained four to six weeks later. 

In order to demonstrate the instrument's test-retest reliability, scores obtained during both 

administrations should significantly correlate with one another (i.e., r> .70). 

46 



Limitations 

Although the present study aims to correct some of the concems with past 

instruments assessing schizotypy in youths, there are several possible limitations to the 

SPQ-Youth. First, during Evaluation Stage Round 2, only one expert evaluated the 

appropriateness of each item due to participant availability, though two different experts 

had evaluated the content validity of each item. Having only one developmental expert 

rate each item rather than averaging scores from multiple experts might have resulted in a 

less extensive and perhaps valid method of screening developmentally appropriate items 

in and out. 

Secondly, experts rated only a subset of items in order to reduce participation time, 

therefore no one expert saw all items. Having two separate experts rate each subset of 

items however, reduces the possible biases of having only one rater evaluate all items. 

Experts were also asked to add items if they believed that the item should be included. 

Allowing experts to add items based on a review of a subset of items may be one origin 

of the generation of redundant items. As previously described, this potential problem 

was addressed by replacing items of lower content validity scores with those items that 

had been generated by experts. This practice was employed with only four of the 

seventeen items generated by Ph.D. level experts in schizophrenia research and retained 

for the final instrument. 

Thirdly, measuring schizotypal traits in children and adolescents is difficult 

because several of the symptoms of SPD (Le., lack of close friends or excessive social 

anxiety) are part of the developmental process in many youths (DiOuca & Joseph, 1999). 

It is therefore possible that the SPQ-Youth measures age-appropriate traits, rather than 
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symptoms associated with SPD. In order to correct for this potential problem, multiple 

informants (e.g., educators, psychologists, experts) were consulted throughout the 

development of the SPQ-Youth. Future studies of the validity of the instrument may be 

able to shed light on this issue. 

Future Implications 

Extreme scorers on the proposed instrument might be identified as at risk for SPD 

or perhaps a vulnerability to developing schizophrenia or a spectrum disorder, as SPD is 

considered to occur on the lower end of the psychosis continuum. Evidence supporting 

the link between SPD and schizophrenia come from studies demonstrating that similar, 

but less severe deficits observed in patients with schizophrenia also occur in both adults 

and adolescents with SPD. For example, Park and McTigue (1997) found that similar to 

patients with schizophrenia. undergraduate students scoring high on the SPQ 

demonstrated greater impairment in working memory compared to controls. This suggest 

that individuals with SPD are at increased risk for an array of deficits, as well as for 

developing schizophrenia. thereby emphasizing the importance of accurately identifying 

and further studying youth with SPD to increase our understanding of schizophrenia. 

In addition to observed cognitive deficits, child SPD cases also share similar 

etiological markers associated with adult schizophrenia spectrum cases. Mitta1 and 

colleagues (2007) reported that youths with SPD exhibited significantly greater 

movement abnormalities in the face and upper body region compared to controls and 

youths with other personality disorders. A separate study of 39 children and adolescents 

diagnosed with SPD using the Structured Interview for DSM-IV Personality found that 
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compared to controls and youths with other childhood psychiatric disorders, youths with 

SPD exhibited significantly greater minor physical anomalies, movement abnormalities, 

and higher cortisol levels compared to other control groups (Mitta1 et al., 2007). As the 

correlates relate to full schizophrenia. these findings suggest that child SPD cases 

experience similar disruptions in prenatal development compared to adult patients with 

schizophrenia spectrum disorders and that a portion of child SPD cases go on to develop 

schizophrenia. 

Given the developmental progression in some youths with SPD developing 

schizophrenia. future studies should be conducted in which other deficits and 

abnorma1ities associated with adult spectrum cases are examined in youths reporting sub­

threshold symptoms in order to increase our understanding of the development of 

schizophrenia. Potential studies might examine the relationship between elevated SPQ­

Youth scores and deficits in neurocognitive functioning (e.g., performance on the 

Wisconsin Card Sort), personality traits, handedness, genetic susceptibility to 

schizophrenia, psychophysiological functioning (e.g., eye-tracking exams), and other 

psychopathology (e.g., substance use, obsessive compulsive disorder, conduct disorder). 

Studies of this nature might provide further evidence for the continuum approach to 

studying psychosis, help increase the understanding of SPD in youths, as well provide 

support for the instrument's construct validity, as deficits or abnormalities in these areas 

(e.g., neurocognition, psychophysiolocial functioning) have been associated with both 

child and adult schizophrenia spectrum disorders. 

Finally, with appropriate validation, the SPQ-Youth could eventually provide 

clinicians with increased diagnostic confidence when assessing SPD when used in 
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conjunction with structured interviews. It might also be used more preemptively as a 

screen for individuals prior to developing a clinical diagnosis of SPD. Identifying youths 

in an at-risk period is critical, as preliminary studies of youths further along the psychosis 

continuum (Le., individuals identified in the "prodromal" period) suggest that early 

interventions may postpone, or in some cases, may prevent the onset of psychosis (e.g., 

McGorry et al., 2(02). Furthermore, early interventions are more likely to improve 

functional outcomes (e.g., Marshall et al., 2(05), address comorbid conditions (e.g., 

substance use), and engage patients in treatment (Singh & Fisher, 2(05). While early 

interventions offer numerous advantages, the costs of these interventions and the stigma 

associated with mental illness highlight the importance of accurate screening of youths 

with SPD. A reliable and validated SPQ-Youth could provide a viable mechanism for 

early identification. 
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Figure 1. Study Procedures 

Item Generation Stage 

Seventy-four item SPQ+20 items generated 
through lit review and structured interviews 

Item Modification Stage 

Modification of 94 items resulting 
in 282 items 

Item Evaluation Stage. Round 1 

Items evaluated for similarity & appropriateness. Additional 
items generated by experts. One hundred thirteen items 

retained. 

Item Evaluation Stage. Round 2 Item Evaluation Stage. Round 3 

Items rated on two scales: content validity and developmental Twenty additional items developed in 
appropriateness. 20 additional items generated by experts. previous stage rated on developmental 

Total number of items reduced to 50 items. appropriateness. Total # = 17 items 
retained. 

Content Validation Stage 

All 63 items classified into one of the nine domains of 
SPD. 

Item Formatting Stage 

Five different versions ofthe 
final instrument rated on 5 

dimensions. Final instrument 
contains 70 items. 
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Appendix A: SPQ 

NAME: -------------------------------
MALE r FEMALEr (CHECK ONE) 

DATE OF BIRTII(MMJDDIYY) _,_,_ 

PLACEOFBIRTII, ____________________ _ 

E~CITY ______________________ __ 

Please answer each item by checking Y (Yes) or N (No). Answer all items even if unsure 
of your answer. When you have fInished, check over each one to make sure you have 
answered them. 

