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Abstract

Purpose In patients at clinical high risk (CHR) of psy-

chosis, transition to psychosis has been the focus of recent

studies. Their broader outcome has received less attention.

We studied psychosocial state and outcome in CHR

patients.

Methods In the European Prediction of Psychosis Study,

244 young help-seeking CHR patients were assessed with

the Strauss and Carpenter Prognostic Scale (SCPS) at

baseline, and 149 (61.1 %) of them were assessed for the

second time at the 18-month follow-up. The followed

patients were classified into poor and good outcome

groups.

Results Female gender, ever-married/cohabitating rela-

tionship, and good working/studying situation were asso-

ciated with good baseline SCPS scores. During follow-up,

patients’ SCPS scores improved significantly. Good fol-

low-up SCPS scores were predicted by higher level of

education, good working/studying status at baseline, and

white ethnicity. One-third of the followed CHR patients
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had poor global outcome. Poor working/studying situation

and lower level of education were associated with poor

global outcome. Transition to psychosis was associated

with baseline, but not with follow-up SCPS scores or with

global outcome.

Conclusion The majority of CHR patients experience

good short-term recovery, but one-third have poor psy-

chosocial outcome. Good working situation is the major

indicator of good outcome, while low level of education

and non-white ethnicity seem to be associated with poor

outcome. Transition to psychosis has little effect on psy-

chosocial outcome in CHR patients. In treating CHR

patients, clinicians should focus their attention on a broader

outcome, and not only on preventing transition to

psychosis.

Keywords Clinical high-risk patients � Straus and

Carpenter Prognostic Scale � Prospective follow-up �
Psychosocial outcome

Introduction

Patients at risk of psychosis have been the focus of

intensive scientific and clinical research. Instruments for

detecting patients at high risk of psychosis [1, 2] and

predictive models for transition to psychosis have been

developed [3, 4]. According to follow-up studies, the rate

of transition to psychosis in high-risk patients varies

between 9 and 54 % with a decreasing time trend in the

2000s [5]. In two recent follow-up studies, transition

rates were 35 % in 2� years [3] and 19 % in 18 months

[4].

In addition to transition to psychosis, patient’s psycho-

social state is an important outcome criterion. It includes

both clinical and social aspects and offers a broader

approach to outcome in clinical high-risk (CHR) patients.

To ascertain psychosocial prognosis and the subsequent

outcome in schizophrenia, Strauss and Carpenter devel-

oped the Strauss and Carpenter Prognostic Scale (SCPS)

[6–9]. In these studies, SCPS and certain of its items

proved to be powerful predictors of outcome and useful for

assessment of psychosocial outcome.

In the multi-centre naturalistic European Prediction of

Psychosis Study (EPOS), a large number of young CHR

patients were extensively examined and prospectively fol-

lowed for 18 months [10]. All patients received treatment

according to the local treatment standard. In the present

study, our aim was to investigate (a) psychosocial baseline

state and follow-up outcome in CHR patients, (b) factors

associated with baseline situation and outcome, and (c) the

proportion of CHR patients with good or poor global

psychosocial outcome.

Subjects and methods

The investigation was carried out in accordance with the

latest version of the Declaration of Helsinki. Local ethics

committees of the participating universities or health-care

agencies approved the study. Written informed consent was

obtained from all participants and their parents if minors.

Design and study subjects

The EPOS project is a prospective follow-up study of 245

high-risk patients recruited between August 2002 and April

2006 in six centres: Cologne and Berlin in Germany, Turku

in Finland, Amsterdam in the Netherlands, and Birming-

ham and Manchester in the UK [4, 10].

Inclusion criteria of the EPOS project comprised cog-

nitive disturbances (COGDIS) assessed by the ‘Bonn Scale

for the Assessment of Basic Symptoms’ [11] and ultra-

high-risk criteria: attenuated psychotic symptoms (APS),

brief limited psychotic symptoms (BLIPS), and genetic risk

and reduction of function (GR-RF) assessed by the

‘Structured Interview for Prodromal Syndromes’ [2].

