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The term prodrome refers to the development of  
early signs and symptoms prior to the characteristic 

symptomatology of an acute, full-blown disorder.1 The schizo-
phrenia prodrome has been conceptualized retrospectively 
as a prepsychotic state (an attenuated form of psychosis) or 
prospectively as a syndrome conferring an increased vulner-
ability to developing psychosis.2 Prodromal features include 
nonspecific psychiatric symptoms, early negative symptoms, 
and subthreshold or attenuated positive symptoms and disor-
ganization. Nonspecific symptoms include anxiety, dysphoria, 
irritability, and sleep disturbance; early negative symptoms are 
typified by anhedonia, apathy, asociality, avolition, blunted 
affect, impaired concentration, low energy, and social with-
drawal; and subthreshold positive symptoms include ideas of 
reference, brief and intermittent hallucinations or delusions, 
suspiciousness, perceptual abnormalities, unusual thought 
content, and trouble with thinking.3–10

Approximately 80% of patients with schizophrenia remem-
ber their prodromal phase.11 Though traditionally viewed as 
an inherently retrospective construct, attempts to prospec-
tively identify potentially prodromal adolescents and young 
adults have begun in recent years. In doing so, the prodrome 
is conceptualized prospectively as an “at-risk mental state,”12 
indicating that an affected person is at that time more likely 
to develop psychosis in the near future than someone with-
out such symptoms. If symptoms resolve, then the degree of  
increased risk may diminish as well.13 Considerable research 
has begun attempting to accurately identify which patients 
with putative prodromal symptoms will later develop schizo-
phrenia.13,14 In an effort to improve the accuracy of prospective 
prediction of initial psychosis, attempts to characterize the 
prodrome include groupings of multiple prodromal symp-
toms and other known associated risk factors (eg, genetic risk 
determined by family history of psychotic illness, the presence 
of schizotypal personality disorder) into clinically relevant 
syndromes. The Personal Assessment and Crisis Evaluation 
(PACE) program in Australia, and the Prevention through Risk 
Identification, Management and Education (PRIME) program 
in North America, have developed descriptions of 3 types of 
“ultra-high risk status”: an attenuated positive symptom syn-
drome; a brief, intermittent psychosis syndrome; and a genetic 
risk and recent deterioration syndrome.1,10,15–17 Similarly, the  
Hillside Recognition and Prevention program has delineated 
a “clinical high risk (CHR) status” that involves categorization 
into CHR– (attenuated negative or disorganized symptoms) 

Objective: Because many heterogeneous  
symptoms and substantial psychosocial impair-
ment develop during the prodrome of nonaffective 
psychosis, it is imperative to further characterize the 
prodrome, both retrospectively and prospectively. 
This study describes the prodromal period of 109 
hospitalized first-episode patients from an urban, 
socially disadvantaged, predominantly African 
American population.

Method: Detailed data were gathered using 
established measures. Diagnoses of psychotic disor-
ders were determined with the Structured Clinical 
Interview for DSM-IV Axis I Disorders. The pro-
dromal period was described, exploratory factor 
analysis was conducted to assess the latent structure 
of 14 prodromal features, and patients with and 
without a retrospectively determined prodrome 
were compared on a number of sociodemographic 
and clinical variables.

Results: Some 76 patients (69.7%) had an iden-
tifiable prodrome, and the median duration of the 
prodrome was 107.7 weeks. The most prevalent pro-
dromal features were deterioration in role function 
(65.8%), suspiciousness (63.2%), social withdrawal 
(60.5%), and trouble with thinking (57.9%). Fac-
tor analysis revealed 3 factors, termed depressive/
deficit, subthreshold positive, and brief, intermittent 
psychotic symptoms, which were highly consistent 
with recently described prodromal syndromes in 
prospective research efforts. Patients without an 
identifiable prodrome had higher mean social  
functioning scores—in social engagement, proso-
cial, and employment domains—compared to those 
with an identifiable prodrome. Only 11 participants 
(14.5%) had sought professional help during the 
prodrome.

