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ABSTRACT

Objective: The range of suicidal behavior in first-
episode schizophrenia in the early phases of the
disease is both understudied and unclear. The
objective of this study was to investigate suicidal
behavior in first-episode schizophrenia inpatients
after admission.

Methods: The current study was conducted with
102 patients with first-episode schizophrenia
aged 15 to 45 years who were admitted to a
300-bed psychiatry hospital in Southern India
over a period of 18 months between January 1,
2016, and June 30, 2017. Patients completed a
semistructured questionnaire, the Brief Psychiatric
Rating Scale, and the Columbia-Suicide Severity
Rating Scale for assessment of sociodemographic
profile, psychopathology, and suicide risk. Patients
were then divided into 2 groups: suicidal and
nonsuicidal.

Results: Recent suicidal ideation and behavior
were present in 37.25% and 22.54% of the first-
episode schizophrenia patients, respectively.
Recent suicidal ideation was 15.8 times more
likely in first-episode schizophrenia patients
with lifetime suicidal ideation, and recent suicide
attempts were 8.6 times more likely in patients
with lifetime suicide attempts.

Conclusions: The study results show that suicidal
behavior in the early phases of first-episode
schizophrenia is more prevalent during admission.
Lifetime suicidal ideation and behavior predicts
the risk of recent suicidal ideation and behavior,
respectively.
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S chizophrenia is one of the most puzzling yet disabling of all brain diseases,
with its severe and persistent psychotic manifestations accompanied
by variable cognitive dysfunction and profound psychosocial impairment.
The symptoms of schizophrenia can be categorized into 5 dimensions:
positive, negative, affective, cognitive, and aggressive. The aggressive and
hostile symptom domains include overt hostility, such as verbal or physical
abusiveness, and self-injurious behaviors, including suicide.! Every year,
over 800,000 people die from suicide, which roughly corresponds to 1 death
every 40 seconds in the general population.? Psychiatric disorders occupy a
premier position in the pyramid of causation of suicide, and research shows
that up to 90% of those who die by suicide have a psychiatric illness.?
Schizophrenia was associated with excess mortality, and 4 groups of factors
were found to contribute to mortality.® Suicide is first among them with
28% attribution, along with physical illnesses diagnosed late and treated
insufficiently, antipsychotic medications, and unhealthy lifestyles.? In
a meta-analysis, Harris and Barraclough* found that the risk of suicide
among schizophrenia patients was more than 8 times higher than that of
the general population. The lifetime risk of suicide in schizophrenia was
found to be 10%, but studies have shown that the risk is likely to be between
4% and 6% and approximately 20%-40% for suicide attempts.”~” For patients
with schizophrenia, there were 2 sharp peaks in suicide risk. The first is
immediately after admission, and the second is shortly after discharge.
Suicide risk occurs in different phases of the first episode of schizophrenia,
including the prodromal, acute psychosis, and post-psychotic phases.® The
estimate of lifetime suicide prevalence in first admission or illness onset
was 5.6%.°

Earlier studies on suicide in schizophrenia and first-episode schizophrenia
had methodological limitations including retrospective evaluations,
use of case and death registers, and imprecise definition of first-episode
schizophrenia. Suicidal behavior in schizophrenia contributes significantly
to premature mortality. Hence, assessment of suicidal behavior ranging from
suicide ideation to attempt in the early course of illness, particularly at first
contact with the hospital, needs to be included as part of the mental health
assessment so that provision of early interventions can be made. Much of
the research has been focused on the lifetime risk of completed suicide,
which represents the tip of the iceberg and neglects the submerged portion
of nonfatal suicidal behavior that is far more common. The range of suicidal
behavior in first-episode schizophrenia in the early phases of the disease
is both understudied and unclear. Therefore, the objective of this study
was to investigate suicidal behavior in first-episode schizophrenia using a
structured questionnaire immediately after admission.

METHODS

Participants

This was a cross-sectional study conducted in a tertiary care psychiatric
hospital, and the institution’s ethics committee provided approval before the
study began (REG.NO.2/IEC/AMC/2017). A sample of 102 first-episode
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Clinical Points

B Suicidal behavior is most prevalent in the early phases of
iliness in first-episode schizophrenia, particularly during
admission, and lifetime suicidal behavior predicts the risk of
recent suicidal behavior.