1. Do you sometimes feel that things you see on the TV or read in the newspaper have a 

special meaning for you? yr Nr 

2. I sometimes avoid going to places where there will be many people because I will get 

anxious. yr Nr 

3. Have you had experiences with the supernatural? yr Nr 

4. Have you often mistaken objects or shadows for people, or noises for voices? yr 
Nr 

5. Other people see me as slightly eccentric (odd). yr Nr 

6. I have little interest in getting to know other people. yr Nr 

7. People sometimes fInd it hard to understand what I am saying. yr Nr 

8. People sometimes fInd me aloof and distant. yr Nr 

9. I am sure I am being talked about behind my back. yr Nr 
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10. I am aware that people notice me when I go out for a meal or to see a film. yr 
Nr 

11. I get very nervous when I have to make polite conversation. yr Nr 

12. Do you believe in telepathy (mind-reading)? yr Nr 

13. Have you ever had the sense that some person or force is around you, even though 

you cannot see anyone? yr Nr 

14. People sometimes comment on my unusual mannerisms and habits. yr Nr 

15. I prefer to keep to myself. yr Nr 

16. I sometimes jump quickly from one topic to another when speaking. yr Nr 

17. I am poor at expressing my true feelings by the way I talk and look. yr Nr 

18. Do you often feel that other people have got it in for you? yr Nr 

19. Do some people drop hints about you or say things with a double meaning? yr 
Nr 

20. Do you ever get nervous when someone is walking behind you? yr Nr 

21. Are you sometimes sure that other people can tell what you are thinking? yr 
Nr 

22. When you look at a person, or yourself in a mirror, have you ever seen the face 

change right before your eyes? yr Nr 

23. Sometimes other people think that I am a little strange. yr Nr 

24. I am·mostly quiet when with other people. yr Nr 

25. I sometimes forget what I am trying to say. yr Nr 
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26. I rarely laugh and smile. yr Nr 

27. Do you sometimes get concerned that friends or co-workers are not really loyal or 

trustworthy? yr Nr 

28. Have you ever noticed a common event or object that seemed to be a special sign for 

you?yr Nr 

29. I get anxious when meeting people for the first time. yr Nr 

30. Do you believe in clairvoyancy (psychic forces, fortune telling)? yr Nr 

31. I often hear a voice speaking my thoughts aloud. yr Nr 

32. Some people think that I am a very bizarre person. yr Nr 

33. I fmd it hard to be emotionally close to other people. yr Nr 

34. I often ramble on too much when speaking. yr Nr 

35. My "non-verbal" communication (smiling and nodding during a Y N conversation) is 

poor. yr Nr 

36. I feel I have to be on my gnard even with friends. yr Nr 

37. Do you sometimes see special meanings in advertisements, shop windows, or in the 

way things are arranged around you? yr Nr 

38. Do you often feel nervous when you are in a group of unfamiliar people? yr 
Nr 

39. Can other people feel your feelings when they are not there? yr Nr 

40. Have you ever seen things invisible to other people? yr Nr 

41. Do you feel that there is no-one you are really close to outside of your immediate 

family, or people you can confide in or talk to about personal problems? yr Nr 
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42. Some people fmd me a bit vague and elusive during a conversation. yr Nr 

43. I am poor at returning social courtesies and gestures. yr Nr 

44. Do you often pick up hidden threats or put-downs from what people say or do? yr 
Nr 

45. When shopping do you get the feeling that other people are taking notice of you? 

yr Nr 

46. I feel very uncomfortable in social situations involving unfamiliar people. yr 
Nr 

47. Have you had experiences with astrology, seeing the future, UFOs, ESP or a sixth 

sense?Y Nr 

48. Do everyday things seem unusually large or small? yr Nr 

49. Writing letters to friends is more trouble than it is worth. yr Nr 

50. I sometimes use words in unusual ways. yr Nr 

51. I tend to avoid eye contact when conversing with others. yr Nr 

52. Have you found that it is best not to let other people know too much about you? 

yr Nr 

53. When you see people talking to each other, do you often wonder if they are talking 

about you? yr Nr 

54. I would feel very anxious if I had to give a speech in front of a large group of people. 

yr Nr 

55. Have you ever felt that you are communicating with another person telepathically (by 

mind-reading)? yr Nr 

56. Does your sense of smell sometimes become unusually strong? yr Nr 
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57. I tend to keep in the background on social occasions. yr Nr 

58. Do you tend to wander off the topic when having a conversation. yr Nr 

59. I often feel that others have it in for me. yr Nr 

60. Do you sometimes feel that other people are watching you? yr Nr 

61. Do you ever suddenly feel distracted by distant sounds that you are not normally 

aware of? yr Nr 

62. I attach little importance to having close friends. yr Nr 

63. Do you sometimes feel that people are talking about you? yr Nr 

64. Are your thoughts sometimes so strong that you can almost hear them? yr Nr 

65. Do you often have to keep an eye out to stop people from taking advantage of you? 

yr Nr 

66. Do you feel that you are unable to get "close" to people? yr Nr 

67. I am an odd, unusual person. yr Nr 

68. I do not have an expressive and lively way of speaking. yr Nr 

69. I find it hard to communicate clearly what I want to say to people. yr Nr 

70. I have some eccentric (odd) habits. yr Nr 

71. I feel very uneasy talking to people I do not know well. yr Nr 

72. People occasionally comment that my conversation is confusing. yr Nr 

73. I tend to keep my feelings to myself. yr Nr 

74. People sometimes stare at me because of my odd appearance. yr Nr 
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Appendix B: Care Coordinator Letter 

Dear Care Coordinator Name, 

My name is Justin Maeda and I am a third year graduate student pursuing a Ph.D in 
clinical psychology in the Clinical Studies Program, Department of Psychology, at the 
University of Hawai 'i at Manoa. As a component of my degree, I am currently 
conducting a research project, which is presently being reviewed by the National Institute 
of Mental Health as a research grant. The purpose of this project is to develop and 
evaluate a new self-report questionnaire measuring "schizotypal" traits in youth. 
Schizotypal traits include such things as cognitive-perceptual disturbances, interpersonal 
difficulties, and disorganized behavior. As an expert working with students with 
emotional and behavioral difficulties, I am writing to ask for your participation in this 
project. 

Depending on your availability, your participation in this project would include: 

1. Participating in a one-hour semi-structured interview with me focusing on your 
experiences working with youth diagnosed with schizophrenia spectrum disorders 
(if you have such experience) 
and/or 

2. Adapting and modifying some items from a questionnaire called the Schizotypal 
Personality Questionnaire (SPQ) to be more developmentally appropriate for a 
younger sample (ages 7 through 17) (whether or not you have direct experience 
with youth with schizophrenia spectrum disorders). 