Exclusion criteria were: a psychotic episode for more than

1 week, i.e. fulfilling DSM-IV criteria of a brief psychotic

episode not only for 2 but for at least 7 days, as assessed

with SCID-I [12]; symptoms relevant for inclusion arising

from a known general medical disorder or drugs or alcohol

dependency; low verbal IQ (\85).

Clinical assessments

The baseline examination included socio-demographic

information and extensive clinical assessments [4, 10]. The

baseline global psychosocial situation and outcome were

assessed by the Strauss and Carpenter Prognostic Scale

(SCPS) [8]. SCPS encompasses 21 items comprising

information on the patient’s social situation (S), history

(H), and psychiatric state (P): (1A) quantity and (1B)

quality of useful work in the past year (S); (2) social class;

(3A) number and (3B) quality of social relationships

(S, H); (4) heterosexual relationships; (5) treatment facili-

ties used currently (P); (6) family history of psychiatric

symptoms (H); (7) earliest onset of any psychiatric symp-

toms (H); (8) action problems since the age of 12 years

(H); (9) flattened, diminished expression of feeling or

emotion in the past month (P, H); (10) duration of previous

hospitalisations (P, H); (11A) length of time since first

occurrence of hallucinations or delusions (H), (11B) lon-

gest period of severe (H) and (11C) any (H) psychiatric

problems; (12) presence of thought disorder, delusions or

hallucinations in the past year (P, H); (13) presence of

depression, hypomania or mania in the past year (P, H);

(14) precipitating events for most recent psychiatric upset
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(H); (15) reported severity of subjective distress in the past

month (P); (16) most usual ability to meet own basic needs

in the past year (P, H); and (17) most usual fullness of life

(S, H) [6–8, 13]. Fullness of life is a global assessment of

how actively an individual is involved in various activities

with gratification.

Wherever appropriate, the temporal reference for func-

tioning is the year prior to evaluation. Each item was rated

by the interviewer on a 5-point severity scale from 0 (poor

prognosis/state) to 4 (favourable prognosis/state). The

validity of the instrument has been tested in several studies

of schizophrenia patients and has shown acceptable inter-

nal consistency, test–retest reliability, and convergent

validity [14]. At baseline, SCPS was available from 244

patients.

Follow-up

According to the study protocol, follow-up assessments

took place at 9 and 18 months from baseline. Because

the main goal of the EPOS study was to detect transi-

tions to psychosis among CHR patients, all patients with

this transition were not followed for 18 months (mean

follow-up time 14.2 months [from 0 to 18 months]).

Therefore, and because of dropouts, at 18-month follow-

up, SCPS was available from 149 or 61.1 % of the 244

patients who had been examined by SCPS at baseline.

There were no statistical differences in socio-demo-

graphic variables and baseline SCPS sum scores (see

Table 1) between the patients with or without follow-up

SCPS sum scores.

Transition to psychosis was operationalised as a con-

tinuation of BLIPS, one or more psychotic symptoms

persisting for a time period longer than 1 week. During the

18-month follow-up, 37 transitions to psychosis were

identified. SCPS was available from 13 patients with and

136 without transition to psychosis. Study design, methods,

and clinical assessment of the patients are described in

more detail in previous articles [4, 10].

Statistical analyses

Our aim was to study the psychosocial state and outcome

with SCPS. Therefore, we omitted pure H SCPS items from

the analyses. As outdated items, social class and hetero-

sexual relationship were also omitted. All 12 S and/or P

SCPS items were selected for reliability analyses. Their

missing items (less than 4 %) were estimated by using

information from other instruments. In reliability analyses,

Cronbach’s alpha (0.610) was calculated for these 12

baseline items. Thereafter, items were omitted one by one

from the reliability analysis until Cronbach’s alpha (0.751)

no longer increased. The omitted four items were: (5)

treatment facilities used currently, (10) duration of previ-

ous hospitalisations, (12) presence of thought disorder,

delusions or hallucinations in the past year, and (15)

reported severity of subjective distress in the past month.