B Female gender and affective and activation factors of the
Brief Psychiatric Rating Scale were significant predictors of
severity of recent suicidal ideation.

B The evaluation of suicidal behavior over the course of
hospitalization should be done as part of the mental health
assessment in first-episode schizophrenia patients so that
provision of early interventions can be made.

schizophrenia patients admitted between January 1,
2016, and June 30, 2017, for a period of 18 months were
recruited by purposive sampling. The inclusion criteria were
inpatients with a diagnosis of schizophrenia according to
ICD-10 research diagnostic criteria. The patients were
between age 15 and 45 years and were male and female.
First episode is defined as first psychiatric hospitalization,’
drug naive or <12 weeks cumulative (lifetime) antipsychotic
treatment,'"'* and duration of untreated psychosis <5
years.!? The exclusion criteria were patients with other
comorbid psychiatric illness or severe medical illness at
present admission and cases in which self-harm was found
to be accidental. After detailed explanation regarding the
nature and purpose of the study, an information sheet was
provided, and written informed consent was taken for
participation in the study.

Research Tools

Semistructured questionnaire. The semistructured
questionnaire consisted of the sociodemographic variables
such as age, gender, domicile, marital status, socioeconomic
class, employment, literacy, and clinical variables like age at
first presentation, duration of untreated psychosis (DUP),
and family history of mental illness.

Brief Psychiatric Rating Scale. The Brief Psychiatric Rating
Scale (BPRS) 24-symptom construct was used for assessment
of psychopathology. The BPRS has excellent interrater
reliability, and studies have reported a range of median
Pearson correlation coefficients and intraclass correlation
coefficients from 0.67 to 0.88.!> Five factors of the BPRS
were adopted from a meta-analysis of BPRS factor structure
analysis (ie, affect, positive symptoms, negative symptoms,
activation, and disorganization factor).'®

Columbia-Suicide Severity Rating Scale Lifetime/Recent
Version. The Columbia-Suicide Severity Rating Scale
(C-SSRS) Telugu translation was used for assessment of
suicidal ideation (SI) and behavior. One of the authors
(S.M.G.) has been trained and certified for application of
the C-SSRS. The C-SSRS has domains of SI and behavior
that evaluate 4 constructs (ie, severity, intensity of SI, suicide
behavior, and lethality of attempts). The C-SSRS severity
(r=0.69, P<.001) and intensity (r=0.34, P<.001) subscales
have good correlation with the Scale for Suicide Ideation.!”
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Statistical Analysis

Data analysis was performed using SPSS software (version
23) and Microsoft Excel 2016. Descriptive analysis was used
for frequency and distribution of variables. Independent ¢
and X tests were used to find association between variables.
Odds ratio was used to determine the strength of association
only for variables that showed significant association on
the independent ¢ and y? tests. Correlational analysis was
used for continuous variables. P value <.05 was considered
statistically significant at 95% CIs. A linear regression
analysis was done to assess the predictors of SI.

RESULTS

Sociodemographic Data of the Suicidal
and Nonsuicidal Groups

The 102 first-episode schizophrenia patients were divided
into 2 groups: suicidal and nonsuicidal. The patients with
a BPRS item 4 (suicidality) score <2 were grouped as
nonsuicidal, and those with a score >2 were grouped as
suicidal. The mean age of the first-episode sample with
suicidality was 30.9 years. In first-episode schizophrenia
patients with suicidality, the majority were in the age
groups of 25-35 years and 15-25 years. Most were female
(67%), literate (69%), married (57%), living in a nuclear
family (95%), unemployed (74%), residing in rural areas
(52%), and belonged to the lower middle and middle class
(86%). The difference between the 2 groups was statistically
significant only for gender and employment. The odds ratio
(OR) for (female) gender was 2.28 with 95% CI, 1-5.07, and
the OR for employment (unemployed) status was 2.3 with
95% CI, 1.06-5.01. No association was found with other
sociodemographic data, as shown in Table 1.