The SPQ is a 74-item questionnaire that measures the nine characteristics of schizotypal 
personality disorder (SPD) based on DSM criteria, and while it appears valid for 
assessing schizotypal traits within adults, its current wording may not necessarily be 
appropriate for children and adolescents. 

In addition to modifying existing items from the SPQ, items generated through my semi­
structured interviews with professionals such as yourself will also be included in the new 
measure. 

If you agree to participate, I will email you or personally deliver (whichever method you 
prefer) a copy of some items from the SPQ to be modified for youth. At that point, I will 
ask that you look at the items and try to reword them so that they maintain the same 
meaning but are appropriately worded for youth ages 10 through 17. Depending on the 
number of people who agree to take part in this project, I will be asking you to modify 
approximately between 15-40 items. Each item takes approximately three minutes to 
complete. 

It is believed that the new Youth Schizotypal measure will help to provide insight into 
schizotypy as it occurs in children and adolescents. Additionally, the proposed measure 
could eventually provide clinicians and schools with increased diagnostic confidence 
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when used in conjunction with structured interviews, and could possibly be used to 
screen individuals in need of mental health services. 

I understand that your time is valuable, and I appreciate your consideration of this request. 
Being a professional in the field with extensive experience working with youth with 
emotional difficulties, your participation in this research project is of great importance. If 
you are at all interested in participating in this project, I would be grateful if we could 
talk or meet at your convenience so that I may provide you with additional information. 
Please feel free to email or call me with any questions or concerns. 

Thank you for your time and consideration. 

Justin Maeda 
jmaeda@hawaiLedu 
808-220-7957 

Jason Schiffman, Ph.D. 
Assistant Professor 
Department of Psychology 
University of Hawai'i at Manoa 
Honolulu, Hawai'i 
http://www2.hawaiLedul-schiffmaJ 

D Yes, I am interested in participating. I am interested in: 

D 

D Both semi-structured interview and modifying items for the new 
instrument 

D One-hour semi-structured interview only 

D Modifying items for the new instrument only 

I am available to meet on the following dates and times: 

I have experience working with youth with schizophrenia spectrum 
disorders (not required). 

Preferred method of contact: 

D 
D 
D 

Phone: ________________________ ___ 

Email: ___________________ _ 

Address: __________ _ 

D No thank you, I am not interested in participating. 
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Appendix C: DOE Letter 

Dear Teacher Name, 

My name is Justin Maeda and I am a third year graduate student pursuing a Ph.D in 
clinical psychology in the Clinical Studies Program, Department of Psychology, at the 
University of Hawai'i at Manoa. As a component of my degree. I am currently 
conducting a research project, which is presently being reviewed by the National Institute 
of Mental Health as a research grant. The purpose of this project is to develop and 
evaluate a new self-report questionnaire measuring "schizotypal" traits in youth. 
Schizotypal traits include such things as cognitive-perceptual disturbances, interpersonal 
difficulties, and disorganized behavior. As an expert working with students with 
emotional and behavioral difficulties, I am writing to ask for your participation in this 
project. 

Depending on your availability, your participation in this project would include: 

1. Adapting and modifying some items from a questionnaire called the Schizotypal 
Personality Questionnaire (SPQ) to be more developmentally appropriate for a 
younger sample (ages 7 through 17) (whether or not you have direct experience 
with youth with schizophrenia spectrum disorders). 

The SPQ is a 74-item questionnaire that measures the nine characteristics of schizotypal 
personality disorder (SPD) based on DSM criteria, and while it appears valid for 
assessing schizotypal traits within adults, its current wording may not necessarily be 
appropriate for children and adolescents. 

In addition to modifying existing items from the SPQ. items generated through my semi­
structured interviews with professionals such as yourself will also be included in the new 
measure. 

If you agree to participate, I will email you or personally deliver (whichever method you 
prefer) a copy of some items from the SPQ to be modified for youth. At that point, I will 
ask that you look at the items and try to reword them so that they maintain the same 
meaning but are appropriately worded for youth ages 10 through 17. Depending on the 
number of people who agree to take part in this project, I will be asking you to modify 
approximately between 15-40 items. Each item takes approximately three minutes to 
complete. 

It is believed that the new Youth Schizotypal measure will help to provide insight into 
schizotypy as it occurs in children and adolescents. Additionally, the proposed measure 
could eventually provide clinicians and schools with increased diagnostic confidence 
when used in conjunction with structured interviews, and could possibly be used to 
screen individuals in need of mental health services. 

59 



I understand that your time is valuable, and I appreciate your consideration of this request. 
Being a professional in the field with extensive experience working with youth with 
emotional difficulties, your participation in this research project is of great importance. If 
you are at all interested in participating in this project, I would be grateful if we could 
talk or meet at your convenience so that I may provide you with additional information. 
Please feel free to email or call me with any questions or concerns. 

Thank you for your time and consideration. 

Justin Maeda 
jmaeda@hawaii.edu 
808-220-7957 

Jason Schiffman, Ph.D. 
Assistant Professor 
Department of Psychology 
University of Hawai 'i at Manoa 
Honolulu, Hawai'i 
http://www2.hawaii.edul-schiffmal 

B Yes, I am interested in participating. 
I have experience working with youth with schizophrenia spectrum 
disorders (not required). 

Preferred method of contact: 

D Phone: 

D Email: 

D Address: 

D No thank you, I am not interested in participating. 
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Appendix D: Teacher Participant Letter 

Dear Teacher Name, 

I wanted to first thank: you for agreeing to participate in my research project. As an 
expert working with students with emotional and behavioral difficulties, your 
participation will greatly improve the overall quality of this new instrument. 

As previously described, the purpose of this project is to develop and evaluate a new self­
report questionnaire measuring "schizotypal" traits in youth. Schizotypal traits include 
such things as cognitive-perceptual disturbances, interpersonal difficulties, and 
disorganized behavior. It is believed that this new Youth Schizotypal Measure could 
eventually provide clinicians and schools with increased diagnostic confidence and could 
possibly be used to screen individuals in need of mental health services. 

The first phase of this project was recently completed and consisted of interviewing other 
experts with experience working with youth diagnosed with schizophrenia spectrum 
disorders in order to generate items for the measure. The remaining items for this new 
instrument come from a questionnaire called the Schizotypal Personality Questionnaire 
(SPQ). The SPQ is a questionnaire that measures the nine characteristics of schizotypal 
personality disorder (SPD) based on DSM criteria in adults, and while it appears valid for 
assessing schizotypal traits within adults, its current wording may not necessarily be 
appropriate for children and adolescents. 