Conclusions: Given the highly variable duration 
and phenomenology of the prodrome, and the fact 
that relatively few individuals in this sample had 
sought professional help during their prodromal 
period, further research is needed to inform efforts 
aimed at identification of and intervention during 
the prodromal period of nonaffective psychosis.
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or CHR+ (attenuated positive symptoms and attenuated  
negative/disorganized symptoms).18,19

Numerous symptoms and a substantial level of disabil-
ity and deterioration in functioning often develop during 
the prodromal phase of psychotic disorders.1,7,13,20–23 That 
is, the social disability associated with schizophrenia often 
develops long before formal diagnosis or initiation of treat-
ment.21,24 Additionally, studies involving individuals at high 
risk for psychosis have found that neuropsychological deficits 
in this population are associated with poor social and role 
functioning.25 Meaningful levels of symptoms, functional dis-
ability, and cognitive impairment suggest a potential point 
of therapeutic intervention prior to the development of psy-
chotic symptomatology. In fact, in some settings, psychiatric 
services are sought by some individuals before or during the 
prodrome,26 further indicating that these patients form a 
clinical population deserving of focused research.

While ongoing prospective prodromal/high-risk research 
is critical, understandings of the prodrome also can continue 
to be informed by retrospective prodromal research con-
ducted at the time of the first evaluation and treatment for 
psychosis. To date, most retrospective research on the pro-
drome has focused on nonminority populations. For example, 
although prior studies were commonly conducted in semi-
urban areas and likely included some minority participants, 
the authors know of no studies focusing on the prodrome 
in a predominantly African American population (eg, a 
MEDLINE search combining the terms African American 
or African Americans and prodrome revealed no published 
citations at the time of writing of this report). Despite this 
lack of research, prior studies indicate that first-episode pa-
tients from urban, minority populations,27–31 including urban  
African Americans,32,33 have protracted treatment delays and 
less than optimal pathways to care. This suggests that the phe-
nomenology and course of their prodromal syndromes also 
should be characterized.

The current descriptive study—conducted in a sample of 
urban, socially disadvantaged, low-income, predominantly 
African American, hospitalized first-episode patients—had 5 
objectives. First, the proportion of first-episode patients who 
had retrospective evidence of a prodrome was determined and 
the median duration of the prodrome was calculated. Second, 
the prevalences of 14 retrospectively assessed prodromal signs 
and symptoms were examined. Third, intercorrelations among 
these specific prodromal signs and symptoms were computed, 
and an exploratory factor analysis was conducted. Fourth, 
participants without a retrospectively determined prodromal 
period were compared to those with an identifiable prodrome 
in terms of a number of select sociodemographic and clinical 
variables. Fifth, the proportion who reported having sought 
professional help during the prodrome was assessed.

METHOD

Setting and Sample
Participants involved in this analysis—all of whom were 

hospitalized in a psychiatric unit of a large, university-affiliated, 

public-sector hospital or an urban county psychiatric cri-
sis center—were enrolled in a study investigating potential 
determinants of the duration of untreated psychosis. Both 
settings care for patients who have public-sector insurance 
(eg, Medicaid) or no health insurance and serve a predomi-
nantly low-income, urban, African American population 
in Atlanta, Georgia. Although the majority of uninsured 
first-episode patients requiring hospitalization are admit-
ted to these 2 psychiatric units within 2 of the counties of 
this metropolitan area, patients with public or private insur-
ance may be admitted to private psychiatric units as well. 
For the baseline portion of the overarching study, patients 
completed a clinical research assessment during hospitaliza-
tion, after acute psychosis was stabilized sufficiently to allow 
for informed consent and research participation. This study 
was approved by all relevant institutional review boards.

The current study included 109 participants (83 males 
and 26 females) with first-episode nonaffective psychosis 
recruited between July 2004 and June 2008. Inclusion crite-
ria required that patients were aged 18–40 years, were able 
to speak English, had a Mini-Mental State Examination 
(MMSE)34,35 score of ≥ 23, and were able to give informed 
consent after a full explanation of procedures and possible 
benefits and risks was provided. Exclusion criteria included 
the presence of a significant medical condition that could 
compromise ability to participate in the evaluation, known 
mental retardation (as determined by the patient’s, fam-
ily’s, or treating clinician’s report of a prior diagnosis), prior 
outpatient antipsychotic treatment of > 3 months duration, 
and previous hospitalization for psychosis prior to 3 months  
before index hospitalization.