The study subjects had very few hospitalisations (5 and 10)

and no clear psychotic symptoms (12). In the case of

‘‘subjective distress’’, the item-total correlation was nega-

tive and reduced the Cronbach’s alpha most. The remaining

eight SCPS items (1A, 1B, 3A, 3B, 9, 13, 16, 17) were

selected for further analyses.

Two SCPS sum scores were calculated. The first sum

score (from 0 [poorest] to 32 [best]) included the eight

selected baseline items (BLSC8), and the second one (from

0 to 32) the same eight follow-up items (FOSC8). In

ANOVA, variance in BLSC8 was explained by all socio-

demographic variables (Table 1), and variance in FOSC8

by socio-demographic variables alone and when the effect

of baseline BLSC8 was controlled for. Differences between

BLSC8 and FOSC8 scores were tested by paired-sample

t test, and Pearson correlation was calculated between

BLSC8 and FOSC8.

BLSC8 and FOSC8 were analysed in cluster analysis

(two-cluster solution), and the difference between these

two clusters was explained by all socio-demographic

variables and by SCPS items in stepwise logistic regression

analysis. Transition to psychosis was cross-tabulated with

clusters and tested by v2 test. Statistical analyses were

performed using SPSS (version 19.0) for Windows. P val-

ues below 0.05 (two tailed) were considered statistically

significant. However, some non-significant associations are

also reported.

Results

SCPS sum scores

SCPS sum score distributions are presented in Fig. 1.

FOSC8 was significantly greater (t -4.963, df 148,

p \ 0.001) than BLSC8, indicating that the patients’ psy-

chosocial state improved during the 18-month follow-up

(mean 2.2, SD 5.4, range 14–20). However, correlation

between BLSC8 and FOSC8 was high (r = 0.556;

p \ 0.001).

Socio-demographic background and SCPS sum scores

The socio-demographic characteristics of the EPOS sample

are shown in Table 1. The EPOS subjects were young

(mean age 22.4 years) and a majority of them were single,

lived with their parents, and in a highly populated area.

Men were slightly over-represented, and less often, not

significantly, married/cohabitating (14.5 %) than women
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(24.3 %, p = 0.069). About two-thirds of the patients were

working or studying full-time. Less than one-fifth were

non-white.

Table 1 also shows SCPS sum scores at baseline and

follow-up. At baseline, men and singles had lower BLSC8

scores than women and ever-married/cohabiting patients.

On the other hand, working or studying patients had higher

BLSC8 scores compared with others. In BLSC8 scores,

there was no difference by socio-demographic variables

between the followed and non-followed patients.

Of the baseline socio-demographic variables, only edu-

cation years and work situation were significantly associ-

ated with FOSC8. The patients working/studying and those

with a higher level of education had higher FOSC8 than

others.

For analysing changes between baseline and follow-up

state, we subtracted BLSC8 from FOSC8. A positive

(FOSC8 minus BLSC8) score means improvement in

Table 1 Socio-demographic background of the study subjects and their baseline (BLSC8) and follow-up (FOSC8) sum scores