Your participation in the second phase of this project includes: 

1. Modifying items from the SPQ and few other items to be more 
developmentally appropriate for a younger sample (ages 7 through 17) 
(whether or not you have direct experience with youth with schizophrenia 
spectrum disorders) 

For example, the original item on the left from the SPQ might be changed to the modified 
item on the right to be more appropriate for a younger sample (ages 7 through 17): 

Original Item Modified Item 
I sometimes avoid going to places where there I get scared going to places where there will be 
will be many people because I will get anxious. a lot of people. 

Additionally, in this second example, the original item on the left from the SPQ should be 
changed from a forced choice (yes or no) to a scale response, while still being 
developmentally appropriate for a younger sample: 

Ori2i,nal Item Modified Item 
Do you often feel that other people have got it in I often feel that other people want to do mean 
for you? things to me: 
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Attached you will find a list of 30 items. The items in the left column (Le., Original 
Item) are items generated during the first phase of this project. These items should be 
modified to be more developmentally appropriate for a younger sample and written 
directly next to the original item under the right column (Le., Modified Item). Each item 
should take approximately three minutes to complete. 

I understand that your time is valuable, and I appreciate your participation with this 
project. Being a professional in the field with extensive experience working with youth 
with emotional and/or behavioral difficulties, your participation in this research project is 
greatly appreciated. If possible, could you please complete the enclosed list of items and 
either mail them back to me in the stamped addressed envelope provided, or fax to 956-
2218. Please feel free to email or call me with any questions or concerns. 

Thank you again for your time and participation. 

Justin Maeda 
jmaeda@hawaii.edu 
808-220-7957 
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Original Item Modified Item 
Do you sometimes feel that things you see on the 
TV or read in the newspaper have a special 
meaning for you? 
I sometimes avoid going to places where there 
will be many people because I will get anxious. 

Have you had experiences with the supernatural? 

Have you often mistaken objects or shadows for 
people, or noises for voices? 

Other people see me as slightly eccentric (odd). 

I have little interest in getting to know other 
people. 

People sometimes fmd me aloof and distant. 

I am sure I am being talked about behind my 
back. 

I am aware that people notice me when I go out 
for a meal or to see a film. 

I get very nervous when I have to make polite 
conversation. 

Do you believe in telepathy (mind-reading)? 

Have you ever had the sense that some person or 
force is around you, even though you cannot see 
anyone? 
People sometimes comment on my unusual 
mannerisms and habits. 

I prefer to keep to myself. 

I sometimes jump quickly from one topic to 
another when speaking. 

I am poor at expressing my true feelings by the 
way I talk and look. 
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Do you often feel that other people have got it in 
for you? 

Do some people drop hints about you or say 
things with a double meaning? 

Do you ever get nervous when someone is 
walking behind you? 

Are you sometimes sure that other people can 
tell what you are thinking? 

When you look at a person or yourself in a 
mirror, have you ever seen the face change right 
before your eyes? 
Sometimes other people think that I am a little 
strange. 

I am mostly quiet when with other people. 

I sometimes forget what I am trying to say. 

I rarely laugh and smile. 

Do you sometimes get concerned that friends or 
co-workers are not really loyal or trustworthy? 

Have you ever noticed a co=on event or object 
that seemed to be a special sign for you? 

I get anxious when meeting people for the first 
time. 

Do you believe in clairvoyancy (psychic forces, 
fortnne telling)? 
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Appendix E: Care Coordinator Email 

Dear Care Coordinator Name, 

One of my PhD students (Justin Maeda) is developing a new measure to assess 
schizotypal traits in youth. Part of the project involves rating items that have been 
recently generated by experts with experience working with youth diagnosed with 
schizophrenia-spectrum disorders. I thought you would be a perfect person to assist him 
with the next phase of his study. I know you're busy, but I wondered if you could spend 
about 25 minutes of your time for his project. The project is very interesting, and the 
new measure has significant advantages over past measures assessing schizotypal 
characteristics in youth. If you are interested, I can have Justin contact you directly if 
that's ok with you. I appreciate you even taking the time to consider this request. 

Thank you, 

Jason Schiffman, Ph.D. 
Assistant Professor 
Department of Psychology 
University of Hawai'i at Manoa 
Honolulu, Hawai'i 
http://www2.hawaii.edul-schiffmal 

65 



E I xampJe 

Appendix F: Similarity Ratings Form 

Please rate each statement on a scale from 0-2 (O=not at all similar, 1 =similar, 
and 2=very similar), based on how closely the statement matches the 
original item in bold (located in the far left column). If none of the statements 
seems sufficient (i.e., all statements receive a rating <2), please modify the 
original item to be developmentally appropriate for a younger sample (ages 10-
17) and write your changes in the far right column. 

Thank you. 

Original Item Write-in 

I like all primary I don't like to run. I like the color blue, I don't like the I like the color blue. 
colors that aren't but not the colors color blue. 
red or yeUow. yellow and red. 

0 I 0 2 

Item I 
Original Item Write-in 

The TV or the When I am watching I think that things I 
I feel that things I newspaper sends me TV or reading see on TV have a 
see on the TV or special messages. something, I feel that special meaning for 
read in the there is a special me. 
newspaper have a meaning or message 
special meaning for forme. 
me. 

Item 2 . 
Original Item Write-in 

I don't like to go to I don't like to hang I'm scared of going 
I avoid going to places where there out where there are a to places where 
places where there are a lot of people. lot of people. there are many 
will be many people people. 
because I will get 
anxious. 
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Item 3 
Original Item Write-in 

I have had I have seen real I have had I have had 
experiences with ghosts. experiences where experiences with 
the supernaturaI. something the supernatural. 

supernatural 
happens. 

Item 4 
Original Item Write-in 

I have mistaken Whenlseea I make a mistake that I think objects or 
objects or shadows shadow, I mistake it objects or shadows shadows look like 
for people, or for an actual person. are people who are people, or noises I 
noises for voices. not there, or I think I hear are actually 

hear someone talking people talking. 
to me or making 
sounds and no one is 
there. 

ItemS 
Original Item Write-in 

Other people see People think that I Other people think I Other people think 
me as slightly am different than my am different. I'm weird. 
eccentric (odd) friends. 

Item 6 
Original Item Write-in 

I don't like meeting I don't care about I don't care about 
I have little interest new people. finding out more getting to know 
in getting to know about other people. other people. 
other people. 
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Item? . 
Original Item Write-in 

People tell me that People don't People can't 
People imd it hard they don't understand what I understand what I 
to understand what understand what I am saying the first am saying. 
Iamsaying. am saying. time so they ask me 

to explain. 

