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ABSTRACT
Objective: The early intervention in psychosis 
literature has recently appropriated clinical terms 
with etiologic implications such as staging and 
pluripotent from the oncology literature without 
adopting the methodological rigor of oncology 
research. Oncology research maintains this rigor, 
among other methods, by examining the literature 
for evidence of bias and spin, which obscures 
negative trials. This study was designed to detect 
possible use of reporting bias and spin in the early 
intervention in psychosis literature.

Data Sources: Articles were selected from PubMed 
searches for early intervention in psychosis, duration of 
untreated psychosis, first-episode psychosis, ultra-high 
risk, and at risk mental state between January 1, 2000, 
and May 31, 2013.

Study Selection: 38 RCT and quasi-experimental 
articles reporting results from early intervention in 
psychosis paradigms were selected for inclusion.

Data Extraction: Articles were examined for 
evidence of inappropriate reporting of primary and 
secondary end points in the abstract (reporting 
bias) and presentation as positive despite negative 
primary end points (spin).

Results: While only 13% of early intervention articles 
reported positive primary end points, abstracts 
implied that 76% of articles were positive. There was 
evidence of bias in 58% of articles and spin in 66% of 
articles.

Conclusions: There was a high prevalence of spin 
and bias in the early intervention in psychosis 
literature compared to previous findings in the 
oncological literature. The most common techniques 
were changing the primary end point or focusing on 
secondary end points when the primary end point 
was negative and reporting analyses using only a 
subset of the data. There appears to be a need for 
greater scrutiny of the early intervention in psychosis 
literature by editors, peer reviewers, and critical 
readers of the literature.
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Early intervention in psychosis involves 3 related endeavors based 
on the often implicit assumptions that psychosis is a degenerative 

illness and that its progress can be arrested or reversed by treatment.1 
These assumptions suggest that it may be possible to detect people who 
will develop psychotic illness in the future and prevent transition to 
psychosis (the ultra–high-risk paradigm),2 that reducing the duration 
of untreated psychosis in people with frank psychotic illness will improve 
outcomes (the duration of untreated psychosis paradigm),3 and that 
more intensive treatment starting at the time of detection of psychosis 
will improve outcomes (the early intervention paradigm).4

There is limited evidence that these paradigms sustainably reduce or 
prevent psychotic illness compared to treatment as usual.5 Nevertheless, 
there has been an appropriation of concepts and language from oncology 
to support the expansion of early intervention services, particularly 
the notion of clinical staging.6 Although the concept of staging has an 
intuitive appeal to health care professionals, its application to psychosis 
may be misleading. While the progressive nature of many cancers is 
demonstrated by well-defined etiologies with histopathological, imaging, 
and genetic tests, as well as effective treatments in some circumstances, 
psychotic illness is characterized by syndromes of poorly differentiated 
pathology with no confirmatory tests and no definitive treatment. Even 
if it is assumed that there are stages of psychotic illness, there is no 
convincing evidence that treatment can prevent a particular patient’s 
progress through stages, as opposed to reducing symptoms and increasing 
function at the time of treatment.5

Recently, it was reported that the ultra–high-risk  state, in the guise of 
an “attenuated psychosis syndrome,” was kept out of the DSM-5 because 
of inadequate diagnostic reliability.7 Although it appears sensible to 
question the application of a staging model to a paradigm in which it is 
not possible to diagnose or predict movement between stages, the authors 
suggested that this poor reliability was evidence of a “pluripotent” risk 
syndrome. That is, having noted the failure to demonstrate that subclinical 
psychotic symptoms associated with distress can usefully predict, or that 
treatment can prevent transition to, psychotic illness, they suggest that 
the focus should shift to the prediction of nonspecific illnesses from 
nonspecific distress, opening “preventive possibilities . . . across this 
spectrum of evolving illness.”7(p1,132) The use of the word pluripotent 
appears particularly inappropriate given its clear etiologic implications 
when used in oncological practice.

