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Diagnostic Stability 18 Months
After Treatment Initiation for First-Episode Psychosis

Benno G. Schimmelmann, M.D.; Philippe Conus, M.D.;
Jane Edwards, Ph.D.; Patrick D. McGorry, M.D.; and Martin Lambert, M.D.

Objectives: (1) Assessment of diagnostic sta-
bility of psychotic disorders or psychotic mood
disorders from 6 weeks to 18 months after initia-
tion of treatment in a representative first-episode
psychosis (FEP) sample. (2) Comparison between
those patients who shifted from DSM-IV schizo-
phreniform disorder to schizophrenia or schizo-
affective disorder and those whose diagnosis of
schizophreniform disorder remained stable.

Method: The Early Psychosis Prevention and
Intervention Centre (EPPIC) in Australia admitted
786 FEP patients from January 1998 to December
2000. Data were collected from patients’ medical
records (MRs) using a standardized question-
naire. Seven hundred four MRs were available,
36 of which were excluded owing to nonpsy-
chotic diagnoses or a psychotic disorder due to
a general medical condition. Of the remaining
668 patients, 176 (26.3%) were lost to follow-up.
Four hundred ninety-two subjects were analyzed.
Strategies to assure validity and reliability of
diagnoses were applied.

Results: The same diagnosis was made at
baseline (≤ 6 weeks after admission into EPPIC)
and 18 months for 69.9% of the patients. Among
the most consistent diagnoses were schizophrenia
(97.3%), schizoaffective disorder (94.1%), and
bipolar disorder (83.2%); the least stable, as ex-
pected, was schizophreniform disorder (40.0%).
In subjects with schizophreniform disorder at
baseline, the best predictors of a shift from
schizophreniform disorder to schizophrenia or
schizoaffective disorder were a higher baseline
Clinical Global Impressions-Severity of Illness
scale score and lower premorbid Global Assess-
ment of Functioning score, although the variance
accounted for was small (R2 = .07).

Conclusions: A longitudinally based diagnos-
tic process in FEP samples is needed, especially
in schizophreniform disorder and bipolar disor-
der. However, a thorough initial assessment of
patient and family by a specialized team of inves-
tigators regarding the kind and duration of patient
symptoms may lead to high diagnostic stability,
especially in schizophrenia and schizoaffective
disorder, even in a FEP sample with a relatively
short duration of untreated psychosis.
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iagnostic stability in patients with first-episode
psychosis varies depending on psychosis subtype

and diagnostic system used. Schizophrenia, especially
since the introduction of the 6-month duration criterion
with DSM-III, is reported to be the most stable diagnosis
(about 90%) over a period of 6 months to 40 years.1 Con-
versely, with diagnostic shifts varying from 10% to 50%,
other psychotic disorders such as schizophreniform or
schizoaffective disorder are reported to be less stable.1–5

Important reasons for a diagnostic shift include a change
of the clinical picture within the follow-up period, addi-
tional information on past symptomatic evolution, and an
unreliability of assessment.

In recent prospective studies, the most frequent diag-
nostic shift was toward schizophrenia spectrum disorders.
Schwartz et al.1 investigated variables associated with a
shift toward schizophrenia spectrum disorders. The best
pretreatment predictors were poorer premorbid adjust-
ment in adolescence and lack of lifetime substance use
disorder.

This study is based on standardized medical records
(MRs) of a representative first-episode psychosis (FEP)
cohort assessed and treated for 18 months in a specialized
early psychosis prevention and intervention center. Aims
of the study were to assess diagnostic stability of psy-
chotic disorders from 6 weeks to 18-month follow-up
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after the initiation of treatment and to compare those who
shifted from schizophreniform disorder to schizophrenia
or schizoaffective disorder with those whose diagnosis
remained stable schizophreniform disorder at follow-up.

