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Can Categorical and Dimensional Views of
Psychiatric Illness be Distinguished?

D. A GRAYSON

Birnodality in a distribution of symptoms is often claimed to be convincing evidence that
a disorder is categorical, a discrete disease entity, rather than the extreme on a continuous
dimension. However, using concapts from contemporary psychomatric theory it is shown
that bimodality can arise from the dimensional viewpaint. In fact, contrary to the usual
belief, bimodality would be expected to ocour in many research contexts if the dimensional

alternative weare correct.

In recent paychiatric rescarch, debale has arisen as
to whether certain disorders are caleporical ar
dimensional. For example, in depression there is
debate about the Binary or bipolar nature of the
illness (Garside & Roch, 1978; Kendell & Gourlay,
1970}, One unchallenged principle is that the
existence of discrete discase colities is confirmed
when a lincar function of scores on a symptom
imvenlory shows bimodality, Moreover, such data are
believed 1o he inconsistent with the opposing
dimensional view {(Moran, 1966). Indeed, the point
is made by Fleiss (1972), Everitt (198171 and Garside
& Roth (1978) that such bimodality is a sufficient,
but not necessary, indicator of disease categories.
The implication of this is that the demonstration of
mild bimodality, or even just skew, is enough for
an underlying cateporical iliness to be inferred. Tor
mstance, Cloninger ef af (1985) cite, as evidence in
favour of categorics, the resulls of ‘admixoure
analysis® showing that two normals are better than
one in fitting 4 discriminant functien distribution.

Few would argue with the description given by
Kendell (1975) of the conceptual linkage from a
calegorical iliness to himodality. Bul belore one
makes the reverse inference from bimodality to a
categorical illness, there is a fundamental obligation
to show thar such bimodalily cannot arise from a
dimensional illness, Buling out this latter alternative
has not received appropriate attention,

Everitt {1981} states what is probably a widely held
belief:

Mow For a popeefution Trequency curve, bimodality s {(excepl
i pachological cases) a sufficient {although nor a necessary)
condition for the presence of subtypes and certainly if, in
a fairly large sample, himodality appeared no matrer how
the data were arranged, it would be pedanric o insist it
might ke an artetact.

Ciarside & Roth (1978) provide a more substantisl
argument for believing bimodality is inconsistent
with a dimensional illness. ln discussing bimodality
ol a linear discriminant function seore, they state:

If a significantly non-unimodal disteibotion s then
ohtained, it seems sale to reject the hypothesis that the
papulation distribution is unimodal, and fo conclude that
distinct proups of patients oxisc.

This conclusion is supported by an earlier state-
ment to the effect thal the ¢entral lmit theorem
entails unimodalily in the sum of a number of
(almosty uncoreelated (0, 1) variables, However, 1o
inler distingt groups, and not 4 dimensional illness,
requires the truth of a premiss suppressed in their
reasaning: it must be true that a dimensional illness
will vield data wherein pairs of symptoms show [ittle
or no correlation.

This premiss is in fact false, and the main thesis
of this paper is that symptom-symptom correlations
yielding bimodality can arise [rom a dimensional
illness, and that such a state of affairs is far from
being a ‘pathological” case, as has hitherto becn
assumed.

The paper is divided inco three major seclions, The
first demonstrares how bimodality can arise from a
dimensional illness and exhibits similarities in the way
symprom inventory data may arise from either
dimensional or categorical illnesses. The sccond
section discusses research biases which tend to ensure
that dimensional and categorical illness will be
indistinguishuble, The final section deals wilth the
implications of these issues.

From here on it is assumed that (he bimodalicy
under discussion arises from a symptom inventory
of dichotomous symptoms scored 1 or Yes in the
direction of illness. 11 is further assumed that the
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seore ar issue is the simple sum of endorsed
symptoms, These simplifications arc made in the
imterest of clarity, and the points made below readily
generalisc to weighted svmploms sums and finer
symptom scoring than (0, 1),

Bimodality with dimensianal ilinessas

This section explains Latent Trait models {contlemparars
peychometric accuunts of questionnaire dala A5SIITIng a
latert dimension) and presents distibutions of the SYMTHoIm
st that explore the conditions under which a dimensional
illncss will vield kimedality. The close con ceptual similarity
_h-:[w-ee:: such dimensional madels and discase entily models
1% examined,