Item 8 
Original Item Write-in 

People think that I People think I like to People have a hard 
People find me don't like to meet keep to myself. time connecting 
aloof and distant. new people. with me. 

Item 9 
Original Item Write-in 

People talk about me I know that people People talk about 
I am sure I am being when I'm not there. talk about me behind me behind my 
talked about behind my back. back. 
my back 

Item 10 
Original Item Write-in 

People look at me People notice me People stare at me 
I am aware that when I go to the when I go to the when I go out. 
people notice me movies or to a movies or go out to 
when I go out for a restaurant. eat. 
meal or to see a 
film. 
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Item 11 
Original Item Write-in 

I am scared of I get nervous when I I get scared when I 
I get very nervous talking to people. am forced to just have to talk to 
when I have to make conversation. others. 
make polite 
conversation. 

Item 12 
Original Item Write-in 

I can tell what other I believe that there I believe that 
I believe in people are thinking. are people who can people can read 
telepathy (mind- read other people's other people's 
reading). minds. minds. 

Item 13. 
Original Item Write-in 

I feel that something I get the feeling that I feel like someone 
I have had the is around me, even some person or thing is standing by me 
sense that some though I can't see it. is around me even even though there 
person or force is though I don't really is nobody there. 
around me, even see anything. 
though I cannot see 
anyone. 

Item 14 . 
Original Item Write-in 

People think I'm People come out and People tell me that 
People comment on weird. just tell me that I am I have unusual 
myunusuaI different. habits. 
mannerisms and 
habits. 

Item 15 . 
Original Item Write-in 

I like to be myself. I like to hang out by I like to be alone. 
I prefer to keep to myself. 
myself 
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Item 16 
Original Item Write-in 

I have a hard time When I am talking I I quickly jump 
I jump quIckly staying on one can go from one from one subject to 
from one topic to subject when I'm subject to another another when I talk. 
another when talking to someone. rea1lyfast. 
speaking 

Item 17 . 
Original Item Write-in 

I have a hard time People cannot tell I have a hard time 
I am poor at expressing what I am how I am feeling by expressing how I 
expressing my true feeling. the way I look or by am feeling by the 
feelings by the way the way I act. way I talk or look. 
I talk and look. 

Item 18 
Original Item Write-in 

I think that other I really feel that I think that people 
I feel that other people want to hurt other people don't are out to get me. 
people have got it me. really care about me. 
in for me. 

Item 19 
Original Item Write-in 

People say things to People will say People say things 
People drop hints me, but they really things about me that to me, but they 
about me or say mean something have two meanings. actually mean 
things with a else. something else. 
double meaning. 

Item 20 
Original Item Write-in 

I get scared when I get nervous when I get nervous or 
I get nervous when someone walks someone is walking scared when 
someone is walklng behind me. behind me. someone is walking 
behind me. behind me. 
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Item 21 . 
Original Item Write-in 

cnherpeople can tell I feel like people I know that other 
I am sure that what I am thinking. know what I'm people can tell 
other people can thinking even if I what I am thinking. 
tell what I am dido't say anything. 
thinking. 

Item 22 
Original Item Write-in 

When I look in the I have seen my own When I see 
When I look at a mirror, my face face change in the someone's face in 
person, or myself in starts to look funny. mirror or I have seen the mirror, it starts 
a mirror, I have someone else's face to look different. 
seen the face change right in front 
change right before of me. 
my eyes. 

Item 23 . 
Original Item Write-in 

People think that I Some people think My friends tell me 
Other people think am different. 1'm strange. that I am strange. 
that I am a little 
strange. 
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Appendix G: Post-Doc Email Request 

Dear Post-Doctoral Student Name, 

I know that you are extremely busy, but I was writing to see if you had a few minutes to 
help me out with my thesis project. My study is focused on developing a new youth 
questionnaire assessing schizotypal traits in youth. Part of the project involves rating 
recently generated items based on their age and developmental appropriateness for youth 
(ages 10 to 17). As an expert working with children and adolescents, I feel that your 
knowledge will greatly improve the quality of the measure. Your participation should 
take no longer than 15 minutes. If you are interested and willing, I can either email you 
the list of items or place a copy in your mailbox, 
whichever you prefer. 

I appreciate you even taking the time to consider this request, and if 
you are too busy now, please do not hesitate to say no. 

Thank you. 

Justin Maeda 
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Appendix H: Developmental Appropriateness Ratings Form 

Please rate each statement on a scale from 0-2 (O=inappropriate, 1=appropriate, 
and 2=very appropriate), based on how developmentally and age-appropriate 
the wording of the item /s for youth 10-17 years of age. 

Thank you. 

1. I feel that things I see on the TV or read in the newspaper have a special meaning 
forme. __ 

2. The TV or the newspaper sends me special messages. __ 

3. When I am watching TV or reading something, I feel that there is a special 
meaning or message for me. __ 

4. I think that things I see on TV have a special meaning for me. __ 

5. I avoid going to places where there will be many people because I will get 
anxious. __ 

6. I don't like to go to places where there are a lot of people. __ 

7. I don't like to hang out where there are a lot of people. __ 

8. I'm scared of going to places where there are many people. __ 

9. I have had experiences with the supernatural. __ 

10. I have seen real ghosts. __ 

11. I have had experiences where something supernatural happens. __ 

12. I have had experiences with the supernatural. __ 

13. I have mistaken objects or shadows for people, or noises for voices. __ 

14. When I see a shadow, I mistake it for an actual person. __ 

15. I make a mistake that objects or shadows are people who are not there, or I think I 
hear someone talking to me or making sounds and no one is there. __ 

16. I think objects or shadows look like people, or noises I hear are actually people 
talking. __ 

17. Other people see me as slightly eccentric (odd). __ 
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IS. I don't like meeting new people. __ 

19. I don't care about finding out more about other people. __ 

20. I don't care about getting to know other people. __ 

21. People fmd it hard to understand what I am saying. __ 

22. People tell me that they don't understand what I am saying. __ 

23. People don't understand what I am saying the first time so they ask me to explain. 

24. People can't understand what I am saying. __ 

25. People find me aloof and distant. __ 

26. People think that I don't like to meet new people. __ 

27. People think I like to keep to myself. __ 

2S. People have a hard time connecting with me. __ 

29. I am sure I am being talked about behind my back. __ 

3~. People talk about me when I'm not there. __ 

31. I know that people talk about me behind my back. __ 

32. People talk about me behind my back. __ 

33. I am aware that people notice me when I go out for a meal or to see a fIlm. __ 

34. People look at me when I go to the movies or to a restaurant. __ 

35. People notice me when I go to the movies or go out to eat. __ 

36. People stare at me when I go out. __ 

37. I get very nervous when I have to make polite conversation. __ 

3S. I am scared of talking to people. __ 

39. I get nervous when I am forced to just make conversation. __ 

40. I get scared when I have to talk to others. __ 
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41. I believe in telepathy (mind-reading). __ 