It is regrettable that the appropriation of oncological phrases has 
not led early intervention research to similarly rigorous investigation of 
theories and treatments. The concept of staging in oncology has a well-
established and rich literature to guide definitions and practice. The early 
intervention in psychosis literature, by contrast, is small and rarely or 
never provides definitive results or replication of positive effects.5 There 
is 1 large, well-designed randomized controlled trial (RCT) examining 
intensive intervention in first-episode psychosis, which concluded at 5 
years that there was little evidence of lasting change.4 A smaller RCT 
in a different population essentially replicated this result.8 Early results 
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Current evidence suggests that early intense intervention in ■■
patients with psychosis is not disease-modifying but reduces 
symptoms and improves function while the intense support 
continues.

Despite strong claims to the contrary, early intervention with ■■
antipsychotics or cognitive-behavioral therapy in patients at 
high risk of psychotic illness has not been shown to prevent 
transition to psychosis, although it may delay diagnosis.

In the absence of disease-modifying interventions, clinical ■■
focus should remain on reducing distress and improving 
function, rather than preventing transition to psychosis or 
neurodegeneration.

The high prevalence of spin and bias in clinical trials requires ■■
evidence-based practitioners to prefer robust effect sizes 
in trials with adequate power and consistent replication by 
independent research groups.

suggesting that identification of people at ultra-high risk in 
enriched samples could prevent transition to psychosis have 
not been supported at longer follow-up in general samples.9 
One large quasi-experimental study demonstrated that the 
effects of reducing the duration of untreated psychosis were 
not sustained,3 although the interpretation of this research 
is obscured by the authors’ creation of a new primary end 
point at the 10-year follow-up.10,11

The strength of empirical evidence is entirely dependent 
upon the rigor of tests of its hypotheses. The medical and 
oncological literature demonstrates its commitment to this 
ideal by critical analysis of its methods and conclusions, 
exemplified by efforts to identify spin and bias in the 
reporting of clinical trials.12,13

Vera-Badillo and colleagues12 measured spin and bias in 
the reporting of clinical trials for women with breast cancer. 
They note that reporting bias, authors’ tendency to report only 
favorable results in articles, interacts with publication bias, or 
the selective publication of positive results, to significantly 
affect perceptions of treatment efficacy and safety. They 
describe a specific type of bias, which they call spin, as the 
“use of reporting strategies to highlight that the experimental 
treatment is beneficial, despite a statistically nonsignificant 
difference in the primary end point, or to distract the reader 
from statistically nonsignificant results.”12(p1) The authors 
found that 33% of articles used bias and spin to suggest a 
positive trial despite a negative primary end point.12

Recent examination of the early intervention in psychosis 
literature has suggested a tendency to bias and spin.10,14 
When it is considered that Vera-Badillo and colleagues12 
were describing the negative implications of bias and spin 
in a body of literature with 164 RCTs concerning a single 
type of cancer, the implications for a collection of literature 
with 1–2 main studies in each paradigm, with significant 
methodological limitations, should be clear.

As major public health decisions involving the selective 
allocation of hundreds of millions of dollars have been taken 
on the basis of the early intervention in psychosis literature,15 

the limitations of this literature, and apparent reluctance to 
subject it to critical analysis,11 are a significant concern. This 
study aims to investigate the possible presence of reporting 
bias and spin in the early intervention in psychosis literature 
used to promote expansion of early intervention services. 
It is hypothesized that the main studies will demonstrate a 
high prevalence of reporting bias and spin.

METHOD
Study Selection

PubMed searches were performed specifying controlled 
clinical trial or randomized controlled trial between January 
1, 2000 and May 31, 2013 for the phrases early intervention in 
psychosis, first episode psychosis, ultra-high risk, at risk mental 
state, duration of untreated psychosis, and early detection 
of psychosis. Inclusion criteria were defined as controlled 
trials of 1 of the 3 early intervention in psychosis paradigms 
defined above (ultra-high risk, duration of untreated 
psychosis, early intervention) evaluating patient outcomes 
between groups. Studies were excluded where there were no 
controls, where they evaluated only nonpatient outcomes 
(eg, family coping), or where they pooled treatment and 
control data to predict outcomes.