This sample was recruited from 281 consecutive referrals. 
Among the 89 ineligible for participation, 19 had history of 
> 3 months of prior antipsychotic treatment or a prior hos-
pitalization, 13 were outside the age range of 18–40 years, 12 
did not receive a clinical diagnosis of nonaffective psychosis, 
11 were referred from a site not participating in the study, 
5 were deemed to not be in a first episode of psychosis, 4 
were unable to speak English, 3 did not have the capacity to 
give informed consent, 2 scored < 23 on the MMSE, 2 had 
a previous diagnosis of mental retardation, and 18 were not 
eligible for other reasons. Of the 192 eligible patients, 52 did 
not participate due to refusal and 31 were discharged from 
the hospital before an assessment could be conducted.

Instruments
Basic sociodemographic data were obtained. Diagno-

ses of psychotic disorders and substance use disorders 
were determined with the Structured Clinical Interview 
for DSM-IV Axis I Disorders (SCID-I),36 using all avail-
able sources of data, including the patient assessment, a 
thorough chart review, and an informant/family member 
interview when possible. Basic clinical data were collected, 
including history of treatment-seeking and hospital 
length of stay. Symptoms were rated with the Positive and  
Negative Syndrome Scale (PANSS),37 using data gath-
ered from a chart review and an in-depth semistructured 
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interview focused on the patient’s recent (past-month) 
symptoms.

To address the complexities involved in pinpointing exact 
dates for the onset of prodromal and psychotic symptoms, 
conventions were employed as described previously,32,38 
such as extensive cross-referencing with milestones and 
memorable anchoring events (eg, birthdays, holidays).  
Consensus-based best estimates of the onsets of pro-
drome and psychosis were derived using both patient and  
informant/family member data (when available) from the 
Symptom Onset in Schizophrenia (SOS)39 inventory and 
select items from the semistructured Course of Onset and  
Relapse Schedule/Topography of Psychotic Episode40 in-
terview. These instruments were selected to provide 2 
approaches to deriving dates of onset using structured, stan-
dardized techniques. Dating the onset of the prodrome was 
operationalized as the date of first prodromal symptom(s), 
from among 14 provided in the SOS, contiguous (without 
clearly discernible periods of wellness intervening) with 
subsequent onset of psychosis.41 Duration of prodrome was 
defined as the number of weeks from onset of prodromal 
symptoms to onset of psychosis. Regarding the latter time 
point, dating the onset of psychosis was operationalized as 
the date at which hallucinations or delusions were estimated 
to have crossed a PANSS threshold of ≥ 3 for either or both 
of those items.

Social behaviors and functioning were assessed with 
the Social Functioning Scale (SFS),42 a reliable and valid 
71-item questionnaire specifically developed for assessing 
individuals with schizophrenia. Items inquire into abilities 
and performance in 7 areas: social engagement/withdrawal, 

interpersonal behavior, independence-performance, 
recreation, prosocial, independence-competence, and em-
ployment. Higher scores indicate higher levels of social 
competence.

Data Analysis
Basic descriptive statistics were examined for sociodemo-

graphic and clinical variables. Correlations among the SOS 
items (14 prodromal signs and symptoms) were calculated. 
Principal components analysis was conducted, followed by 
exploratory factor analysis with varimax rotation. Correla-
tions between derived “subscale” scores then were assessed. 
Independent samples Student t tests were used to compare 
patients with and without a retrospectively determined pro-
drome on a number of variables. All analyses were conducted 
using SPSS 15.0 (SPSS Inc, Chicago, Illinois).