42. I can tell what other people are thinking. __ 

43. I believe that there are people who can read other people's minds. __ 

44. I believe that people can read other people's minds. __ 

45. I have had the sense that some person or force is around me, even though I cannot 
see anyone. __ 

46. I feel that something is around me, even though I can't see it. __ 

47. I get the feeling that some person or thing is around me even though I don't really 
see anything. __ 

48. I feel like someone is standing by me even though there is nobody there. __ 

49. People comment on my unusual mannerisms and habits. __ 

50. People tell me that I do things differently than others. __ 

51. People come out and just tell me that I am different. __ 

52. People tell me that I have unusual habits. __ 

53. I prefer to keep to myself. __ 

54. I like to be by myself, rather than with other people. __ 

55. I like to hang out by myself. __ 

56. I like to be alone. __ 

57. Ijump quickly from one topic to another when speaking. __ 

58. I have a hard time staying on one subject when I'm talking to someone. 

59. When I am talking I can go from one subject to another really fast. __ 

60. I quickly jump from one subject to another when I talk. __ 
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Appendix I: Schizophrenia Expert Letter 

Dear Dr. Schizophrenia Expert Name, 

My name is Justin Maeda and I am a third year graduate student in the Clinical Studies 
Program, Department of Psychology, at the University of Hawai'i working with Dr. 
Jason Schiffman. As a component of my doctorate, I am conducting a research project 
that the National Institute of Mental Health is currently evaluating as a research grant 
proposal. The purpose of this project is to develop and evaluate the psychometric 
properties of a new instrument measuring schizotypal traits in youth. Due to your 
extensive knowledge of schizophrenia-spectrum disorders and/or child and adolescent 
development, I am writing to ask for your participation in this project. 

Your total participation for this project would be approximately 20 minutes. 

Depending on your availability, your participation would include: 

1. Evaluating and rating items from the Schizotypal Personality Questionnaire 
(Raine, 1991) that have been recently modified by members of the Hawai'i 
State Department of Education to be age and developmentally appropriate for 
youth between the ages of 10 and 17. Additional items generated through 
semi-structured interviews with professionals with experience working with 
youth with spectrum-disorders will also be included for your evaluation. 

In the event that you would be willing to participate, I have attached a 
worksheet that will ask you to rate each item on a scale of 1 to 5 (poor to 
excellent) on the degree to which the items measures SPD traits based on 
DSM criteria. You will also be given the opportunity to add items to the list if 
you think they measure schizotypal traits in youth 10-17 years of age and 
should be included. The total time involved in this section is approximately 
15 minutes. 

2. Completing a form that includes personal demographic characteristics (Le., 
gender, education, position, etc.) and previous experiences (organization 
memberships, awards, publications, etc.). Completion of the background 
information form should take no longer than 5 minutes. It is important to note 
that your identity will remain completely anonymous as information you 
provide will be used only in aggregate. The intention of this information is to 
demonstrate that experts were involved in the creation of this measure, and 
participant names will not be revealed. 

It is believed, once administered to a large sample of youth, that the new measure will 
provide insight into the factorial structure of schizotypy as it occurs in youths. Once 
established, the measure may facilitate research on SPD qualities among a non-clinical 
population of youth. Additionally, the proposed measure could eventually provide 
clinicians with increased diagnostic confidence when used in conjunction with structured 
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interviews. and could possibly be used to screen youths meeting a clinical diagnosis of 
SPD or who are at heightened risk for developing psychosis in the future. 

I understand that your time is extremely valuable, and I greatly appreciate you 
considering this request. Being an esteemed researcher in the field with extensive 
knowledge of schizophrenia-spectrum disorders andlor child and adolescent development, 
your participation in this research project is of great importance and certainly valued 
more than I could express. Both Dr. Schiffman and I would be extremely grateful if you 
could contribute to this study, but will of course understand should you choose not to. 
Please feel free to email or call me with any questions or concerns. 

Thank you for your time and consideration. 

Justin Maeda 
jmaeda@hawaii.edu 
808-220-7957 
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Item List 

Please rate each statement on a scale from 1-5 (1 = poor, 2 = fair, 3 = average, 4 = good, 
5 = excellent), based on the degree to which the item measures SPD traits based on 
DSM criteria. You may also add items to the list if you think they measure 
schizotypal traits in youths 10-17 years of age and should be included. 

Item Ratine: (1-4) 
1. I think that things I see on TV have a special 

meaning for me. 
2. Things on TV or in the newspaper have a special 

meaning or message for me. 
3. I don't like to go to places where there are a lot of 

people. 
4. I try to stay away from places where there are a lot 

of people because it makes me nervous or scared. 
5. I have seen real ghosts. 
6. Sometimes I mistake objects or shadows for actual 

people or noises for actual people talking. 
7. People think that I am different than my friends. 
8. I don't care about getting to know other people. 
9. People can't understand what I am saying. 
10. People talk about me behind my back. 
11. People notice me when I go to the movies or go out 

to eat. 
12. I get scared when I have to talk to others. 
13. I believe that some people can tell what other people 

are thinkina. 
14. I feel that something is around me, even though I 

can't see it. 
15. I have had the feeling that someone or something is 

around me even though I don't really see anything. 
16. People tell me that I have unusual habits. 
17. I like to be alone. 
18. I would rather be with myself than with other 

people. 
19. I have a hard time expressing what I am feeling. 
20. People cannot tell how I am feeling by the way I 

look or by the way I act. 
21. I think that other people want to hurt me. 
22. I really feel that other people don't really care about 

me. 
23. I get nervous when someone is walking behind me. 
24. Other people can tell what I am ~g. 
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25. I have seen my own face change in the mirror or I 
have seen someone else's face change right in front 
of me. 

26. Some JlIlOple think I'm stran.e;e. 
27. I don't like to talk when I am hanging out with other 

kids. 
28. I forget what I want to say. 

*** This list contains a quarter of the total item list. However, if there are other items 
measuring schizotypy in youth that you feel would be important to include, please feel 
free to write your suggestions on the lines below. Thank you. 
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Participant Form 
(You may also attach a CV if that would be more convenient) 

Information will be used in aggregate. Your identity will remain completely 
anonymous. 