METHOD

Context and Sample
The initial sample comprises a population-based co-

hort of 786 subjects with FEP consecutively admitted to
the Early Psychosis Prevention and Intervention Centre
(EPPIC) in Melbourne, Australia, from January 1998 to
December 2000. EPPIC covers a catchment area of ap-
proximately 880,000 people and has a mandate to treat all
patients aged 15 to 29 years with FEP. In this catchment
area, EPPIC is the only facility for the target population,
with virtually no private psychiatrists and little, if any,
movement into private facilities outside the area; as such,
the study sample represents an epidemiologic cohort. The
EPPIC program includes a comprehensive early-inter-
vention treatment program with an episode of care of 18
months, which encompasses extensive psychiatric assess-
ments, outpatient case management, cognitive-behavioral
therapy, low-dose antipsychotic therapy, access to a spe-
cialized inpatient unit for acute care during crisis admis-
sions, a mobile crisis intervention and community treat-
ment team, group programs, family support groups, and a
specialized consultation group for the treatment of endur-
ing positive psychotic symptoms.

Seven hundred four (89.6%) of 786 MRs were as-
sessed; 82 MRs (10.4%) were transferred to other ser-
vices after patients were discharged from EPPIC and
were not available for the study. The excluded patients
did not differ in diagnostic distribution or available de-
mographic variables (age and gender). Thirty-six MRs
(5.1%) were excluded owing to a nonpsychotic diagnosis
at baseline (≤ 6 weeks after admission into EPPIC) and
after 18 months or owing to a psychotic disorder due to a
general medical condition. Of the remaining 668 patients,
176 (26.3%) were lost to follow-up with diagnoses not
available at 18 months. Subjects lost to follow-up had
a higher prevalence of substance-induced psychotic dis-
order, psychotic disorder not otherwise specified, and de-
lusional disorder than the rest of the cohort (χ2 = 18.6,
df = 8, p = .017). Four hundred ninety-two patients were
analyzed.

Procedure
Information on baseline, treatment, and outcome vari-

ables of each patient treated in EPPIC is documented in a
standardized MR. Clinical initial assessments are partly
based on the Royal Park Multidiagnostic Instrument for
Psychosis.6,7 Furthermore, treatment and its documenta-
tion in EPPIC are systematized according to the Austra-
lian Guidelines for Early Psychosis.8 Therefore, each MR

comprises information compiled during the 18-month
treatment period from various sources using high-quality
assessments carried out by trained clinicians. All MRs
were assessed by 2 experienced psychiatrists well ac-
quainted with EPPIC clinical service and treatment of
FEP patients. The study is part of a large FEP outcome
study and was approved by the local research and ethics
committee.

Assessment of Diagnoses
Clinical diagnoses at EPPIC are assessed using

DSM-IV criteria.9 Baseline clinical diagnoses in MRs are
the consensus result of an intensive diagnostic and treat-
ment process within the first 6 weeks of admission by
well-trained clinicians working in a specialized assess-
ment and crisis intervention team. Discharge clinical diag-
noses at 18 months documented in MRs are based on re-
peated clinical assessments made using various sources of
information and performed by a treatment team consisting
of a case manager, psychiatrist, and consultant psychia-
trist responsible for a patient over the complete treatment
period (on average, 94 treatment contacts with patient
and/or family over 18 months). In isolated cases, this
treatment team has already been involved in the initial di-
agnostic process.

Two research psychiatrists assessed all information
available in MRs with respect to baseline and 18-month
diagnoses. In the event of disagreement with clinical diag-
noses, a consensus rating between both research psychia-
trists and the case manager was performed. In addition,
validity of these diagnoses was established by comparing
MR diagnoses with diagnoses assessed by an independent
research psychiatrist on a randomly selected subset of 115
patients who participated in other studies. These patients
had been interviewed using a Structured Clinical Inter-
view for DSM-IV (SCID-I/P)10 within the first 6 weeks of
admission to EPPIC. Research psychiatrists were blind to
SCID-I/P diagnoses. The calculated kappa values yielded
a good validity for both psychosis (κ = 0.81) and comor-
bid substance use disorder (κ = 0.80) as determined by
MRs. Results on diagnostic stability based on the total
sample were comparable to those from the subgroup with
initial SCID diagnoses.