BLSC8 FOSC8

n % Mean SD p n % Mean SD p

All 244 100 21.8 5.4 149 100 23.8 5.9

Gender 0.046 0.379

Men 137 56.1 21.2 5.6 77 51.7 24.2 5.5

Women 107 43.9 22.6 5.1 72 48.3 23.4 6.4

Age 0.828 0.565

\17 39 15.9 22.4 4.9 25 16.8 23.8 6.3

18–20 76 31.0 21.9 5.9 48 32.3 22.6 6.6

21–25 65 26.5 21.7 4.9 39 26.2 25.6 4.4

[26 65 26.5 21.4 5.8 37 24.8 23.6 5.9

Marital status 0.023 0.565

Single 198 81.1 21.4 5.4 122 81.9 23.7 5.9

Ever married/cohabiting 46 18.9 23.4 5.2 27 18.1 24.4 6.0

Living situation 0.354 0.750

Alone 59 24.2 21.6 5.4 34 22.8 24.5 5.2

With partner 29 11.9 23.4 5.6 18 12.1 24.3 6.7

With parents 123 50.4 21.4 5.6 79 53.0 23.3 6.3

Other 33 13.5 21.9 4.7 18 12.1 24.3 4.6

Education years 0.167 0.042

[15 63 25.8 22.6 5.1 40 26.8 25.8 4.4

12–14 130 53.3 21.2 5.5 82 55.0 23.0 6.2

\11 51 20.9 22.4 5.5 27 18.1 23.4 6.7

Work situation \0.001 \0.001

Full- or part-time work or education 164 67.2 23.5 4.3 98 65.8 25.3 4.7

Unemployed 37 15.2 19.4 5.5 26 17.4 22.6 5.8

Unable to work (sickness/disability) 43 17.6 17.1 5.5 25 16.8 19.3 7.7

Ethnic group 0.392 0.132

White 204 83.6 21.9 5.4 124 83.2 24.2 6.1

Afro-Caribbean/African/Asian/other 40 16.4 21.1 5.8 25 16.8 22.2 4.8

Followed 0.657

Yes 149 61.1 22.0 5.5

No 95 38.9 21.7 5.4

0
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40
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Fig. 1 SCPS sum score distributions (BLSC8 = baseline, FOSC8 =

follow-up)
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psychosocial state. Men experienced more improvement

than women (mean/SD 3.2/5.7 vs. 1.0/4.8, p = 0.012) and

subjects older than 21 years more improvement than

younger ones (mean/SD 3.3/4.7 vs. 1.0/5.8, p = 0.008).

Additionally, white patients experienced improvement,

while patients with a non-white ethnic origin showed

no improvement at all (mean/SD 2.7/5.2 vs. –0.8/5.5,

p = 0.002).

Predictive models

In multivariate ANOVA, BLCP8 was explained by ever-

married/cohabitating situation and good work situation at

baseline, and FOSC8 by higher level of education, good

work situation at baseline, and white ethnicity (Table 2).

When the effect of BLSC8 was controlled for, only eth-

nicity (p = 0.006) had a significant association with

FOSC8.

Because both BLSC8 and FOSC8 include two work

items (1A. quantity and 1B. quality of useful work in the

past year), we recalculated these models with the depen-

dent variables BLSC6 and FOSC6 from which these two

items were omitted. In the first model, baseline work sit-

uation was associated significantly (p \ 0.001), but marital

status only non-significantly (p = 0.071) with BLSC6. In

the second model, baseline work situation (p \ 0.001),

education years (p = 0.047), and ethnicity (p = 0.007)

significantly predicted FOSC6. When the effect of BLSC6

was controlled for in the second model, ethnicity

(p = 0.005) still had a significant association with FOSC6.

Global outcome

In cluster analysis of BLSC8 and FOSC8, two clusters

were formed and named: poor (n = 53, 35.6 %) and good

(n = 96, 64.4 %) global outcome. SCPS sum scores

(means/SD) for good global outcome were 24.5/3.4 (BLSC8)

and for poor global outcome 16.5/4.7 (p \ 0.001). For

FOSC8, the corresponding figures were 27.2/3.2 and 17.7/

4.7 (p \ 0.001). It is worth noting that in the poor global

outcome group, BLSC8 and FOSC8 were almost identical

(t -1.339, df 52, p = 0.186), indicating no clear recovery

in this group, while in the good global outcome group,

there were clear (t -5.818, df 95, p \ 0.001) increases in

SCPS scores.