Latent Trait model

TIn; main applications of the Latent Trait theary arc in
aplitude-testing (Rasch, 1960; Birnhaum, [968; Lord, 19807,
und the theory secks 1o account for questionnaire data in
rers af a single latent dimension and aspects of the
individual items. If one eyuates the itemns with SYIploms
and regards the questionnaire as an inventary relating 1o
art undertying dimension of illness severity, then the theory
s quite appropriate in psychialric contexts. Such
applications are now appearing in the livsrature [Cibboens
#f al, 1983, Duncan-Jones e af, 1986; Grayson, 1986),

The mode! usually assumes that the population takes a
slandard normal distribution (mean zero, unit variance} an
the underlying illness dimension. Those with positive seores
are ‘sicker' than those will negarive scores. The rettaining
feature af the maodel actemprs to caprure how the individual
symptams relale Lo this latent iliness dimension. Generally
it s assumed, for each svmptom, that probabilicy of
endorsement is an increasing Tunction of illness soverity
omnly, The higher & subject is on the illness dimension, the
greater his probability of endorsing a given svinplonm, This
gﬁ:iu:‘f_u]:nti&ﬂ i very general, and in applications the syanpom
functions are given explicit functional form.

Figure | represents such a structure. On the x-axis the
velue oo the latent dimension is plotted. The lower eraplh
shows, inverted, the nommal distribution of subjecrs on this

1.0
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Fic. I Symprom function for 2 dimensional illncss.
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dimensien, and the upper graph shows, for a Eiven
symprom, the Tunction relating endorsement prahabilicy 1o
:I'_tc 1.-';311_.1-3 on the latent dimension. Subjects higher oo the
dimension (*sicker')y have higher prohability of sympram
endorsemienl. This particular symptom function has the
2-parameter logistic Tepresentation, I Fiz) is tha
probability of symprom J endorsement Tor & subject of
illness dimemsion value z, then

e Islz )]

Piz)
! 1+exp [.a'.{:—{.}]
or
iz}
Ly ( —_ sz -
3 . 1-Pi2) ) #=

The expression is characrerised by two parameters, s
.::md Lo When oo o, PAzh=05. S0 ¢ is the value of the
illness dimension thai vields o 50% chance of cndorsing
s¥mptom J. 0t is called the ‘threshold' of the svmplom, and
SETVES 10 locate the symprom at @ particular place on the
illness dirmension. This logistic curve rises slowly Trom the
left, has maximum slope al 2 ¢, and flatiens our above
this value. The slope at g =4, is 5,74, wad the 5 parameler
is called the “slope’. The lagger the 5, value, the hetter the
symptom is discriminating al threshald, where it muost
diseriminare maximally, The sviplom in Fig. ! has a
Il]lr{:l;hnll.‘l at f, = 1.0and a slope of 5= 2.0, indicating thal
it iz discriminating well among moderately sick [pesitive
2} subjects, bul net among the well or the extremely sick,

Dyynamics of dimensional bimodaliny

Hy t:l:L_&D:iii:g A numiber of symptoms with particular (s, £
combinations, il is possible to penerate the data urising trom
application of 4 svmptom inventory to a dimensional itlress,
and thus to fovestigare the conditions under which
bimadality oceurs. Such theorerieal distcibutions are e
secited im Tahles T-111.

Table I shows the distibutions of this number-cidorsed
seore [or a variety of inverrories applicd to a normatly
distributed lalent dimensional illness. In each inveniory all
sympioms are idencical, with =0 and v as indicated ir
the Lable. The number of symptoms in the inventory is alw
specified (2 =6 or o =233, The slopes range from [6oo 1%

I all these exarnples, distinet bimadality occurs. The
_d:mamia. of this effect seem clear, All symploms are located
in the middle of the population (¢, 0y Thuz, the bulk of
the subjects low on the dimension rarely endorse I
svmptoms, and the bulk of those high on the dimension
rarely fail 1 endorse many symploms, This is more so fol
steeper shupes, Thus over intermadiate patierns of symplonts
there s @ preponderance of all-sero or all-one palterns of
responses, and hense bimodality in the distribution, So twn
corditions jointly viclding dimensional bimwdality are
enincident symptom Lhreshold: and moderate 1o sleep
slopes. In ether words, the symploms must be diseriminating
well at a similar level ol illness severily.