Measures of Spin and Selective Reporting Bias
The following data were extracted from each study: type 

of study (ultra-high risk, duration of untreated psychosis, 
early intervention), year of publication, identification as a 
registered trial (true/false), primary end point, secondary 
end points, result of primary end point, other results, 
presentation as a positive or negative trial in the abstract, 
reporting bias (selective reporting of positive results in the 
abstract), and spin (presentation as positive despite negative 
primary end point). Articles were examined for details of 
trial registration, and www.clinicaltrials.gov was consulted 
for trials that did not identify registration. For registered 
trials, the reported and identified primary end points were 
compared.

Categories of spin and bias were codified as most 
representative of 6 different categories:

Reporting improvement in the absence of a control.1.	
Changing the primary end point where the primary 2.	
end point was negative.
Focusing on secondary end points where the 3.	
primary end point was negative.
Reporting only a positive subset of data where the 4.	
whole set was negative.
Post hoc analyses where planned analyses were 5.	
negative.
Reporting nearly significant differences as positive.6.	

Statistical Analysis
Absolute number and proportion of articles showing bias 

and spin, with 95% confidence intervals, were calculated 
in each category and across all categories of the early 
intervention in psychosis paradigm.
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RESULTS

Characteristics of Selected Articles
Of the 621 PubMed citations retrieved, 38 were selected 

for inclusion in the review (Figure 1). Thirty-two were 
RCTs, and 6 were quasi-experimental in design. Six articles 
examined the clinical impact of reducing the duration 
of untreated psychosis with a public health intervention. 
Thirteen articles examined whether it was possible to affect 
the transition to psychosis of patients at ultra-high risk 
of psychotic illness. Nineteen articles reported the effects 
of intensive intervention in the early stages of psychotic 
illness.

Reporting of Primary End Points in Abstracts
As demonstrated in Table 1, 76% of abstracts reported 

features suggesting that the studies were positive, despite 
significant primary end point effects in only 13% of articles. 
Of the 6 duration of untreated psychosis articles, the single 
article with a positive primary end point was accurately 
reported, while 4 of the 5 with a negative primary end point 
were reported as positive studies in the presence of bias and 
spin. Of the 13 ultra–high-risk articles, 2 were positive, but 
9 were reported as positive, with spin or bias present in 8. 
Of the 19 early intervention articles, 2 were positive, but 15 
were reported as positive, with spin or bias in 13.

Bias and Spin Strategies
Overall, 22 of 38 articles contained bias, while 25 used 

spin. Table 2 categorizes articles by the primary technique 
of bias or spin. Common techniques included the use of 
positive secondary end points where the primary end point 
was negative and the related technique of the substitution 
of a new primary end point when the original primary end 
point was negative. Next most common was to report the 
primary end point for a subset of data where the primary end 
point was negative for the complete set of data.

DISCUSSION
There is a high prevalence of reporting bias and spin 

in the early intervention in psychosis literature across the 
duration of untreated psychosis, ultra–high-risk, and early 
intervention paradigms. This finding may be related to 
the low rate of positive primary end points. Although the 
rates of spin and bias are surprisingly high in other areas 
of medicine, the current evidence suggests that, in the early 
intervention in psychosis literature, spin and bias are present 
more often than they are absent. The techniques of bias 
and spin in the early intervention literature are somewhat 
different compared to the general medical literature.12 
Characteristic techniques are illustrated below by examples, 
while acknowledging that the degree of spin and bias is not 
uniform across the studies.