As expected, global outcome associated highly signifi-

cantly (p \ 0.001) with all SCPS items. In stepwise logistic

regression analysis, items 1a (quantity of useful work), 3a

(number of social relations), 9 (flattened diminished

expression of feeling or emotion), and 17 (most usual

fullness of life) entered into the model (Table 3).

Of the baseline variables, work situation associated

strongly with global outcome. Nearly three-fourths

(72.0 %) of the patients unable to work, 50 7 % of the

unemployed, and 22.4 % of working/studying patients

belonged to the poor global outcome group. In the logistic

regression model, poor work situation and low level of

education at baseline were associated with poor global

outcome (Table 4).

Transition to psychosis

BLSC8 was lower in the 13 patients who later experienced

transition to psychosis than in the 136 patients without

transition to psychosis (mean/SD 17.8/5.9 vs. 22.5/5.0,

Table 2 Explanation of variance of baseline (BLSC8) and follow-up

(FOSC8) SCPS sum scores by socio-demographic background vari-

ables in ANOVA (Figures for significant associations only)

BLSC8 FOSC8

p CI 95 % p CI 95 %

Gender

Men

Women

Marital status

Ever married/

cohabiting

0.022 0.256–3.314

Single 1

Education years 0.040

[15 0.062 -0.124–5.518

12–14 0.982 -2.390–2.335

\11 1

Work situation \0.001 \0.001

Full- or part-

time work or

education

\0.001 4.831–8.027 \0.001 4.064–8.853

Unemployed 0.028 0.257–4.442 0.012 0.836–6.782

Unable to work

(sickness/

disability)

1 1

Ethnic group

White 0.016 0.544–5.273

Afro-Caribbean/

African/Asian/

other

1

Table 3 Stepwise logistic regression of global outcome by BLSC8

SCPS items p OR CI 95 %

1a. Quantity of useful work \0.001 2.059 1.405–3.016

3a. Number of social relations \0.001 2.540 1.556–4.147

9. Flattened diminished expression

of feeling or emotion

\0.001 2.729 1.555–4.790

17. Most usual fullness of life 0.004 3.269 1.465–7.292
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p \ 0.001). However, there was no significant difference in

FOSC8 between those with transition or non-transition to

psychosis during the 18-month follow-up (mean/SD 22.5/

6.0 vs. 24.0/5.9, p = 0.385). Seven (13.0 %) of the patients

with poor and six (6.3 %) with good global outcome

(Fisher exact test p = 0.224) had a transition to psychosis.

Discussion

To our knowledge, this is the first study using the Strauss

Carpenter Prognostic Scale for the prediction of psycho-

social outcome in CHR patients. The SCPS has been

widely used in studying the prediction of outcome in

schizophrenia [6–8, 13, 15]. In a recent study of schizo-

phrenia and schizophrenia spectrum disorders, SCPS was

found to be a valuable tool to detect early improvers

already at the initiation of antipsychotic treatment [16].

This study extends the applicability of the SCPS to the

study of a broader psychosocial outcome in CHR patients.

Work and education

Of the baseline factors, working situation, including

studying, was a strong predictor of short-term psychosocial

outcome in CHR patients. The majority of the patients who

were unemployed or unable to work belonged to the poor

global outcome group. It is important to note that the

baseline work situation remained a significant predictor

even when the items related to work were subtracted from

the follow-up outcome indicator. In addition to work sit-

uation, the number of education years was associated with

short-term outcome.

Work situation or ability to work predict short- and

long-term outcome in first-episode schizophrenia [17–20],

while work, indicated by ability to work, work skills, paid

work, work history, etc., is a key question in instruments

used for predicting and measuring outcome in psychoses

[21, 22]. In the present, non-psychotic patient sample, work

situation proved to be an equally important predictor as in

psychotic patients who may have lost their job or working

ability due to rather severe symptoms preceding the first

admission.