Comparison of Clinical Variables
Between the Suicidal and Nonsuicidal Groups

The mean age at first presentation of symptoms was
29.7 years in the suicidal group. The majority (61.9%)
had <1 year of untreated psychosis, and the mean DUP was
significantly shorter (15.8 months) in the suicidal group
than in the nonsuicidal group (21.3 months). Family history
of suicide was present in 11.9% of the suicidal group with
significant association with suicidal behavior (OR=7.9, 95%
CI, 0.98-5.42). The mean BPRS score of suicidal patients
was significantly higher than that of nonsuicidal patients,
as shown in Table 2. There was a significant difference in
the following items: anxiety, depression, self-neglect, motor
retardation, tension, emotional withdrawal, and motor
hyperactivity of the BPRS. Positive, affective, and activation
symptoms were significantly higher and negative symptoms
were significantly lower in the suicidal group compared to
the nonsuicidal group, as seen in Supplementary Table 1.

Correlation Analysis of Suicidal Ideation Severity
and Intensity Scores and BPRS Scores

There was a positive correlation between BPRS scores
and SI severity and intensity scores that was statistically
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Table 1. Sociodemographic Profile of the Sample?

Suicidal Group Nonsuicidal Group

Variable (n=42) (n=60) pP
Age group, y
15-25 15(35.7) 22 (36.7) .63
25-35 16 (38.1) 18 (30.0)
35-45 11(26.2) 20(33.3)
Gender
Male 14 (33.3) 32(53.3) .04
Female 28 (66.7) 28 (46.7)
Education
Literate 29 (69.0) 40 (66.7) 8
llliterate 13(31.0) 20(33.3)
Marital status
Married 24 (57.1) 28 (46.7) 14
Unmarried 15(35.7) 31(51.7
Other 3(7.1) 1(1.7)
Family structure
Nuclear 40(95.2) 53(88.3) 2
Joint 2(4.8) 70117
Employment status
Unemployed 31(73.8) 33 (55) .04
Employed 11(26.2) 27 (45)
Socioeconomic class
Upper middle 3(7.0) 4(6.7) 6
Middle 13(31.0) 16 (26.7)
Lower middle 23(55.0) 31(51.7)
Lower 3(7.0) 9(15)
Domicile
Rural 22 (52.4 35(58.3) .55
Urban 20 (47.6, 25 (41.7

@Data are presented as n (%).
bBolding indicates statistical significance.

Table 2. Comparison of Clinical Variables Between Suicidal

and Nonsuicidal Groups

Suicidal Nonsuicidal
Variable Group Group pa
Age at first presentation, mean 29.71(8.122) 28.48 (9.097) A48
(SD),y

Duration of untreated psychosis
(months), mean (SD)

15.81(12.041) 21.83(15.255) .03

Family history of mental iliness, 6(14.3) 9(15.0) 9

n (%)
Family history of suicide, n (%) 5(11.9) 1(1.7) .03
BPRS score, mean (SD) 56.95 (7.587) 51.90 (6.568)  .001

Bolding indicates statistical significance.
Abbreviation: BPRS =Brief Psychiatric Rating Scale.

Suicidal Behavior in First-Episode Schizophrenia

significant at P<.05. SI severity had a positive correlation
with affective, positive, and activation factors of the BPRS,
whereas its correlation with negative and disorganization
factors was negative, as shown in Table 3. The depression
item score of the BPRS was also correlated with severity of
recent SI (r=0.317, P=.001) and intensity of SI (r=0.273,
P=.005). In the partial correlation analysis after adjusting for
the depression item score of the BPRS, negative symptoms
remained significantly negatively correlated with both the
severity (r=-0.263, P=.008) and intensity (r=-0.268,
P=.007) of recent SI. The positive, activation, and affect
symptoms correlation also remained significant, as shown
in Table 4.

Suicidal Ideation

Figure 1 shows distribution of recent SI severity in the
past month, with recent SI present in 37.25% (n=38). SI
with method but no intent was reported by 23.7%, and SI
with intent but no specific plan was reported by 31.6%,
whereas nonspecific suicidal thoughts were reported by
34.2%. Lifetime SI was present in 44.1% of the first-episode
schizophrenia patients. The OR was 15.8 (P=.0001), with
recent SI 15.8 times more likely in patients with lifetime SI,
as shown in Table 5.