RESULTS

Among the 109 patients, the most common diagnosis 
was schizophrenia, paranoid type (n = 48, 44.0%), followed 
by schizophreniform disorder (n = 22, 20.2%), other schizo-
phrenia subtypes (n = 14, 12.8%), psychotic disorder not 
otherwise specified (n = 12, 11.0%), schizoaffective dis-
order (n = 8, 7.4%), brief psychotic disorder (n = 4, 3.7%) 
and delusional disorder (n = 1, 0.9%). Sociodemographic 
characteristics of the sample are shown in Table 1. The 
mean ± SD age was 23.1 ± 4.7 years (range: 18–39), 83 (76.1%) 
of the patients were male, and 98 (89.9%) self-identified as  
African American. Despite the fact that all patients were ≥ 18 
years of age, nearly half of the sample (n = 48, 44.0%) had 
not graduated from high school.43 Almost all of the partici-
pants (n = 100, 91.7%) were single and never married, only 
42 (38.5%) had been employed during the month prior to 
hospitalization, and 76 (69.7%) had been living with family 
members prior to admission. Remarkably, the majority of  
the patients (n = 63, 57.8%) had been incarcerated at least 
once (C.E. Ramsay, MPH, unpublished data, 2010), further 
attesting to the sample’s level of psychosocial adversity.

Thirty-three patients (30.3%) were assessed to have no  
evidence of a prodrome. Among the 76 (69.7%) patients with 
an identifiable prodrome, the median duration was 107.7 weeks 
(mean ± SD: 148.6 ± 140.7; range: 4.0–482.1). Prevalences of 
specific prodromal signs and symptoms meeting the SOS- 
defined prodromal threshold are shown in Table 2. Among 
the patients having had a prodrome, 50 (65.8%) reported 
deterioration in role function, 48 (63.2%) described suspi-
ciousness, 46 (60.5%) endorsed social withdrawal, and 44 
(57.9%) had trouble with thinking during the prodromal 
period. Among the 74 patients with ratings on all 14 pro-
dromal symptoms, the numbers of prodromal symptoms that 
were endorsed are shown in Table 3. The majority (n = 60, 
81.1%) reported ≥ 4 signs and symptoms, and 13 (17.7%) 
reported ≥ 8.

Table 4 displays statistically significant correlations  
between the 14 prodromal signs and symptoms, which were 
generally modest to moderate in magnitude. The strongest 

Table 1. Sociodemographic Characteristics of Hospitalized 
Patients With a First Episode of Nonaffective Psychosis 
(N = 109)
Characteristic Valuea

Age, mean ± SD, y 23.1 ± 4.7
Gender, male 83 (76.1)
Race/ethnicity

Black/African American 98 (89.9)
White/European American 7 (6.4)
Asian American 2 (1.8)

Level of educational attainment
Did not graduate high school 48 (44.0)
High school graduate 21 (19.3)
Trade or vocational school 6 (5.5)
Some college 23 (21.1)
College graduate 10 (9.2)

Marital status
Single and never married 100 (91.7)
Married or living with a partner 5 (4.6)
Divorced 4 (3.7)

Employed during the month prior to hospitalization 42 (38.5)
Who the patient lived with prior to admission

Alone 10 (9.2)
With family members 76 (69.7)
With boyfriend, girlfriend, partner, or spouse 5 (4.6)
With friends 8 (7.3)
Homeless 4 (3.7)
Other 6 (5.5)

History of incarceration 63 (57.8)
aValues are shown as n (%) unless otherwise stated.
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correlations were between suspiciousness and ideas of refer-
ence (0.48), decreased experience of emotion and decreased 
expression of emotion (0.41), avolition and ideas of reference 
(0.38), and unusual thought content and ideas of reference 
(0.38). All other correlations were ≤ 0.32. These modest to 
moderate positive coefficients indicated that the correlation 
matrix was factorable.

An initial principal components analysis revealed 5 factors 
with eigenvalues > 1.0, accounting for 59.0% of the variance. 
The Kaiser-Meyer-Olkin measure of sampling adequacy was 
0.62. Examination of initial eigenvalues, cumulative propor-
tion of variance explained, and the scree plot revealed that 3 
factors were relevant for further analysis (with initial eigen-
values of 2.80, 1.90, and 1.33). The factor analysis was then 
limited to these 3 factors, which accounted for 43.1% of the 
variance. Extraction communalities of the 14 items (which 
represent the proportion of variance in the item accounted 
for by the factors) ranged from 0.05 for social withdrawal to 
0.56 for brief and intermittent hallucinations.