Diagnostic stability was considered to be present if
information during the 18-month period subsequent to
baseline diagnosis confirmed the original diagnosis, irre-
spective of whether the symptoms of the original diag-
nosis were actively present at follow-up assessment.1

Assessment of Baseline and Outcome Measures
Along with various clinical and sociodemographic

characteristics, standardized measures extracted from
MRs included the following. (1) Duration of untreated
psychosis was assessed with the Duration of Untreated
Psychosis scale.6,7 (2) Level of functioning at baseline and
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follow-up was assessed with the Global Assessment of
Functioning scale (GAF).9 (3) Premorbid functioning was
assessed with GAF. The Premorbid Adjustment Scale,11

commonly used in prospective studies, was too complex to
reliably extract data from MRs. Social personal adjust-
ment, 1 item of the summary section of the Premorbid Ad-
justment Scale, was used to cross-validate GAF as a mea-
sure of premorbid functioning with satisfying correlation
(r = 0.6). Furthermore, the assessment of premorbid func-
tioning with the GAF had also been recommended by the
Early Psychosis Association12 for the definition of prodro-
mal patients at high risk for transition to psychosis (reduc-
tion of GAF score of ≥ 30 points within 1 year). (4) Sever-
ity of illness at baseline and follow-up was assessed with
the Clinical Global Impressions-Severity of Illness scale
(CGI-S).13 (5) Insight was assessed at baseline and end-
point. Administered at baseline, the EPPIC intake mental
state examination contains a qualitative description of
level of insight. Based on this description, level of insight
was categorized into 1 of 3 groups: full, partial, or no in-
sight. Level of insight at discharge was rated using in-
patient and outpatient continuation notes and the final
18-month discharge summary. (6) Unemployment was de-
fined according to Strakowski et al.14 (vocation index) as
not having a job or not being a student at school or univer-
sity 4 weeks before entry into the program. (7) Suicide at-
tempts were assessed and categorized according to ICD-10
diagnostic criteria. (8) Remission at follow-up was defined
as no positive symptoms (no rating of more than 3 on any
item of the Positive and Negative Syndrome Scale15 posi-
tive scale) for at least the last 12 weeks. Interrater reliabil-
ity was established for outcome measures such as CGI-S
or GAF in 40 randomly selected MRs. Results revealed a
very good reliability with a kappa of 0.80 to 0.90.

Data Analysis
Diagnostic stability between baseline and 18-month

follow-up was summarized by a cross-tabulation of 9 dif-
ferent diagnostic categories (according to Schwartz et al.1).
Two measures of stability are presented for each diagnosis.
First, prospective consistency (positive predictive value)
equals the proportion of subjects in a category at baseline
who retained the same diagnosis at 18 months. The second
measure, retrospective consistency (sensitivity), equals the
proportion of subjects in an 18-month category who re-
ceived the same diagnosis at baseline.

Baseline and outcome characteristics are summarized
for the following 3 change groups: stable schizophrenia
or schizoaffective disorder, stable schizophreniform dis-
order, and schizophreniform disorder at baseline shifting
to schizophrenia or schizoaffective disorder at follow-up.
Schizophrenia and schizoaffective disorder were grouped
together since both disorders had comparable outcomes.
Omitting schizoaffective disorder rendered similar results.
Two comparative analyses were carried out. (1) Subjects

shifting from schizophreniform disorder to schizophrenia
or schizoaffective disorder (SZ/SA) were compared to
those with stable schizophreniform disorder. This analysis
identified factors predicting which subjects were subse-
quently reclassified as having SZ/SA. A direct logistic re-
gression analysis was performed to assess prediction of
shift from schizophreniform disorder to SZ/SA for those
subjects initially diagnosed with schizophreniform dis-
order. (2) Subjects shifting from schizophreniform disor-
der to SZ/SA were compared to those with stable SZ/SA.
Group differences were analyzed using a t test for con-
tinuous measures, the Mann-Whitney U test for nonpara-
metric data, and the χ2 test of independence for categori-
cal measures.