Nwne ______________________________________________________ _ 

Present Position ______________________________________________ _ 

Education 

Honors and Awards 

Professional Organizations 

Number of publications (peer-reviewed manuscripts, book chapters, published abstracts) 

Primary areas of research 
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AppendJx J: Developmental Expert Letter 

Dear Dr. Developmental Expert Name, 

My name is Justin Maeda and I am a third year graduate student in the Clinical Studies 
Program, Department of Psychology, at the University of Hawai'i working with Dr. 
Jason Schiffman. As a component of my doctorate, I am conducting a research project 
that the National Institute of Mental Health is currently evaluating as a research grant 
proposal. The purpose of this project is to develop and evaluate the psychometric 
properties of a new instrument measuring schizotypal traits in youth. Due to your 
extensive knowledge of schizophrenia-spectrum disorders and/or child and adolescent 
development, I am writing to ask for your participation in this project. 

Your total participation for this project would be approximately 20 minutes. 

Depending on your availability, your participation would include: 

1. Evaluating and rating items from the Schizotypal Personality Questionnaire 
(Raine, 1991) that have been recently modified by members of the Hawai'i 
State Department of Education to be age and developmentally appropriate for 
youth between the ages of 10 and 17. Additional items generated through 
semi-structured interviews with professionals with experience working with 
youth with spectrum-disorders will also be included for your evaluation. 

In the event that you would be willing to participate, I have attached a 
worksheet that will ask you to rate each item on a scale of 1 to 4 
(inappropriate to very appropriate) based on how developmentally and age­
appropriate (Le., wording, clarity) the item is for youth between the ages of 10 
and 17. You will also be given the opportunity to provide feedback and 
suggestions for improving each item as you deem necessary. The total time 
involved in this section is approximately 15 minutes. 

2. Completing a form that includes personal demographic characteristics (Le., 
gender, education, position, etc.) and previous experiences (organization 
memberships, awards, publications, etc.). Completion of the background 
information form should take no longer than 5 minutes. It is important to note 
that your identity will remain completely anonymous as information you 
provide will be used only in aggregate. The intention of this information is to 
demonstrate that experts were involved in the creation of this measure and 
participant names will not be revealed. 

It is believed, once administered to a large sample of youth, that the new measure will 
provide insight into the factorial structure of schizotypy as it occurs in youths. Once 
established, the measure may facilitate research on SPD qualities among a non-clinical 
popUlation of youth. Additionally, the proposed measure could eventually provide 
clinicians with increased diagnostic confidence when used in conjunction with structured 
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interviews. and could possibly be used to screen youths meeting a clinical diagnosis of 
SPD or who are at heightened risk for developing psychosis in the future. 

I understand that your time is extremely valuable, and I greatly appreciate you 
considering this request. Being an esteemed researcher in the field with extensive 
knowledge of schizophrenia-spectrum disorders and/or child and adolescent development, 
your participation in this research project is of great importance and certainly valued 
more than I could express. Both Dr. Schiffman and I would be extremely grateful if you 
could contribute to this study, but will of course understand should you choose not to. 
Please feel free to email or call me with any questions or concerns. 

Thank you for your time and consideration. 

Justin Maeda 
jmaeda@hawaii.edu 
808-220-7957 
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Item List 

Please rate each statement on a scale from 1-4 (1 = inappropriate, 2 = slightly appropriate, 
3 = appropriate and 4 = very appropriate), based on how developmentally and age­
appropriate the wording of the item is for youth 10-17 years of age. 

Item Rating (1-4) Suggestions for improving 
the item 

29. I think that things I see on TV have a special 
meaninl! for me. 

30. Things on TV or in the newspaper have a special 
meaning or message for me. 

31. I don't like to go to places where there are a lot of 
neonle. 

32. I try to stay away from places where there are a lot 
of neeDle because it makes me nervous or scared. 

33. I have seen real ghosts. 
34. Sometimes I mistake objects or shadows for actual 

neeDle or noises for actual people talking. 
35. PeoDle think that I am different than mv friends. 
36. I don't care about !letting to know other neeDle. 
37. PeoDle can't understand what I am saving. 
38. PeoDle talk about me behind my back. 
39. People notice me when I go to the movies or go out 

to eat. 
40. I get scared when I have to talk to others. 
41. I believe that some people can tell what other 

neoDle are thinkin~. 
42. I feel that something is around me, even though I 

can't see it. 
43. I have had the feeling that someone or something is 

around me even thOli"'gh I don't really see an .•. . 
44. Peoole tell me that I have unusual habits. 
45. I like to be alone. 
46. I would rather be with myself than with other 

people. 
47. I have a hard time expressing what I am feeling. 
48. People cannot tell how I am feeling by the way I 

look or by the way I act. 
49. I think that other oeoole want to hurt me. 
50. I really feel that other people don't really care 

about me. 
51. I !let nervous when someone is walking behind me. 
52. Other neoDle can tell what I am thinkinn. 
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53. I have seen my own face change in the mirror or I 
have seen someone else's face change right in front 
of me. 

54. Some people think I'm strane;e. 
55. I don't like to talk when I am hanging out with 

other kids. 
56. I forget what I want to say. 
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Participant Form 
(You may also attach a CV If that would be more convenient) 

Information will be used in aggregate. Your identity will remain completely 
anonymous. 

Nrune ______________________________________________________ _ 

Present Position ______________________________________________ _ 

Education 

Honors and Awards 

Professional Organizations 

Number of publications (peer-reviewed manuscripts, book chapters) 

Primary areas of research 
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Appendix K: Developmental Ratings Form, Round 3 

ItemLlst 

Please rate each statement on a scale from 1-4 (1 = inappropriate, 2 = slightly appropriate, 
3 = appropriate and 4 = very appropriate), based on how developmentaUy and age­
appropriate the wording of the item is for youth 10-17 years of age. 

Item Rating Suggestions for 
(1-4) improVing the item 

1. Sometimes when I'm alone, 1 think 1 hear 
voices saying things or calling my name 

2. 1 have had some experiences that are difficult 
for me to explain 

3. Sometimes it seems that 1 am not in control of 
my own thoughts and feelings 

4. 1 have always been a bit clumsy 
5. 1 have poor physical coordination 
6. People say 1 seem cold and distant 
7. People make fun of how 1 dress 
8. 1 find it hard to fit in with people 
9. 1 sometimes have out-of-body experiences 

10. 1 tend to stay by myself, even though 1 would 
like to be with other people 

11. Sometimes strangers know what I'm thinkin" 
12. I have made things happen just by thinking 

about it, or other people have made things 
happen just by thinking about it 

13. 1 like to talk with my friends either on the 
phone, through texting, or chatting with them 
online 

14. I have to watch out so that others don't hurt 
me 

15. At times I can smell things much more 
stronll;ly than usual or than others 

16. 1 have weird habits 
17. 1 don't like to talk to others about my feelings 
18. 1 prefer being home alone to being out with 

others 
19.1 prefer playing videogames to playing sports 
20. There are people at school who can do magic, 

like Harry Potter 
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Participant Form 
(You may also attacb a CV if tbat would be more convenient) 

Information wiD be used in aggregate. Your identity wUI remain completely 
anonymous. 