The factor solution, after varimax rotation, revealed 
the factor loadings shown in Table 5, based on the a priori 
decision that items with factor loadings ≥ 0.30 would be 
deemed meaningful, and that only the highest factor load-
ing for each item would be considered. The first factor, 
which hereafter is referred to as depressive/deficit, included 
6 items: dysphoric mood, sleep disturbance, deterioration 
in role function, avolition, decreased expression of emo-
tion, and decreased experience of emotion. The second 
factor, called subthreshold positive, included 4 items: ideas 
of reference, suspiciousness, unusual thought content, and 
perceptual abnormalities. The third factor, called brief,  
intermittent psychotic symptoms, included 2 items: brief and 
intermittent hallucinations, and brief and intermittent delu-
sions. Cronbach α internal consistency coefficients for these 
3 factors were .63, .56, and .55, respectively, indicating an 
adequate level of internal consistency (though the limited 
number of items in each factor must be recognized). “Sub-
scale” scores were derived by summing the number of items 
endorsed from among those items in each factor with load-
ings ≥ 0.30. The correlation between the depressive/deficit 
and subthreshold positive domain scores was r = 0.14 (not 

significant), the correlation between the depressive/deficit 
and brief, intermittent psychotic symptoms domain scores 
was r = 0.10 (not significant), and the correlation between 
the subthreshold positive and brief, intermittent psychotic 
symptoms domain scores was r = 0.33 (P = .05), indicating 
that the factor analysis resulted in 3 quite distinct factors, 
though the latter 2 were modestly correlated. 

The 33 participants without evidence of a prodrome 
were compared with the 76 with an identifiable prodrome 
in terms of the following variables: age, gender, years of edu-
cation completed, history of incarceration, the presence of 
alcohol abuse or dependence, the presence of cannabis abuse 
or dependence, duration of untreated psychosis, PANSS sub-
scale scores, SFS subscale scores, and hospital length of stay. 
Among these variables, only 3 were significantly different 
between the 2 groups. Specifically, first-episode patients 
without an identifiable prodrome had a higher mean ± SD 
SFS social engagement subscale score (9.9 ± 2.4) compared to 
those who had experienced a prodrome (8.4 ± 3.1; t94 = 2.61, 
P = .01). Similarly, those without an identifiable prodrome 
had a higher mean ± SD SFS prosocial subscale score 
(25.7 ± 10.3) compared to those who described having had 
a prodrome (19.4 ± 11.2; t94 = 2.49, P = .02). Of note, these 2 
SFS subscale scores, which reflect social competence prior to 
hospitalization, were modestly, though not strongly, corre-
lated (r = 0.29, P = .004). Finally, those without an identifiable 
prodrome had a higher mean ± SD SFS employment subscale 
score (6.3 ± 2.7) compared to those who endorsed having  
experienced a prodrome (5.0 ± 2.4; t92 = 2.42, P = .02).

Of the 76 patients describing a prodromal period, only 11 
(14.5%) had sought professional help during the prodrome: 
3 saw a primary care/family physician, 6 visited a mental 
health professional, and 1 had contact with a police officer 
specifically due to psychiatric symptoms.

DISCUSSION

A variety of symptoms and a substantial amount of  
disability commonly develop during the prodrome. This, 
along with the need for improved accuracy in the prospec-
tive prediction of initial psychosis, suggests that ongoing 
research, both retrospective and prospective, on the prodro-
mal phase of schizophrenia is critical. This study described 
the retrospectively assessed prodromal period in a sample of 
urban, socially disadvantaged, low-income, predominantly 
African American, hospitalized first-episode patients. Just 

Table 2. Prevalences of Specific Prodromal Signs  
and Symptoms Meeting the Symptom Onset in Schizophrenia–
Defined Prodromal Threshold (n = 76)
Sign/Symptom n (%)
Dysphoric mood 26 (34.2)
Sleep disturbance 37 (48.7)
Ideas of reference 27 (35.5)
Suspiciousness 48 (63.2)
Unusual thought content 31 (40.8)
Trouble with thinking 44 (57.9)
Perceptual abnormalities 22 (28.9)
Brief, intermittent hallucinations 25 (32.9)
Brief, intermittent delusions 14 (18.4)
Deterioration in role function 50 (65.8)
Social withdrawal 46 (60.5)
Avolition 28 (36.8)
Decreased expression of emotion 13 (17.1)
Decreased experience of emotion 11 (14.5)

Table 3. Number of Prodromal Signs and Symptoms Endorsed 
(n = 74)
No. of Signs/Symptoms n (%)
1 3 (4.1)
2 4 (5.4)
3 7 (9.5)
4 14 (18.9)
5 8 (10.8)
6 10 (13.5)
7 15 (20.3)
≥ 8 13 (17.7)
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under three-fourths of these patients (approximately 70%) 
had evidence of a prodromal period, and, consistent with 
prior findings in which the prodrome was shown to last  
approximately 2–5 years,1 the median duration of the pro-
drome among these patients was just over 2 years.