RESULTS

Sample Characteristics
The 492 subjects were predominantly male (63.2%),

48.3% were unemployed, and 68.0% were living with
family at entry. The mean age at baseline was 22.0 years
(SD = 3.6), with 78.9% older than 18 years. The median
duration of untreated psychosis was 82 days (range,
0–12.46 years). The premorbid GAF score was 70.2
(SD = 10.5), the GAF score at entry was 31.2 (SD = 9.7),
and the CGI-S score at entry was 5.6 (SD = 0.8).

With regard to comorbidity, 291 subjects (59.1%) re-
ceived a diagnosis of comorbid substance use disorder
at baseline. One hundred fifty-one subjects (30.7%) re-
ceived a non–substance use disorder comorbid diagnosis;
most of them (N = 96) received a major depressive epi-
sode diagnosis (equivalent to 27.8% of the 345 subjects
with nonaffective psychoses at baseline), and 13 subjects
(2.6%) were diagnosed with anxiety disorders.

With regard to treatment details, 408 (82.9%) of 492
patients were hospitalized during treatment at least once,
with no significant difference between the main diagnos-
tic categories (schizophrenia spectrum disorders: 81.8%,
psychotic mood disorders: 85.8%, other psychoses:
83.3%). Patients were treated with psychotropic drugs ac-
cording to the Australian Guidelines.16 On the basis of
baseline diagnosis, patients with nonaffective psychosis
were treated with low-dose antipsychotic monotherapy,
patients with psychotic mood disorders were treated with
antipsychotics plus a mood stabilizer, and, if indicated,
additional antidepressant therapy was given to patients
with psychotic mood disorders or comorbid major depres-
sive episode. In this sample, only 5 subjects (1.5%) with
schizophrenia spectrum disorders at baseline, 5 subjects
(5.0%) with baseline bipolar disorder, and 1 subject
(8.3%) with baseline major depressive disorder received
no antipsychotic trial medication during treatment. As ex-
pected, 4 subjects (36.4%) with brief psychotic episode
and 2 (22.2%) with substance-induced psychotic disorder
did not receive antipsychotics during treatment.
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Stability of Diagnoses
Table 1 outlines a cross-tabulation of diag-

noses at baseline and follow-up. The overall
consistency was 69.9%; 344 of 492 subjects
received the same diagnosis at both assess-
ment time points. Schizophrenia and schizo-
affective disorder, followed by delusional dis-
order and bipolar disorder, had among the
highest prospective consistencies. The lowest
prospective consistencies were observed for
schizophreniform disorder and other non-
affective psychoses.

Schizophreniform and bipolar disorders,
as well as major depressive disorder, had
among the highest retrospective consisten-
cies. The most frequent shifts resulted in a
diagnosis of schizophrenia or schizoaffective
disorder as indicated by retrospective consis-
tency of 50.2% and 57.1%, respectively. The
overall shift to schizophrenia spectrum dis-
orders from non–schizophrenia spectrum dis-
orders was low (retrospective consistency of
93.2%). The most frequent shift to schizo-
phrenia was from schizophreniform disorder
(52.6%), and the most frequent shift to
schizoaffective disorder was from bipolar dis-
order (12.9%).

Baseline Differences Between Patients
With Stable Schizophreniform Disorder
and Those Shifting to Schizophrenia/
Schizoaffective Disorder and Prediction
of Shift

Table 2 outlines baseline characteristics
for the 3 diagnostic change groups (N = 330).
Subjects shifting from schizophreniform dis-
order to SZ/SA compared to those with stable
schizophreniform disorder had significantly
lower premorbid and baseline GAF scores,
had a significantly higher CGI-S score at
baseline, and were significantly more likely
to have attempted suicide before entry into
treatment.

A direct logistic regression analysis was
performed to assess prediction of change
from schizophreniform disorder to SZ/SA. In-
dependent variables were chosen according to
their bivariate association with the dependent
variable. All available baseline and pretreat-
ment characteristics were tested (in addition
to those mentioned in Table 1: comorbid de-
pression, anxiety, and personality disorders).
Only CGI-S score at baseline and premorbid
GAF score fulfilled criteria for inclusion
as independent variables. After deletion of Ta
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1 case with a missing value for premorbid GAF, data from
182 subjects were available for analysis: 76 subjects
with stable schizophreniform disorder and 106 subjects
changing from schizophreniform disorder to SZ/SA. A
test of the full model against a constant-only model was
statistically reliable (χ2 = 21.6, p < .001), indicating that
the predictors, as a set, reliably distinguished between the
group with stable schizophreniform disorder and those
with schizophreniform disorder shifting to SZ/SA. The
variance in group membership accounted for was small;
R2 = .07 (Nagelkerke).