Exgmp]es in Takle 11 show thar the bimodality is
suTprisingly robust. The twelve-symptom inventory consisig
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TapLE ]
Hirodal distribwtions from dimensiongd models; NN subfects; @=10
fhsrribution of number of endorsed sypmprons
Hope Thverdory
.} size fm) i i 2 I 4 g & 7 & 9 ia 1E 12
16 & 443 30 19 17 19 443 — — — — — -
If 12 425 27 13 L1 4 8 g 3 9 11 3 2T 425
T84 & 389 k1. iz 33 37 38 389 — - — — — —
T8 12 354 3l 20 2 1% 17 17 17 % a2 29 51 354
3.05 f 2493 102 T2 i) 720102 293 = — — — — =
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260 4] 218 13 103 gr o103 130 2HE - - — - -
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1,541 4] 141 ld4 131 127 131 144 16l — — - - -— -
1.90 2 a1 87 T0 73 My a7 67 a7 70 73 79 87 £l
Tane 11
Tstrifiutions from dimensioma’ modals, 10 sebieers
Disteibution of aurtber of endorsed svmploms
lweniary sine () [ I 2 3 e 5 I 7 & Q il I 12
fi 140 200 112 s 112 200 140 —_ arms .~ —_ o —
12 00 114 112 73 33 51 di 51 57 I3 112 114 Th
TanLe 111
Dusiributions from dimensional models with no extreme spmploms; 1000 subjects; s, =3.0
Distviburion aof number of endorsed symyptaoms
Tmveniary
Thresholdy size (n) vl 1 2 3 4 ] [ T 5 G 1M 1 12
4 02,050,
-2, —0.3 f 213 130 107 10l 197 130 213 — — = —
12 1449 a8 it ] 55 ¥ 52 52 55 & a 58 149
1. 0.3,-0.6.
0.1 -~ 3,
— 0.6 & 197 132 115 111 115 132 193 — — - oy e
g2 136 Ah T a3 G 57 57 57 549 63 74 g6 136

of two six-symptom invertories combined, and bath these
inventaries consist of svmproms with (5, £} combinations
[, 00, (4, 00, (4, 0.29, (4, =020, {17, L.2), (1.7, — 1.2}
The total proportions etdorzing the symptoms arc (.5, 0.5,
0,43, (.57, (.2 and (.8, respectively. The Tirst, thicd and
fifth symproms have thresholds Iving at the 30th, 3%ch and
28th population percentiles, respectively. The [lth and sixth
symptoms, at either extreme, have the effect of ensuring
that Jew subjects at the well eatreme and Tew subjects al
the sick cxtreme abtain inventary patterns of all meros or
all ones respectively, Thus the distribution is bimodal with
two ‘humps” rather than Li-shaped,

All the diseributions in Table III were generaied with
symptoms having a commoen slops of 3.0, The six-symptom
inventories were construcled from three such symploms
with given threshoelds and three with the same, bue negative
thresholds. The twelve-svinplom ioventoriss, again, are [wo
siv-symptom inventories comhbined. Removing the exireme
iLermns restores the more extreme U-shape bimoedality.

All these examples demonstrate chat a dimensiona! illness
can produce bimodality, and together they provide insizhs
into how this oeours. The conditions seem Lo be thal the
symploms all perlfovm their best discrimination round about
the same place on the latent dimension. In terms ol the
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sympram fucctions used bere, the threskolds of a majority
of symplams must cluster about a common Tegion oo the

illness l:l_[m::u.sicm, making the populaticn appear as two
groups in the inventary data,

Similarity of data from dimensional and calegorical lneses

T|:.'.-I: data from a sympeom invenlory consist of {regucncics
ar the poszible patterns of ones and zeros across the
dventery. These in lure depend on the relationship between
each SYITPE LI and the undeclying ilfness, I the [CSTMONEes
B0 a piven symprom can be shown, in principle, o he
p:nd1_1c:cd I[n muich the same way From gither Lype af ilness,
[}]e:: iLis, in principle, impossible to discriminate calegorical
fram dimensional illncss using dars from o symprom
inventory. '

Fart {a) of Fig. 2 represents the ideal relaticaship between
a symplom and a categorical illness (with prevalence ol 0.5
in L_hr study population), Sick subjeces, and onlv sick
_l:uh:ccts. endorse the symplom, This is ideal, aﬁd an
Inventory at such symptoms would vield response patterns
comsisting ol all weros {the well zroup) and all ones ithe sick)
and nothing intermediate. I