Furthermore, findings demonstrated that the most com-
monly endorsed prodromal symptoms were comparable 
to those found to be predictive of transition to a psychotic 
disorder.4–6,8–10,23 Specifically, among those with an identi-
fiable prodrome, more than half endorsed deterioration in 
role function, suspiciousness, social withdrawal, or trouble 
with thinking during the prodromal period, while greater 
than one-third endorsed sleep disturbance, unusual thought 
content, avolition, ideas of reference, or dysphoric mood. 
Although it would have been interesting to compare pro-
dromal characteristics across diagnostic groups, this was not 
feasible given the relatively small sample sizes within indi-
vidual diagnoses (eg, only 4 patients were diagnosed with 
brief psychotic disorder). Similarly, it would be beneficial 

to examine characteristics of the prodrome in relation to 
socioeconomic status and race/ethnicity; however, this was 
not possible due to the homogeneity of the sample in terms 
of these demographic characteristics.

Results from the exploratory factor analysis of retro-
spectively assessed prodromal features revealed interesting 
similarities to categories that have been developed for the 
prospective assessment of prodromal syndromes. For exam-
ple, the first factor (depressive/deficit) included attenuated 
negative and depressive symptoms such as deterioration 
in role function, decreased expression of emotion, and 
dysphoric mood, which are part of the criteria for the CHR–  
prodromal syndrome in Cornblatt’s high-risk classification.18 
The depressive/deficit factor may also be consistent with 
the PACE and PRIME UHR criteria for the genetic risk and  
recent deterioration prodromal syndrome. The second factor 
(subthreshold positive) included attenuated positive symp-
toms such as perceptual abnormalities, suspiciousness, and 
unusual thought content, which are characteristic of the 

Table 4. Correlations Between Prodromal Signs and Symptomsa 
1 2 3 4 5 6 7 8 9 10 11 12 13 14

  1. Dysphoric mood
  2. Sleep disturbance
  3. Ideas of reference
  4. Suspiciousness 0.24* 0.48**
  5. Unusual thought content 0.38**
  6. Trouble with thinking 0.31** 0.27*
  7. Perceptual abnormalities 0.32**
  8. Brief, intermittent hallucinations 0.32**
  9. Brief, intermittent delusions 0.32**
10. Deterioration in role function 0.31**
11. Social withdrawal
12. Avolition 0.38**
13. Decreased expression of emotion 0.23*
14. Decreased experience of emotion 0.26* 0.27* 0.30* 0.41**
aOnly statistically significant correlations are shown.
*The correlation is statistically significant at the P < .05 level.
**The correlation is statistically significant at the P < .01 level.

Table 5. Rotated Factor Loadings for the 14 Prodromal Signs and Symptomsa 
Item Factor 1, “Depressive/Deficit” Factor 2, “Subthreshold Positive” Factor 3,“Brief, Intermittent Psychotic Symptoms”
Dysphoric mood 0.31
Sleep disturbance 0.51
Ideas of reference 0.53
Suspiciousness 0.58
Unusual thought content 0.39
Trouble with thinkingb

Perceptual abnormalities 0.48
Brief, intermittent hallucinations 0.72
Brief, intermittent delusions 0.50
Deterioration in role function 0.52
Social withdrawalb

Avolition 0.57
Decreased expression of emotion 0.43
Decreased experience of emotion 0.52
aOnly factor loadings ≥ 0.30 are shown.
bThese items did not load onto any of the 3 factors.
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attenuated positive symptom prodromal syndrome classifica-
tion in the PACE and PRIME criteria. The third factor (brief, 
intermittent psychotic symptoms) included brief, intermit-
tent hallucinations and delusions, which are reflective of the 
brief, intermittent psychotic symptoms prodromal syndrome 
also defined by PACE and PRIME for prospective prodromal 
research.