Outcome Differences Between Patients With
Stable Schizophreniform Disorder and Those
Shifting to Schizophrenia/Schizoaffective Disorder

Subjects with stable schizophreniform disorder had
better outcomes with respect to almost all variables as-
sessed in this study. Besides better GAF and CGI-S scores
at endpoint, the stable schizophreniform disorder group
had a higher remission rate, a lower prevalence of depres-
sion at follow-up, and a lower number of noncompliant
subjects during treatment; were less likely to be unem-
ployed; and were more likely to show full insight into ill-
ness (Table 3). At follow-up, the stable SZ/SA group was
undistinguishable from the group shifting from schizo-
phreniform disorder to SZ/SA with the exception of a sig-
nificantly higher mean CGI-S score.

DISCUSSION

To the authors’ knowledge, the present investigation is
the largest naturalistic study on diagnostic stability in FEP

patients treated within a specialized first-episode pro-
gram with long-standing early detection. The strength of
this study is that it used an epidemiologically based co-
hort from a geographically circumscribed area and a “first
contact with treatment” rather than a “first hospital ad-
mission” sample. Accordingly, the duration of untreated
psychosis is rather short in many patients, leading to a
high prevalence of patients diagnosed with schizophreni-
form disorder. These important advantages limit compa-
rability to other studies.

Key Findings
The overall consistency of diagnoses between baseline

and 18-month follow-up was 69.9%; 344 of 492 patients
received the same diagnosis at both evaluations. Exclud-
ing schizophreniform disorder, the overall consistency in-
creased to 88.7%.

With regard to stability of diagnostic categories,
there were few shifts from schizophrenia spectrum dis-
orders to psychotic mood disorders over the 18-month
period (prospective consistency of 97.9%), while more
patients shifted from psychotic mood disorders toward
schizophrenia spectrum disorders. The majority shifted
toward schizoaffective disorder (prospective consistency
of 84.9%). This finding is consistent with the more re-
strictive and descriptive definition of schizophrenia since
the introduction of DSM-III in 1980. Since then, a signifi-
cant decline in the rate of schizophrenia and a relative in-
crease in the frequency of psychotic mood disorders has
been observed. Expectedly, more shifts from psychotic
mood disorders to schizophrenia spectrum disorders may
be observed over the course of illness.17 Additionally,

Table 2. Baseline and Pretreatment Characteristics of First-Episode Psychosis Subjects by Diagnostic Shift Groups (N = 330)
Stable SZ/SA Stable Schizophreniform Disorder Shift From Schizophreniform Disorder

Characteristic (N = 147) (N = 76) to SZ/SA (N = 107)

Baseline
Age, mean (SD), y 22.0 (3.4) 22.1 (3.9) 21.3 (3.9)
Male, N (%) 101 (68.7) 46 (60.5) 64 (59.8)
Substance use disorder, N (%) 99* (67.3) 35 (46.1) 59 (55.1)
Living with family, N (%) 37 (25.2) 22 (28.9) 32 (29.9)
Unemployed, N (%) 89* (60.5) 31 (40.8) 48 (44.9)
No insight, N (%)a 91 (63.6) 38 (51.4) 71 (67.6)
GAF score, mean (SD) 29.7 (9.0) 33.8+ (10.0) 31.0 (8.8)
CGI-S score, mean (SD) 5.7 (0.7) 5.3++ (0.8) 5.6 (0.8)