Report Uncontrolled Improvements
Several articles reported that an intervention had improved 

outcomes despite the absence of a significant comparison 

with a control group, which is necessary to demonstrate 
that an improvement is not due to simple reversion to the 
mean or other effects shared by groups. Two variants of this 
technique are described. McGorry and colleagues18 report 
an ultra–high-risk intervention wherein 115 patients were 
randomized to cognitive therapy plus risperidone, cognitive 
therapy plus placebo, or supportive therapy plus placebo. They 
also followed a group of patients who refused randomization 
but were willing to be monitored. The authors report that all 
randomized groups improved, with no significant between-
group differences in the primary end point of transition to 
psychosis. The authors do not comment on the fact that the 
group monitored without randomized intervention had the 
lowest rate of transition to psychosis. They conclude that 
this is evidence that supportive therapy is effective, despite 
reporting no control.18 As demonstrated elsewhere, the only 
valid conclusion is that the addition of cognitive therapy 
and risperidone to supportive therapy does not improve 
outcomes.40

Similarly, Addington and colleagues17 report an ultra–
high-risk study in which 51 patients were randomized 
to cognitive-behavioral therapy (CBT) or supportive 
therapy. Although there were no significant between-group 
differences, the authors conclude that the CBT group showed 
a more rapid improvement in symptoms on the basis of a 
significant within-group difference for the CBT but not for 
the treatment-as-usual group at 5-month follow-up. This is 
one of the specific forms of bias identified by Vera-Badillo 
and colleagues: it is invalid to draw conclusions between 
groups on the basis of within-group tests.12

Change the Primary End Point
One of the more common techniques identified in 

this study was to change the reported primary end point 
without acknowledging that the original primary end point 
was not significantly different between groups. A series of 
duration of untreated psychosis articles by the Scandinavian 
Treatment and Intervention in Psychosis Study (TIPS) group 

Figure 1. Study Selection

 

621 Potentially relevant trials identi�ed in  
PubMed searches 

525 Excluded on the basis of titles and  
abstracts 

58  Excluded on the basis of review of full text 

96  Identi�ed for further review 

38  Relevant trials identi�ed for inclusion 
32  Randomized controlled trials 
6  Quasi-experimental trials 
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changes their primary end point twice between different 
articles without acknowledging that the original primary 
end point remained nonsignificant.3,24,27–29,39 The primary 
end point when the study was designed was rate of relapse. 
At 1-year follow-up, having reported that relapse was not 
different between groups, the TIPS group changed the 
primary end point to symptom scores.24 When symptom 
scores became nonsignificant at 10-year follow-up, the TIPS 
group constructed a new primary “recovery” end point.3 
Later articles do not acknowledge the changed primary end 
point or the nonsignificant nature of the original primary 
end point.3,27–29

Focus on Positive Secondary End Points
A related technique was to distract attention from 

a negative primary end point by focusing on positive 
secondary end points. Nordentoft and colleagues30 
report a RCT in which 341 patients with first-episode 
schizophreniform psychosis were randomized to treatment 
as usual or intensive treatment. Suicide-related behaviors 
were measured over 1 year. The nonsignificant primary 
end point of suicide behaviors is not mentioned in the 
abstract, which instead reports factors that predicted 
suicide behavior, and notes that the intensive treatment 
group reported lower hopelessness than the treatment-as-
usual group, a secondary end point.30

Analyze a Subset of Data
Several authors distract attention from negative primary 

end points by reporting positive primary end points for 
subsets of data. McGorry and colleagues20 report an ultra–
high-risk study wherein 59 patients were randomized to 
treatment as usual or low-dose risperidone. At 6-month 
follow-up, they found no difference in rate of transition to 
psychotic illness between groups. Their abstract refers to a 
significant post hoc analysis comparing the rate of transition 
in treatment as usual to transition in risperidone-treated 
patients who were adherent with risperidone treatment. 
As this subset clearly selects for a characteristic, treatment 

adherence, associated with better outcomes in schizophrenia, 
the simplest explanation for their results is that the whole-set 
analysis accurately reflects no difference between treatment 
groups, while the subset analysis demonstrates an expected 
confound due to selection bias.20