T ways in which this unrealistic ideal might be
vealistically degraded are as follows. The First is by allowine
!hc symprerms Lo he loss chan perfectly reliable. The sccond
iz by allowing the iluess to be less than perfectiy categorical;
that s, having some subjscts intermodiate belween well aurll

sick. In accordance with the concepts of Kendell (1975,
such subjects should be relatively infrequent. :

Part () of Fig. 2 shovws a syinptoan which is not per ey
reliable. Sick subjecrs have 0.73 probability of endorsing
the symptom, well subjeers 0,27, Parl () is anathes way
DT representing Part (b, bul along an artificially constrctod
l.i:_mcminn instead af illness caregories. The well Eroup s
aligned [ully Lo the left of the sick gronn, Withio each groug
L]]t-_ subjeces arc ordersd randomiy, To each subject one -.:ag
asyion § _p-e:ct-nli]r seore retlecting the pereentase of tie wotg!
D‘:_rpu[illmn tor the Jeft ol thal subject. Thus, well suhjeors
will kave percentile scores af 500or less, and the sick will
bave greater than S0, A piven suhjoet still cetains the same
SYMEom probabilicy as in part (b). Expressing the
mechanism giving rize 1o symplom data in this way is
thearetically Tully eguivalent 1o that in part (h), even il
artificial.

Farl [d) of the figere wakes the repeesentation ane sles
further, Bul is still equivalent 10 the twa catlih
f'-“ilm_il-'ﬂmﬁﬂns- To each subjeet is assizned the z-scose
associated with that subiect’s arbitrary percentile scors
zh.:lhlulm:d by using tables of a standard normal variateh
I'he symptom's relatiomship (o the iwo catcaories is now
shown as a syoprom lunction aver 4 score which i
n:_:rmal]y distributed in the study population, albeit a ‘s
with oo empirical inlerpretation,

Ncr[,_ the assumprion of less lhan perfectly distioo
categories is incorporaled by imposing a small ‘grev arcp’

CATEGEORICAL AND DIMERKSIONAL YIEWS

wepween the sick and well groups. Sick subjects still have
073 probabibicy of symptom endorsement, well suhjects
.27, and intermediate subjects have intermediate symprom-
endorsment probability, as in part (2) of the figure.
Finally. il we allow the reascnabls possibility hat within
pither the well ar sick groups, symptom-cndorsement
arahabilily is not totally hemogencous, parl (T results,
Comparison of part () with Fig. 1 reveals the closec
comceplual similarity helween the mechanisms gencrating
swmptom inventory data in cateporical and dimensional
models of iMness. 1t is Lhis close similagity which, in
principle, ensures thar discrimination helwesn the twao
views, using inventory data, will he difficult.
A cateporical iliness diffevs, in general, from a
dimensional one [or w0 FQAsOTIA
) 7 the subjecrs in the ‘grey arca’ are infrequent, then
the symplom Tunetions musl rise stecply above the
corresponding region (fhe funclions must have sleep
slopes).
(1) Each symplom funetion must charge ahove che same
rerion {ihe thresholds must cluster).
These are precisely the comditions under which a
dimensiomal ilncss will yield bimodaliey, and it is argued
in the next section that psyvehialiic rescarch on this jssue
has svslemartic bases which fend 1o ensure that 1hese
conditions are met when an illness is dimensional,

Influence of bias on dimensional illness

Types of bias

Most rescarchers ave aware of “observer bias', outlined by
Kendell (19681, Ciiven a particnlar inventory, a rescarcher
peadisposed Lo a careporical view of the fliness simullaneously
classifies patients and compleres the dingnastic inventory
in aceardunce with his or her predisposition.

Sreparoent selectian bius

The same prejudiement can operale, howewT, i the initial
selection al Uhe symptoms Lo be included in the inventory,
syers werg it 1o be subsecuently administered by an neor
ruptible compurer. [F an illpess truly is dimensional and a
esearcher is predisposed 1o the (erronecns) categorical view,
the tesearcher’s helief or intuition must be based on
dbservarion of some sort, and presumably those satreme
o the dimension #dll share characterislics that vaguely
define the researchier’s miseaken coneept of a sick group.
Comseyuently, it s 1o be expected that the symprams chosen
will he none otker than che characteristics disceiminating
the dimensionally exltreme fram the rest, That s, the
gymnptoms lkely to be included in the inventery will be a
tiased zelection from the possible universs of sympros.
and will have theesholds consrained to cluste: about the
rerionn om (he dimension corresponding Lo the rescarcher's
mristaken pecceprion of the categorics” boundary.