Pretreatment
Premorbid GAF score, mean (SD) 67.6 (9.7) 72.2+ (11.1) 68.8 (10.1)
Past psychiatric history, N (%) 71 (48.3) 32 (42.1) 50 (46.7)
Attempted suicide during lifetime, N (%) 26 (17.7) 1++ (1.3) 14 (13.1)
Family history of psychosis, N (%) 39 (26.5) 17 (22.4) 28 (26.2)
Age at onset, mean (SD), y 19.7** (3.7) 21.5 (3.8) 21.0 (3.3)
DUP, median (range), d 387*** (6–4549) 50 (6–385) 74 (3–178)

aEight patients missing information.
*p < .05 for stable SZ/SA vs. shift from schizophreniform disorder to SZ/SA (χ2 test, df = 1, N = 254).
**p < .01 for stable SZ/SA vs. shift from schizophreniform disorder to SZ/SA (t test, df = 251).
***p < .001 for stable SZ/SA vs. shift from schizophreniform disorder to SZ/SA (Mann-Whitney U test, N = 253).
+p < .01 for stable schizophreniform disorder vs. shift from schizophreniform disorder to SZ/SA (t test, df = 180–181).
++p < .01 for stable schizophreniform disorder vs. shift from schizophreniform disorder to SZ/SA (χ2 test, df = 1, N = 183; t test, df = 181).
Abbreviations: CGI-S = Clinical Global Impressions-Severity of Illness scale, DUP = duration of untreated psychosis, GAF = Global Assessment of

Functioning, SZ/SA = schizophrenia or schizoaffective disorder.
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there is a known tendency to fail to identify affective
elements in psychotic disorders, and the clinical notes on
which this study is based may reflect this tendency. Con-
sequently, there is a possible underestimation of shifts to-
ward psychotic mood disorders. However, investigators
of this study were conscious of this problem and there-
fore were cautious to identify any element suggestive of
psychotic mood disorders.

Consistent with results of recent prospective studies,1,2

schizophrenia was found to have the highest prospective
consistency (97.3%) compared to schizoaffective disor-
der (94.1%) and bipolar disorder (83.2%), while schizo-
phreniform disorder was less stable (40.0%), with shifts
mainly toward schizophrenia (52.6%) and less often
to schizoaffective or bipolar disorder (3.7% and 3.2%,
respectively).

In accordance with results by Fennig et al.2 and
Schwartz et al.,1 all other psychoses were less stable (pro-
spective consistency of 76.2%). The categories receiving
the largest influx of cases at follow-up were schizophre-
nia (109 cases, retrospective stability of 50.2%) and
schizoaffective disorder (24 cases, retrospective stability
of 57.1%).

There are 3 major differences between this study and
earlier studies. (1) Some authors reported the problem of
early misdiagnosis of bipolar disorder as schizophrenia.18

This study, however, did not reveal many shifts from
schizophrenia spectrum disorders to bipolar disorder.
While this finding might be attributed to the good quality
of initial assessment, it is impossible to exclude that
some patients with bipolar disorder were wrongly diag-
nosed with schizophrenia early on as well as after 18
months of treatment in this study. (2) Notably, the stabil-
ity of schizoaffective disorder is higher than in the study
by Schwartz et al.1 The authors reported 42% shifts to-

ward schizophrenia compared to only 6% in this study.
While misdiagnoses cannot be fully excluded, the con-
tinuous and highly frequent assessments conducted by 1
team over the complete treatment period in this sample
may allow the detection of even subtle psychotic symp-
toms in the absence of affective symptoms. Additionally,
Schwartz et al.1 reported shifts toward psychotic mood
disorders in 21% of cases (mainly toward major depres-
sive episodes) compared to none in this sample. This dif-
ference may be caused by the underlying definition of
schizoaffective disorder used in this study. In accordance
with Marneros,19 patients were diagnosed with stable
schizoaffective disorder if they fulfilled longitudinal cri-
teria of either “concurrent type” (coincidence of schizo-
phrenic and affective episodes) or “sequential type” (lon-
gitudinal change from schizophrenic to affective episodes
and vice versa). Subsequently, only shifts from schizo-
affective disorder to schizophrenia were possible. (3)
Subjects with major depressive disorder with psychotic
symptoms were stable in all cases in this study, while
other studies2,3,5 reported lower prospective stability (be-
low 80%). Notably, the prevalence of major depressive
disorder with psychotic features was much lower than
that reported by Schwartz et al. 1 (2.4% vs. 18.8%). This
difference is possibly due to the much broader age range
in the latter sample (15–58 years, median = 28 years).