Nrune ______________________________________________________ _ 

Present Position ______________________________________________ _ 

Education 

Honors and Awards 

Professional Organizations 

Number of pUblications (peer-reviewed manuscripts. book chapters) 

Primary areas of research 
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Appendix L: Item Formatting Form 

Using a scale from 1-5 (1 = poor, 2 = fair, 3 = average, 4 = good, 5 = excellent), please 
rate each questionnaire on the following dimensions: clarity of directions, length of 
directions, font size, font style, spacing of items, and overall look. Thank you. 

Ouestionnalre 1 
Clarity of directions __ _ 
Length of directions __ _ 
Font size ___ _ 
Font style ___ _ 
Spacing of items __ _ 
Overall look __ _ 

Ouestionnalre 2 
Clarity of directions __ _ 
Length of directions __ _ 
Font size ___ _ 
Font style ___ _ 
Spacing of items __ _ 
Overall look ___ _ 

Questionnaire 3 
Clarity of directions __ _ 
Length of directions __ _ 
Font size __ _ 
Font style __ _ 
Spacing of items __ _ 
Overall look __ _ 

Questionnaire 4 
Clarity of directions __ _ 
Length of directions __ _ 
Font size __ _ 
Font style __ _ 
Spacing of items __ _ 
Overall look ___ _ 

Questionnaire 5 
Clarity of directions __ _ 
Length of directions __ _ 
Font size ___ _ 
Font style __ _ 
Spacing of items __ _ 
Overall look __ _ 
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Appendix M: SPQ-Youth 

Please answer each item by circling the number that best matches how often these things 
happen to you. There aren't any right or wrong answers, but please answer each item as 
truthfully as possible. Your answers will be kept confidential. Thank you. 

Never Sometimes Often Always 
1. I try to stay away from places 

where there are a lot of people 
1 2 3 4 because it makes me nervous or 

scared 
2. I don't care about getting to know 

1 2 3 4 other people 
3. People can't understand what I am 

1 2 3 4 saying 
4. People talk about me behind my 

1 2 3 4 
back 

5. I get scared when I have to talk to 
1 2 3 4 others 

6. I believe that some people can tell 
1 2 3 4 what other people are thinking 

7. I feel that something is around me, 
1 2 3 4 even though I can't see it 

8. I would rather be with myself than 
1 2 3 4 

with other people 
9. I have a hard time expressing what 

1 2 3 4 
I am feeling 

10. I think that other people want to 
1 2 3 4 

hurt me 
11. I really feel that other people don't 

I 2 3 4 really care about me 
12. I get nervous when someone is 

1 2 3 4 
walking behind me 

13. Other people can tell what I am 
1 2 3 4 

thinking 

14. Some people think I'm strange 1 2 3 4 

15. I don't like to talk when I am 
1 2 3 4 

hanging out with other kids 

16. I forget what I want to say 1 2 3 4 

17. I believe that some people can 
1 2 3 4 

read minds or see the future 

18. I have a hard time feeling close to 
1 2 3 4 

people 
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19. I am scared of being around 
I 2 3 4 

people I don't know 
20. I see things that other people 

I 2 3 4 
cannot see 

21. People don't understand what I am 
I 2 3 4 

saying 
22. Even though people are nice to 

I 2 3 4 
me, they don't actually mean it 

23. I feel like people are watching me 
I 2 3 4 

when I go shopping 

24. I don't like meeting new people I 2 3 4 

25. I have had some unusual 
experiences, such as seeing aliens, 

I 2 3 4 
seeing UFOs, seeing the future, or 
having ESP 

26. When I see people talking, I think 
I 2 3 4 

that they are talking about me 
27. I can communicate with other 

I 2 3 4 
people by mind-reading 

28. I think that other people are out to 1 2 3 4 
get me 

29. I don't care if I have friends 1 2 3 4 

30. I feel like I can actually hear my 
1 2 3 4 

thoughts 
31. I have to watch out so that others 

I 2 3 4 
don't take advantage of me. 

32. I have weird habits I 2 3 4 

33. I feel people don't understand me 
because the words I say get mixed I 2 3 4 
up 

34. The thoughts in my head actually 
I 2 3 4 

seem to belong to someone else 
35. After staring at things like tables 

or chairs, they start to look I 2 3 4 
different after awhile 

36. I feel alone when I'm with other 
I 2 3 4 

people 
37. When I'm alone, I think I hear 

voices saying things or calling my I 2 3 4 
name 

38. I have had some experiences that 
1 2 3 4 

are difficult for me to explain 
39. It seems that I am not in control of 

1 2 3 4 
my own thoughts and feelings 
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40. I have always been a bit clumsy 1 2 3 4 

41. People say I seem cold and distant 1 2 3 4 

42. People make fun of how I dress 1 2 3 4 

43. I frod it hard to fit in with people 1 2 3 4 

44. I have out-of-bodyexperiences 1 2 3 4 

45. I tend to stay by myself even 
though I would like to be with 1 2 3 4 
other people 

46. Strangers know what I'm thinking 1 2 3 4 

47. I have made things happen just by 
thinking about it, or other people 

1 2 3 4 
have made things happen just by 
thinking about it 

48. At times I can smell things much 
more strongly than usual or than 1 2 3 4 
others 

49. I don't like to talk to others about 
1 2 3 4 

my feelings 
50. I prefer being home alone to being 

1 2 3 4 
out with others 

51. I prefer playing videogames to 
1 2 3 4 

playing sports 
52. There are people at school who 

1 2 3 4 
can do magic, like Harry Potter 

53. I have poor physical coordination I 2 3 4 

54. I see things in my mind, and then 
1 2 3 4 

they happen 
55. People stare at me because I look 

1 2 3 4 
different 

56. Things going on around me are 
trying 1 2 3 4 
to give me a special message 

57. I mistake objects or shadows for 
actual people, or noises for actual 1 2 3 4 
people talking 

58. I think that things I see on TV 
I 2 3 4 

have a special meaning for me 
59. I have seen my own face change in 

the mirror or I have seen someone 
I 2 3 4 

else's face change right in front of 
me 
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60. I don't like waving my hand to 
someone or smiling at someone 

1 2 3 4 
even though they waved or smiled 
at me 

61. I tend to stare at the ground when 
1 2 3 4 

talking to other people 
62. I don't like telling people 

1 2 3 4 
everything about me 

63. I feel like someone is constantly 1 2 3 4 
watching what I do 
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