Individuals with a prodrome had significantly lower scores 
on the social engagement, prosocial, and employment sub-
scales of the SFS compared with those who did not report 
having had prodromal symptomatology, supporting recent 
literature demonstrating that substantial social dysfunction 
accumulates during the prodromal phase.20,25,44 Difficulties in 
the areas of social engagement and prosocial interactions lead 
to increasing levels of social isolation, indicating an important 
area warranting further investigation as a potential point of 
psychosocial intervention within the prodromal period. It is 
likely that impaired social functioning during the prodrome 
has an adverse effect on treatment-seeking behaviors due to 
deficits in communicative and interpersonal abilities.

Surprisingly, only 14.5% of patients had sought profes-
sional help during the prodromal period, though this finding 
was consistent with an earlier report on pathways to care for 
first-episode psychosis from the same setting.32 It would have 
been interesting to compare the present findings to those of 
prior research on early care during the prodromal period in 
other samples predominantly consisting of African Ameri-
cans; however, such studies are presently lacking. Delays in 
obtaining appropriate treatment in the early course of psy-
chotic illnesses occur both between the onset of illness and 
first help contact45 and between the first help contact and 
successful initiation of treatment,46 and future research on 
pathways to care should address help-seeking contacts dur-
ing the prodromal period as well as during the initial period 
of untreated psychosis. Further research on help-seeking in 
first-episode psychosis is particularly important in light of 
reports suggesting that African Americans are less likely to 
access psychiatric services.47–49

Several methodological limitations of the current study 
should be recognized. First, generalizability of the find-
ings from this sample to dissimilar populations is restricted  
given the sample’s particular demographic characteristics. 
For example, the public-sector setting in which this study 
was conducted provides care for a socially disadvantaged, 
predominantly low-income population, and this group like-
ly experiences difficulties accessing care more than other 
groups. Yet, the relatively homogeneous sample (hospitalized 
African American first-episode patients treated in urban, 
public-sector settings) enhances internal validity of these 
findings. Generalizability may also be limited, or biases intro-
duced, by the specific inclusion and exclusion criteria of the 
study. For example, excluding patients who did not receive a 
clinical diagnosis of nonaffective psychosis may have biased 
the sample toward a greater severity of psychopathology of 
first-episode psychosis.

Second, in addition to the recognized limitations of  
recall bias that complicate the retrospective assessment of 

the prodromal period (eg, ascribing importance to irrel-
evant events when describing significant events leading up 
to a psychotic episode, selective memory, forgetting perti-
nent information, and recency effects), the fact that patients 
were not required to be fully recovered from positive symp-
toms and cognitive impairments to participate in the study 
may have affected their ability to provide accurate retro-
spective self-report information. However, as mentioned 
previously, patients were required to have a MMSE score 
of ≥ 23, as well as demonstrate their ability to complete the 
informed consent process, and family members available to 
participate in the study served as an additional information 
source regarding symptom onset and the level of severity 
required to reach the threshold for onset of the prodrome 
and psychosis. Third, also related to the difficulty of retro-
spective measurement, although the SOS and the Course  
of Onset and Relapse Schedule/Topography of Psychotic Epi-
sode interview were used to standardize the determination of 
onset dates, more information is needed on the psychomet-
ric properties of these and related instruments.

The results of this study highlight the importance of 
greater public awareness about the prodrome. In this specific 
sample, the majority of first-episode patients had experienced 
police contact and incarceration prior to first hospitalization 
for psychosis (C. E. Ramsay, MPH, unpublished data, 2010), 
whereas only a small subgroup had any contact with men-
tal health professionals during the prodromal period. Thus,  
assuming that these incarcerations occurred in the months to 
years prior to onset of psychosis (ie, during the prodrome), 
or during the period of untreated psychosis, educational 
efforts focused on law enforcement personnel could aid in 
the earlier identification and treatment of prodromal or psy-
chotic individuals. In particular, liaison programs that link 
law enforcement agencies with prodromal and first-episode 
clinics could prove to be highly efficient for channeling  
patients into early treatment or preventive interventions.
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