Subjects who shifted from schizophreniform disorder
to SZ/SA were similar to subjects with stable SZ/SA with
respect to outcomes. Following the results of Schwartz et
al.,1 it seems that those whose diagnoses changed from
schizophreniform disorder to SZ/SA were admitted at an
earlier stage of illness. With regard to the comparison be-
tween those with stable schizophreniform disorder and
those who shifted to SZ/SA, the multivariate analysis
revealed inconclusive results. Despite the large variety

Table 3. Endpoint (18-month) Characteristics of First-Episode Psychosis Subjects by Diagnostic Shift Groups (N = 330)
Stable SZ/SA Stable Schizophreniform Disorder Shift From Schizophreniform Disorder

Characteristic (N = 147) (N = 76) to SZ/SA (N = 107)

GAF score, mean (SD) 57.0 (14.2) 71.5+++ (10.4) 58.9 (13.6)
CGI-S score, mean (SD) 3.5* (1.2) 2.1+++ (0.9) 3.2 (1.2)
Remission, N (%) 58 (39.5) 73+++ (96.1) 45 (42.1)
Comorbid depression, N (%) 23 (15.6) 3+ (3.9) 12 (11.2)
Unemployed, N (%) 87 (59.2) 16+++ (21.1) 59 (55.1)
Living with family, N (%) 118 (80.3) 52 (68.4) 81 (75.7)
At least 1 antipsychotic trial, N (%) 143 (97.3) 75 (98.7) 107 (100)
Full insight, N (%) 51 (34.7) 53+++ (69.7) 45 (42.1)
Noncompliant during treatment, N (%)a,b 87 (60.8) 26++ (34.7) 62 (58.5)
Attempted suicide during treatment, N (%)c 25 (17.0) 8 (10.5) 13 (12.1)
aAt least 1 full week of medication refusal.
bEight patients missing information.
cTwo completed suicides were reported: 1 in the stable SZ/SA group and 1 in the shift from schizophreniform to SZ/SA group.
*p < .05 for stable SZ/SA vs. shift from schizophreniform to SZ/SA (t test, df = 252).
+p < .01 for stable schizophreniform disorder vs. shift from schizophreniform to SZ/SA (χ2 test,  df = 1, N = 183).
++p < .01 for stable schizophreniform disorder vs. shift from schizophreniform disorder to SZ/SA (χ2 test, df = 1, N = 181; t test, df = 181).
+++p < .001 for stable schizophreniform disorder vs. shift from schizophreniform disorder to SZ/SA (χ2 test, df = 1, N = 181, 183; t test,

df = 181, 183).
Abbreviations: CGI-S = Clinical Global Impressions-Severity of Illness scale, GAF = Global Assessment of Functioning scale,

SZ/SA = schizophrenia or schizoaffective disorder.
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of baseline predictors assessed, the overall variance ac-
counted for was only 7%.

Methodological Considerations
The variability of diagnostic stability across different

studies may be affected by the following methodological
differences. (1) The diagnostic system used.4 Studies us-
ing diagnostic systems including the 6-month duration
criterion report higher specificity and lower sensitivity of
the diagnosis of schizophrenia. (2) Cross-sectional versus
longitudinal diagnostic assessments.2 Studies relying on 2
assessment time points (e.g., SCID-I/P interviews at base-
line and follow-up) may miss information on temporary
changes between assessment time points, thereby possi-
bly misjudging diagnostic stability. Therefore, longitu-
dinal “best-estimate diagnosis” based on personal inter-
view, information from family, and medical records is
considered the most valid method for diagnosing psychi-
atric disorders.20 (3) Sample selection (patients with first-
episode vs. chronic psychosis and duration of untreated
psychosis). Data derived from patients with chronic psy-
chosis may overestimate diagnostic stability due to the
longitudinal nature of schizophrenia and bipolar disor-
der.21 Within studies of first-episode samples, a shorter
mean duration of untreated psychosis may result in higher
rates of schizophreniform disorder and brief psychotic
disorder at baseline. These diagnoses—by definition—
may shift to other psychotic disorders over the course of
illness, leading to lower diagnostic stability.