Post Hoc Analysis
Another source of reporting bias was to first test overall 

statistics then, when these were not significant, to test specific 
comparisons, including ad hoc comparisons, maximizing 
the possibility of finding significant results. Investigating 
the possibility of reducing relapse after resolution of a 
first episode of psychosis, Gleeson and colleagues34 found 
no difference in survival curves of time to relapse over 
the 30-month trial. They then performed multiple ad hoc 
survival curve analyses to individual time points and report 
a positive trial based on a significant result at 12 months. 
Given that survival curve analysis is designed to account 
for the variance at individual time points across the whole 
period being tested, this is particularly inappropriate.

Nearly Significant Results and Power Analyses
McGlashan et al37 reported “nearly significant” results 

as evidence of efficacy. They argued that the low power of 
their study suggested a false-negative result and calculated 
a number needed to treat (also nonsignificant) to prevent 
transition to psychosis in ultra–high-risk patients on the 
basis of a nonsignificant trial.37

Spin in References to the Early Intervention in 
Psychosis Literature

Early intervention in psychosis advocates have publicly 
suggested the use of the scientific literature as a tool of 
rhetoric to advance the movement.41 This suggestion may 
have fostered the tendency of arguments for the expansion 
of early intervention psychosis to misrepresent the 
conclusions of the research they refer to. One prominent 
early intervention in psychosis researcher1 refers to the 
results of the OPUS (intensive early intervention program) 

Table 1. Spin and Bias in Early Intervention in Psychosis Articlesa

Type of Study  
(no. of articles)

Positive Primary 
End Point

Reporting  
Bias Present Spin Present

Article Presented 
as Positive

Duration of untreated 
psychosis  (6)b

1 (17) [0.4–64.1]  3 (50) [11.8–88.1]  5 (83) [35.8–99.6]  5 (83) [35.8–99.6]

Ultra-high risk of 
psychosis  (13)c

2 (15) [1.9–45.4]  6 (46) [19.2–74.9]  8 (62) [31.6–86.1]  9 (69) [38.6–90.9]

Early intervention in 
psychosis (19)d

2 (11) [1.3–33.1] 13 (68) [43.4–87.4] 12 (63) [38.4–83.7] 15 (79) [54.4–93.9]

Total (38) 5 (13) [4.4–28.1] 22 (58) [40.8–73.7] 25 (66) [48.6–80.4] 29 (76) [59.8–88.6]
aValues presented as number (%) of articles [95% CI].
bDuration of untreated psychosis: quasi-experimental design comparing region with public health 

intervention to reduce the period of time spent between the onset of a psychotic illness and the initiation 
of treatment.

cUltra-high risk: randomized controlled trials comparing outcomes of patients at high risk of developing 
a long-term psychotic illness randomized to treatment as usual versus active interventions including 
antipsychotic medication, fatty acids, or cognitive-behavioral therapy. 

dEarly intervention in psychosis: randomized controlled trials comparing outcomes in patients with first-
episode psychosis randomized to treatment as usual versus early intensive treatment, with low patient to 
case manager ratios, family psychoeducation, and social skills training.
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Table 2. Main Bias/Spin Techniques Used in Early Intervention in Psychosis Articlesa

Category  
(no. of articles) Article Typeb Bias in Abstract Spin in Abstract
Uncontrolled 

improvement (4)
Kuipers et al, 200416 Early intervention in 

psychosis
None Implies positive trial by reference to improvements that were 

no different between treatment and control groups
Addington et al, 201117 Ultra-high risk of 

psychosis
None Concludes positive trial on the basis of a positive within-

groups analysis
McGorry et al, 201318 Ultra-high risk of 

psychosis
Emphasizes improvements across all groups Concludes positive trial by reference to improvements that 

were no different between treatment and control groups
Tarrier et al, 200419 Early intervention in 

psychosis
Does not report absence of difference between  

cognitive-behavioral therapy and supportive therapy 
(active control)