Suicidal and Nonsuicidal
Self-Injurious Behavior

Table 6 shows the distribution of current and lifetime
suicidal behavior. Suicide attempts were present in 22.5%
(n=23) and nonsuicidal self-injurious behavior without
intent in 3.9% (n=4) in the past 3 months, whereas lifetime
suicidal behavior was present in 25.5%. More than half of
the first-episode schizophrenia patients with recent suicide
attempts had more than 1 attempt (52.2%), and actual
attempts only were found in 16 of 23 patients with recent
attempts. Of the 26 patients with lifetime suicidal behavior,
recent suicidal behavior was present in 53.8% compared to

Table 3. Correlation Analysis of Suicidal Ideation Severity and Intensity and BPRS

Scores
BPRS
BPRS BPRS Factor Depression
Score Affect Positive Negative Activation Disorganization Iltem
BPRS score
r 1 0.399 0.445 0.498 0.465 0.646 0.188
p .000 .000 .000 .000 .000 .058
Suicidal ideation severity
r 0.283 0.756 0.240 -0.226 0.249 -0.204 0317
P 004 .000 .015 022 .012 .040 .001
Suicidal ideation intensity
r 0371 0815 0268 -0.238 0.342 -0.164 0.273
P .000 .000 .006 .016 .000 .100 .005

Abbreviation: BPRS =Brief Psychiatric Rating Scale.
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11.8% who had recent suicidal behavior without lifetime
suicidal behavior (OR=8.6, P=.0001).
The severity of recent suicidal behavior/attempts is

Table 4. Partial Correlation Between 5 Factors of the BPRS

and Suicidal Ideation Severity and Intensity Scores

C-SSRS Suicidal C-SSRS Suicidal

. . . . Ideation Ideation
§hown in Figure 2, w1t}.1 actual.attempts in 16 p:atlents an.d Variable Severity Intensity
interrupted attempts in 19 first-episode schizophrenia Affect
admissions over the past 3 months. There was no physical r 0.741 0.839
damage in 13 patients, 2 patients had minor physical i " 000 000

. . oslitive
damage, and only 1 patient had moderate physical damage ; 0239 0267
that required medical attention. Among the 13 patients with P 016 .007
actual suicide attempts with no physical damage, 7 patients Negative
. . . c . r -0.263 -0.268
had behavior likely to result in death, and the remaining 6 p 008 007
patients had behavior likely to result in injury but not death. Activation
r 0.286 0.376
P . . . P .004 .000
Prediction Model of Suicidal Ideation: Disorganization
Linear Regression Analysis r -0.209 -0.165
P .036 .099

Table 7 shows a linear regression model for predicting
SI with C-SSRS SI severity score being the dependent
variable and the variables that have a significant association
and correlation as independent variables. The linear
regression analysis results revealed that the overall model
was significant (F=18.94, P=.000), and 62% variance in

Abbreviations: BPRS =Brief Psychiatric Rating Scale, C-SSRS = Columbia-
Suicide Severity Rating Scale.

Table 5. Distribution of Recent Suicidal Ideation in Patients

With Lifetime Suicidal Ideation

severity of SI was explained by independent variables SLEE?JJI SR;Z?;;I

collectively with adjusted R>=0.62. Among the clinical and Ideation  Ideation 0dds

sociodemographic variables, gender was the significant Variable Present  Absent P2 Ratio 95% Cl

predictor of recent SI severity, while DUP and family history %fEtime suicidal 31 14 0001 158  575-43.50
s . . . . ideation present

of suicide did not predict severity of recent SI. The affect Lifetime suicidal 7 50

and activation factors of the BPRS were the significantly
positive predictors of severity of recent SI.

ideation absent

@Bolding indicates statistical significance.

DISCUSSION Table 6. Distribution of Recent Suicidal Behavior in Patients
The current Indian study found similar patterns of Lol CLCHOE e SR

suicide risk as that of studies conducted in other nations/ SR;E?;;I SRliZ?c;‘;I

cultures among first-episode schizophrenia patients, Behavior  Behavior 0dds

indicating the cross-cultural generalizability of suicide risk, Variable Present  Absent P> Rato  95%Cl

although motives behind the suicide risk may be culturally Lifetime suicidal 14 12 0001 86 3.07-2453

. C o 11s . oy behavior present
discrete. Suicidality was frequently observed in first-episode Lifetime suicidal 9 p

behavior absent

@Bolding indicates statistical significance.