Limitations
The current study reports comparatively high diagnos-

tic stability in the major diagnostic categories despite a
first-episode sample and rather short duration of untreated
psychosis. This high stability may be a result of a high-
quality baseline assessment. In EPPIC, a specialized as-
sessment team administers a well-rounded assessment of
patients’ symptom evolution through questioning both
patients and their families. It may be assumed that, after
this thorough initial assessment, the incidence of missed
relevant information on type and duration of psychotic
symptoms before admission is low. However, retrospec-
tive chart reviews may be biased by the varying degrees
of chart quality and by the qualifications of clinicians
originally responsible for the MRs. Furthermore, the rat-
ers were not blind to the initial diagnosis. Therefore, it
is still possible that some diagnostic categories are less
stable than reported in this study. In conclusion, the stabil-
ity may be a mix of several components: genuine stability,
artifact deriving from the operational definition, and sta-
bility introduced by methodology of the study.

Clinical Implications
Diagnosing patients with FEP is complicated by the

broad symptomatic overlap of various psychotic dis-

orders, the overlap with other nonpsychotic psychiatric
disorders, and the frequently overlooked psychiatric co-
morbidities. Furthermore, diagnosis of these patients is
complicated by the evolution of the illness, the emergence
of new information on patients’ symptomatic history, and
the unreliability of measurement. However, subjecting
a patient to an appropriate evidence-based psychosocial
and pharmacologic treatment as well as planning mid-
and long-term treatment is partially related to diagnostic
categories rather than to psychiatric syndromes. There-
fore, both a thorough initial assessment of FEP patient
and family by a specialized team regarding the kind and
duration of patient symptoms and a repeated reevaluation
of diagnosis over the course of illness including standard-
ized assessments, especially in the first year of treatment,
are recommended.22

The second recommendation of repeated diagnostic as-
sessments in the early course of treatment is especially
important in FEP patients initially diagnosed with schizo-
phreniform disorder with a short duration of untreated
psychosis as well as in patients with bipolar disorder. In
the current study, no relevant predictors of shifts from
schizophreniform disorder toward the more severe dis-
orders of schizophrenia or schizoaffective disorder were
detected. Therefore, any patient initially diagnosed with
schizophreniform disorder must be considered at risk for
persistent symptoms including affective symptoms. The
latter underlines the need for a routinely early identifica-
tion within the first 3 months as already implemented in
EPPIC (Treatment Resistance Early Assessment Team
[TREAT]23) of people with enduring symptoms. Despite
the special awareness of bipolar disorder in EPPIC, there
still is a significant diagnostic shift of approximately 20%
toward schizophrenia spectrum disorders, especially to-
ward schizoaffective disorder. The latter shift has implica-
tions not only for pharmacotherapy, but also for psycho-
social interventions and prognosis.19

Especially in young people, information and education
about diagnosis have implications beyond treatment as
they involve the risk for patients and their families of
therapeutic nihilism within the context of stigmatizing
attitudes conveyed by the media. While it is important to
take this risk seriously, studies of patients’ and families’
opinions of good quality treatment have shown that in-
formation on diagnosis and treatment is one of the most
important elements.24 Accordingly, psychoeducation pro-
grams that include education on both psychotic syn-
dromes and diagnostic categories have been shown to im-
prove adherence to treatment and lead to better outcomes,
better management of subsequent relapse, lower readmis-
sion rates, and a greater sense of well-being.22

Clinicians should present the spectrum of psychotic
syndromes to each patient during recovery and describe
what these syndromes consist of, that they overlap, that
several elements may be present (e.g., positive, negative,
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or affective syndromes; substance abuse; anxiety), and
that all may need specific attention. Patients should be in-
formed that there are descriptions of subtypes of psycho-
sis such as schizophrenia and bipolar disorder that may be
relatively stable and clear but that can change or overlap
with each other.

Drug name: olanzapine (Zyprexa).
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