Such a hias, i aperative, is compoundsd by the cummen
gdvice 1o exclude items whose overall endorsement
prubabilivies are far [vom % (oulside the 20-80% rangel,
4t least in study populations constrained (o have near-coqual
representation of the putative sick and well groups.

359

Subject selection fuos

In most applications of 1be bimodality approach, it not
masl peychintric research, the study population is not the
commuuity poputation. Even when the comemuniny popila-
lion is distribuled povmally aleng an illness dimension, i
study populations overemphasise one or both extremes of
this continuun, then they must artificially conform 1o =
disease entiny sicuation. For example, Cloninger ef af (1983)
sclected hospitalised schizophrenics to compare with others,
and search for bimodality. F, in reality, the illness iz
dimensional, then such a selected population will net include
maderate schivzophrenics wha fail Lo appear at hespital, thus
creating genuine distinet proups in the artifizial stady
populacion.

Figure 3 represents the action of these hisses Three
symptoms wilh slopes of 2.0 are shown in part (a). They
have thresholds of (U7, 1.0 and 1.3, indicating the eperation
af symptewm seloztion bias. The population is the COMMURILY
population. Part {b) shows the eflect of averemphasising
the extreme 15% of the comemunity population so that they
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become 50%% in the study population. Part (o) deseribes the
siluation where the lower 75% and the upper 10% are
chozen to form the arlificial study population, These biases
sgrve Lo gnsure that the conditions required for caregorical
and dimensional illnesses to manilest identically are in facc
mel; that is, puarantee that the clustering of theesholds and
steepening of slopes required Tor dimensional bimadality
will arise. -

nesses wilh Lwo sublypes

The same problems arise i the search lor binary disease
entities, such s reactive and endogenous depression,
although the interplay is more subtle, The study population
& wsually laken fraom treated serics in hospital or clinics:
lar example, from hospitalised depressives, in the search
for reactive and endogenous carerories. As Bysenck (1970)
SaAVA:

It seems Hkely that selection Por haspialization ls maore in tlerms
of severity . . . than in rerms of endogenous o reagtive |, This
mipght casily lead oy a geedominance ol patienls combining
EYmprems _nf crdogenaus and reaclive depression in hospital, thus
e dasguising any Benodality thae might actuably exist. Converscle,
it 35 possible thiar the Mewcasile workess huve selected patients foe
incluainn on the biis of exireme scores on Kendell's continuam,
thus allecting the = hape of the disiribution in the apposice dircetion.

The appearance of bimodalicy is also related o the
selection. of symptoms. 1f the symptoms chosen are those
thar dizscririnate endogenous depressives (be they [iom a
catepary or & dimensional extreme) from normals, and
|'£_:act:u-e depressives from normals, then they wj]i ot
discriminate ideally between the two depressions. For Lhis
latier task, svmploms are required which are simualtanconsly
endogencus and not reactive {or vice versa). On the ather
hand, svproms which discriminate between the two groups
may der 5o on hases other than endogenous versus reactive
depression. Two groups of people will differ not only on
the criterion used 1o segregate them, bur on a variety of
correlated criteria, Such otber crileria, each scpar.{;clv
corvelated  with the segregation criterion. need not
incercarrelate amoeng themselves, amd thus will noe produce
himedality, as the following example demonstrates,

Consider 3 pwo-svmpiom inventery applied w owo grogps
L':f 16 subjects each, classificd as endogenous and reartive
depressives, Suppose the response patcerns (1, 1), {1, 0],
i1, 1) and {0, 0) oocur with freguencies 8, 4, 4, 0 respectively
amnong the reactives, and with frequencies 0, 4, 4, 8 arnrmé
the cpd_ﬂgenﬁus depressives. For cither svmprom, the
association with the depressive categories is miven by the
2% 2 rahle

Spaiprem
PSS
Yes el
Reaitive 12 4 16
Endogencus 4 12 16
16 16 32

CRAYSON

As discriminators of the classificacion a1l items peclorm
well: the x* is % on | degree of freedom. Yel the numhber
endarsed distribution is unimodal, even with only 1we
symploms. Scores of 0, 1, 2 osour with frequm|cim uf
A, 16, &,

The key o understanding this apparent ancomaly liss in
the observarion that the svmploms are uneorrelaned:

Sympior d

Yex MNo
Symptam 2 Yor B ] 1(1-
Mz ] b la
& 16 32

Bimodality arises with a preponderance of patlerns of
v vpes, almost all zeros and akmost all eoes. This requires
intercartelations among the symproms; it is not sufficient
.“m they discriminate well individoatly . The lack of such
11-!rcr_cm'rc]atinus indicates that the svmptoms ace
'_.il.scrnnhmting on unrclated criteria. Constructing an
inventory which is heterogeneous in chis sense will ensure.
even when the sympeoms individually discriminate 2
comman classitication, nnimodality vo some dimension
w!:‘:ich is a pot-pourri of them all, Conversely, an inventory
with symptoms tapping the same construct, and with all
symptoms centrally located, must yield bimadality whetler
the censtruct s dimensional or categorical,

This phenomencn may underlie che apparent conflic:
between the depression bimaodality found by Carney e af
[1‘)&_5] and the failure of Kendell & Courlay (1970 w0
replicate it. Close reading of the svmptom selection
prDcCFiUTCS of the former shows that a major factor io
self.*:i;uurl was o priori content validity of the symptoms in
their instrument, while the laiter authors report including
svmptoms which discriminated their classification but
appearcd unrelated conceptually e the distinctions betwesr
the depressives. They also repore excluding svmploms from
their final inventory that would usually he included on the
hasiz of their conlent. Similar comments apply I
unimodality found hy Kendell & Gourlay (19705) i their
search for schizophrenic and affective categorics,

Implications

Latent Trait models have been used as 3 heoristis
device o demonstrate that bimodality may arise rem
a dimensional illness. This counter-intuitive result hag
not been noticed in the past (Moran, 1966; Maxwell,
1_9?1; Kendell, 1975; Garside & Roth, 1978). Far
from being a pathological outcome, the likelihood
of such dimensional bimodality is enhanced by
svmptom and subject selection biases, ]

Statistical analysis of symplom inventory data

If'_ onc accepts the reasoming in this paper then
mixlure analysis, as recommendled by Fleiss (1972
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and Everitt (1981}, and practised by Cloninger ef al
(1985 is, unfortunately, useless for distinguishing
between categorical and dimensional illness models.
This statemenl is no less lrue of discriminant analysis,
factor analysis, clustering, numerical taxonomy
(Pilowsky er af, 1969} and Boolean factor anulysis
iWeber & Scharfetter, 1984). All ol these techniques
are applied to the basic symptom inventory data, and
insolar as these data are incapable of distinguishing
the 1wo ilness models, any subsequent analysis of such
dara is also incapable of making such a distinction.

The technigue of Kendell & Brockington {1980
iz also suspect. Non-linearity bepween an outcome
seore and a symplom inventory scabe score would be
guite possible whenever bimodality arises in the
Talter. Since this can oceur with dimensional illnesses,
s can the non-linearily they would interpret as a
hallmark of categorical illness siares.

Recommendations

From this perspective, cerlain conditions must be met
pefore bimodality can be used to inler that an ilinesa
is categorical. First, the study pupulation must not
he artilicially constructed so that it conforms to a
categorical structure if in fact the iliness is dimensionul.
In Lhis sense, the community population is an ideal
study population.

Secondly, it must be shown Lhat the symploms
chosen ure not preselected on o priosf grounds which
relate o an erroneous beliel rhat the iliness is
categorical. This is tantamount to cnsuring that no
wmproms can be found which discriminate among
the study popularion al locations other than the
putative boundary belween the categorics,

Thirdly, the symptoms musl be hirmogeneous, ot
discriminating among those with and without the
discase on the same basis, namely that relared to the
disease in queslion.

Fven then the inference is more an evaluative
judgement Lhan a rejection of the dimensional view
on qualitative grounds.

Conclusion

In exploring the ramifications of a dimensional
view of illness, the nature of a svmptom invenlory
at an instrument has been emphasised, What is
seen of Lhe world is an interactive function of threc
components: realily, the viewing instrument and the
viewer, It is guite possible [or reality Lo be con-
tinuous, for the instrument 1o function best at just
poe point on that continuum, and for the viewer 1o
point the instrument selectively al that region and
t comclude that chis region is a qualitative boundary.
This is not to say that it is not a boundary, but
it is nol 1o say that it is. Belore one so concludes,
there is an onus Lo demonstrale that the instrument
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is mob selective, but is perceiving reality as it is,

Where Lhe instrument is a psychiatric inventory,
Latent Trait technigues seem the MOSt POMISING Wiy
of unravelling this interaction.
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