It is possible that in our CHR patients, becoming

unemployed or unable to work and possibly interrupted

education were partially caused by early non-psychotic or

prodromal symptoms not yet leading to help seeking. Thus,

the CHR patients, as well as first-episode patients with

psychosis [23], who are unemployed or unable to work,

require special attention and vigorous rehabilitation mea-

sures to improve their psychosocial outcome. It is expected

that in CHR patients, active vocational rehabilitative

interventions could be at least as effective as in psychotic

and more chronic patients [24–26]. Vocational support

seems to be important also for adolescents after an episode

of psychotic mood disorder [27].

Gender and marital status

At baseline, males’ psychosocial situation was poorer than

that of females, but at follow-up there was no longer any

gender difference in psychosocial outcome. There was also

no gender difference in global outcome. Single patients also

had a poorer baseline psychosocial situation, but as in the

case of gender, at follow-up there was no longer any differ-

ence between single and ever-married/cohabitating patients.

The results of the present study differ slightly from

those obtained in studies on patients with schizophrenia. In

several first-episode studies, males and singles with

schizophrenia had poorer outcome than females and ever

married [e.g. 17, 18, 28–33]. In a large sample of subjects

with various psychotic disorders, within each diagnostic

group, women reported better premorbid functioning, a

more benign illness course, lower levels of disability, and

better integration into the community than men. They were

also less likely to have a chronic course of illness. Greater

social integration and functioning in women across diag-

nostic groups may well reflect culturally and socially

determined gender differences [34].

These outcome differences between first-episode

schizophrenia and CHR patients are probably explained by

the age of samples and gender differences in seeking help.

For the EPOS study, we recruited young patients, mean age

22 years, and therefore also the gender difference in mar-

ital/cohabitating status remained smaller, although it was in

the direction that females had formed an intimate rela-

tionship more often than males. Usually, young males seek

help less actively than females [35]. Thus, it is possible that

also in this EPOS sample, due to delayed help seeking,

males—often single—were more disturbed than females at

baseline examination. Thereafter, they recovered so well

Table 4 Stepwise logistic regression of global outcome by socio-

demographic data

p OR CI 95 %

Education years 0.055

[15 0.059 3.205 0.955–10.756

12–14 0.948 0.968 0.369–2.511

\11 1

Work situation \0.001

Full- or part-time work or

education

\0.001 10.095 3.552–28.691

Unemployed 0.072 3.054 0.905–10.307

Unable to work (sickness/

disability)

1
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that at follow-up their psychosocial situation was equal to

that of females. This finding indicates that early interven-

tion, carried out during the clinical prodromal phase, can

improve the delayed psychosocial development of young

CHR men and probably prevent them from falling behind

females’ psychosocial development. The gender difference

in seeking help can also explain the non-existing marital

outcome difference at follow-up. In older samples with

schizophrenia, men and singles had more time to fall

behind in psychosocial development and, therefore, their

outcome also remained poorer than that of females [36].

After psychosis, even an intensive psychosocial treatment

programme seems not to improve social network in first-

episode schizophrenic disorders [37].

Ethnicity

An important finding concerned ethnicity and outcome.

In baseline SCPS scores, there were no significant dif-

ferences between ethnic groups, but during follow-up,

psychosocial recovery was clearly better in white than

in non-white subjects, who did not experience any

improvement and, at follow-up, had a poorer outcome

when the effects of baseline education and working situ-

ation were taken into account. Possibly because of the

small number of non-white subjects, ethnicity was not

associated with global outcome in univariate analysis.

However, in modelling, when the effect of other variables

was taken into account, being non-white increased the risk

of poor global outcome. Additionally, positive recovery of

psychosocial situation was clearly poorer in non-white

than in white subjects.

Several studies have found high psychosis rates in ethnic

minorities, in particular among Afro-Caribbean and other

Black immigrants [38]. The excess of psychosis appears to

be partly explained by their socioeconomic disadvantage

[39]. Their psychosocial outcome also seems to be poorer

than that of the original population. In studies with

schizophrenia patients compared with white patients, black

patients had a poorer outcome in terms of readmissions

[40], and African American patients had a slower rate of

improvement in social functioning [41]. The results of the

present study, together with earlier studies on different

patient samples, emphasises the fact that people of minor

ethnic groups need special attention and interventions tai-

lored to their special needs for improving their life in

general and their psychosocial outcome specifically.