Concludes positive trial by reference to improvements that 
were no different between treatment and control groups

Analyze subset (4) McGorry et al, 200220 Ultra-high risk of 
psychosis

Reports post hoc subset analysis of treatment-adherent 
patients

Concludes positive trial on the basis of subset analysis

Morrison et al, 200421 Ultra-high risk of 
psychosis

Reports positive analysis after post hoc exclusion of 2 
patients rather than negative intent-to-treat analysis

Concludes positive trial on the basis of non–intent-to-treat 
analysis

Tempier et al, 201222 Early intervention in 
psychosis

Identifies confounds in parent data set, which made results 
negative, but does not report this analysis

Concludes positive trial despite identifying confounds, which 
would make the trial negative

van der Gaag, et al 201223 Ultra-high risk of 
psychosis

Reports positive non–intent-to-treat analysis rather than 
negative intent-to-treat  analysis in abstract

Concludes positive trial by reference to post hoc analyses, not 
planned analyses

Change primary  
end point (8)

Petersen et al, 200524 Early intervention in 
psychosis

Primary end point of relapse not reported Concludes positive trial on basis of newly assigned primary 
end point, symptoms

Petersen et al, 200525 Early intervention in 
psychosis

Primary end point of relapse not reported Concludes positive trial on basis of newly assigned primary 
end point, symptoms

Thorup et al, 200526 Early intervention in 
psychosis

Primary end point of relapse not reported Concludes positive trial on basis of newly assigned primary 
end point, symptoms

Larsen et al, 200627 Duration of untreated 
psychosis

None Despite negative primary end point of time to remission, 
concludes positive trial by reference to secondary end point

Bertelsen et al, 20084 Early intervention in 
psychosis

Primary end point of relapse not reported None

Melle et al, 200828 Duration of untreated 
psychosis

Primary end point of time to remission/relapse not reported Concludes positive trial on basis of new primary end point, 
symptoms

Larsen et al, 201129 Duration of untreated 
psychosis

Primary end point of time to remission/relapse not reported Concludes positive trial on basis of newly assigned primary 
end point, symptoms

Hegelstad et al, 20123 Duration of untreated 
psychosis

Primary end point of time to remission/relapse not 
reported; constructed new primary end point, recovery

Concludes positive trial on basis of newly constructed primary 
end point, recovery

Focus on secondary 
end points (3)

Nordentoft et al, 200230 Early intervention in 
psychosis

Does not report primary end point, suicide-related 
behaviors

Concludes positive trial by reference to secondary end point, 
hopelessness

Petersen et al, 200731 Early intervention in 
psychosis

Reports negative primary end point (odds ratio including 
1.0) as positive

Concludes positive trial by reference to secondary end point

Phillips et al, 200732 Ultra-high risk of 
psychosis

None Concludes positive trial by speculating on cost savings with no 
evidence for this in trial

Post hoc analysis (4) Jackson et al, 200833 Early intervention in 
psychosis

Emphasize positive post hoc midtreatment analysis despite 
negative primary end point

Concludes positive trial by reference to post hoc analyses

Gleeson et al, 201334 Early intervention in 
psychosis

Reports positive post hoc point comparison rather than 
negative survival curve for primary end point

Concludes positive trial by reference to point comparison

Berger et al, 200735 Early intervention in 
psychosis

Emphasize post hoc analyses suggestive of accelerated 
treatment response

Concludes positive trial on the basis of positive post hoc 
analyses and secondary end point

Morrison et al, 200736 Ultra-high risk of 
psychosis

Emphasize positive post hoc analyses of transition to 
psychosis over negative planned results

Concludes positive trial on post hoc analyses rather than 
negative planned analyses

Nearly significant (3) McGlashan et al, 200637 Ultra-high risk of 
psychosis

Report nearly significant differences Concludes positive trial by reference to nearly significant 
differences in the context of low power

Lewis et al, 200238 Ultra-high risk of 
psychosis

Report nonsignificant trends as positive and do not identify 
negative primary end point

On the basis of nonsignificant results, concludes “transient 
advantages”

Melle et al, 200539 Duration of untreated 
psychosis

None Conclusion does not mention negative result but speculates 
on possible positive outcomes that have not been 
demonstrated

aIntent to treat: statistical analyses performed using data from all patients originally assigned to treatment and control conditions. Primary end point: 
main treatment outcome defined in the original experimental design, such as rate of transition to psychosis. Secondary end point: less important 
auxiliary outcome defined in the original experimental design, such as symptom scores.

bDuration of untreated psychosis: quasi-experimental design comparing region with public health intervention to reduce the period of time spent 
between the onset of a psychotic illness and the initiation of treatment. Early intervention in psychosis: randomized controlled trials comparing 
outcomes in patients with first-episode psychosis randomized to treatment as usual versus early intensive treatment, with low patient to case manager 
ratios, family psychoeducation, and social skills training. Ultra-high risk: randomized controlled trials comparing outcomes of patients at high risk of 
developing a long-term psychotic illness randomized to treatment as usual versus active interventions including antipsychotic medication, fatty acids, 
or cognitive-behavioral therapy.



© 2014 COPYRIGHT PHYSICIANS POSTGRADUATE PRESS, INC. NOT FOR DISTRIBUTION, DISPLAY, OR COMMERCIAL PURPOSES. e6    Prim Care Companion CNS Disord 
2014;16(1):doi:10.4088/PCC.13r01586

Andrew J. Amos

and Lambeth Early Onset (LEO) groups as evidence for the 
disease-modifying effects of early intervention. 4,42,43 This 
assertion contradicts the conclusions of the cited authors, 
as the OPUS article concludes that “the benefits of the 
intensive early intervention program after 2 years were 
not sustainable, and no basic changes in illness were seen 
after 5 years.”4(pp769–770) While the cited LEO articles were 
more positive, they were 18-month follow-up reports.42,43 
Two years prior to the claim that LEO suggested a disease-
modifying effect of early intervention in psychosis, the 
LEO group had confirmed over longer follow-up the OPUS 
results, suggesting no disease-modifying effects of early 
intervention in psychosis.8

Limitations
As established by Vera-Badillo and colleagues,12 there 

are no objective criteria for the detection of spin and bias. 
It is also difficult or impossible to demonstrate the specific 
mechanisms that lead to the presence of spin or bias. It would 
appear that the possibilities include either consciously or 
unconsciously motivated behaviors or simple error. To take 
the most recent article by McGorry and colleagues18 as an 
example, the conclusion that undifferentiated improvement 
across all groups implies a treatment effect is clearly an 
invalid inference and an example of spin as it is defined by 
Vera-Badillo and colleagues.12 Possible mechanisms would 
include that the authors were unaware that their conclusion 
was not supported by their evidence (an error) or that they 
were aware of this fact but were consciously or unconsciously 
motivated to present their negative results in a positive 
light. The current article cannot differentiate between these 
possibilities, although it may be instructive that the authors 
do not acknowledge the error in their analysis even when it 
is explicitly identified.40,44

CONCLUSIONS
Research by Vera-Badillo and others12,13  demonstrates 

that spin and bias are widespread in oncological and medical 
literature. The early intervention in psychosis literature 
appears to include a high prevalence of techniques that tend 
to obscure negative trials that is particularly concerning in 
light of the conscious use of rhetoric by prominent early 
intervention advocates. The construction of a new primary 
end point at 10-year follow-up by the TIPS group,3 having 
already changed the primary end point at 1-year follow-up, 
is the most serious example in the collected literature. The 
antidote would appear to lie with editors, peer reviewers, and 
critical consumers of the early intervention literature. The 
current article suggests that early intervention in psychosis 
literature should be closely analyzed for evidence of spin 
or bias and methodological shortcomings identified and 
acknowledged.
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