Global outcome

Statistically expressed, one-third of CHR patients have a

poor global psychosocial outcome. Their global state was

rather poor already at baseline, and during a short-term

follow-up did not improve significantly. Of the baseline

socio-demographic data, poor working status and low level

of education at baseline were the major indicators of this

poor global outcome group. On the other hand, the baseline

SCPS items describing quantity of useful work, number of

social relationships, flattened affects and fullness of life

entered into the global outcome model. Both these findings,

obtained in different statistical modelling, emphasise the

need for comprehensive rehabilitating interventions com-

prising measures improving working and social relations

and negative symptoms.

Transition to psychosis and psychosocial outcome

In the present study, the association between psychosocial

outcome, indicated by follow-up SCPS scores and global

outcome, and transition to psychosis remained weak. This

result is in line with those of patients with schizophrenia:

the outcome consists of several semi-independent processes

best conceptualised as open-linked systems [6, 7].

According to this system theory, for example, the causes

behind poor work or social functioning may be quite dif-

ferent from the causes of symptomatology. Therefore,

focused treatment for each of several systems of function

may be required [6]. In this multi-dimensional outcome

system, psychotic positive symptoms seem to play a minor

role. In first-episode schizophrenia patients, contrary to

negative symptoms, positive symptoms did not associate

with outcome defined as the maintenance of grip on life and

goals of life [42]. More recently, Schennach-Wolff et al.

[16] found that in schizophrenia and schizophrenia spec-

trum patients, amongst others, a higher PANSS positive

sub-score was a significant predictor of early improvement

defined as a C30 % PANSS total score reduction within the

first two treatment weeks. In a sample of CHR subjects,

lower levels of negative and mood/anxiety symptoms were

related to increased likelihood of both symptomatic and

functional recovery. Psychosocial functioning was a robust

predictor of clinical outcome, and there was no great dif-

ference between the patients who converted and those who

did not convert to psychosis [43].

In CHR patients, positive psychotic-like (sub-threshold)

symptoms predict transition to psychosis [3, 4]. It is, thus,

understandable that transition to psychosis, factors pre-

dicting these transitions, and interventions for preventing

transition to psychosis in CHR patients have been the focus

of recent clinical research. However, transition to psycho-

sis is not the only, and not even the major aspect of out-

come in CHR patients. Help-seeking individuals meeting

CHP criteria suffer from multiple psychosocial problems

which they need to be treated for [44–46]. We need a

broader approach both in research and interventions for

improving the life of CHR patients.
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Limitations

Because of the study design, we were able to follow only

61 % of the original sample. The EPOS was planned to

detect transitions to psychosis of CHR patients and, in a

number of cases, patients were not followed after transi-

tion to psychosis. Additional dropouts also decreased the

number of patients examined at 18 months. However, there

were no significant differences in socio-demographic

variables and baseline SCPS sum scores. Thus, to a certain

extent, the findings of the follow-up can be generalised to

the whole CHR sample.

The SCPS is developed for predicting and describing

outcome in patients with schizophrenia [6, 7]. Therefore,

some of its 12 items which were originally selected seemed

not to be suitable for studying psychosocial state and out-

come in CHR patients. For example, very few CHR

patients had been hospitalised before baseline and during

the follow-up period. For the same reason, the researchers

also had difficulties assessing ‘‘the longest period of severe

psychiatric problems’’. Therefore, the number of items was

reduced by using reliability analysis, and the sum of the

eight items which did not reduce Cronbach’s alpha was

accepted to describe the subjects’ psychosocial state and

outcome. Despite these structural limitations, the SCPS has

proved to be feasible for predicting and describing psy-

chosocial outcome in CHR patients.
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