Figure 1. Distribution of the Sample Based on C-SSRS Suicidal Ideation Severity in the

Past Month

Wish to be dead - 10.53%
Suicidal ideation
{v
with method (without intent to act) _ 13.68%

Suicidal ideation
0y

0.00% 5.00% 10.00% 15.00% 20.00% 25.00% 30.00% 35.00% 40.00%

Percentage of the Sample

Abbreviation: C-SSRS = Columbia-Suicide Severity Rating Scale.
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Figure 2. Severity of C-SSRS Recent Suicidal Behavior

Interrupted attempt only

Suicide Attempt

30.43%
(n=7)

& interrupted attempt (n=12)

- 17.39%
Actual suicide attempt only (h=4)

Abbreviation: C-SSRS = Columbia-Suicide Severity Rating Scale.

Table 7. Linear Regression Analysis

Unstandardized
Coefficients Standardized 95.0% Cl for B

Standard _Coefficients Lower  Upper
Model B Error B t P Bound  Bound
1 (constant) -2.828 0.855 -3.309 001 4525 -1.130
Duration of untreated 0.006 0.007 0.056 0.804 423 -0.009 0.020
psychosis
Affect 0.450 0.052 0.828 8.716 .000 0.347 0.552
Positive 0.029 0.068 0.042 0423 673 -0.106 0.164
Negative 0.041 0.071 0.080 0.581 563 -0.100 0.183
Activation 0.259 0.110 0.230 2.358 .020 0.041 0.478
Family history of suicide ~ -0.329 0.399 -0.057 -0.825 AN -1.121 0.463
Gender 0.431 0.197 0.146 2.188 .031 0.040 0.823
BPRS score -0.047 0.035 -0.235 —-1.342 183 -0.116 0.022

Abbreviation: BRPS = Brief Psychiatric Rating Scale.

schizophrenia patients with female gender, unemployment
status, genetic loading, severity of psychopathology, and
probable use of lethal means. The activation and affect
domains of psychopathology significantly predicted the
severity of SI, while negative symptoms had a protective
role against suicidal risk. Among the sociodemographic
variables, female gender was more likely to be associated
with suicidal behavior in the current study, which is
consistent with earlier research.!®!®!° However, this finding
is contrary to a study?® wherein 70% of suicide attempters
were male and a few first-episode studies in which no
gender difference was observed.?*? The contrary findings
of this study can be explained with the assumption that as
in the general population, suicide attempts might be more
common in females with schizophrenia.?*?* Unemployment
was also associated with suicidality, which is consistent with
earlier research and corresponds with Durkheim’s theory
that suicides occur during periods of economic crisis.>>~2
The present study finding of shorter DUP significantly
associated with suicidality is consistent with that of Preti
et al?? but contrary to studies in which long DUP was
associated with suicidal behavior?>* and others in which
no association was found.'!?! The association of suicidality
with short DUP may be due to the active psychosis, acting
out, and lack of insight; another assumption is that suicidal
behavior prompts early presentation to the hospital, which

Prim Care Companion CNS Disord 2023;25(3):22m03364

shortens DUP. There was a significant association of family
history of suicide with suicidal behavior in this study, which
is consistent with previous research, and the study by De
Hert et al*! reported that the odds of suicidal behavior was 8
times higher when family history of suicide was present.>>?

Significantly higher BPRS scores in suicidal patients and
the positive correlation of positive and affect factors with SI
severity and intensity in the current study are comparable
to earlier literature.>*~*> The negative correlation of negative
symptoms with SI severity and intensity is consistent with
previous studies.>**¢ This explains the protective role of
negative symptoms like motor retardation and emotional
withdrawal in patients with SI that hampers motor activity.
The symptoms of anhedonia and avolition decrease the
motivated self-initiated purposeful activities by inhibiting
the volition and motivation of the individual and reduce
risk of suicide.” In this study, lifetime SI was present in
44.1% of patients, which is higher than in the study by Melle
et al’® but similar to other studies.?!** Lifetime suicide
attempts were present in 25.49% of patients in the current
study, which is comparable to a study by Bakst et al,?! who
found lifetime suicide attempts of 28%, but higher than
other studies.*®*

In this study, 37.25% of patients were found to have
recent SI, which is comparable to earlier studies?"**0 but
higher than others.?>* In this study, the most prevalent level
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of ST was active nonspecific suicidal thoughts followed by SI
with some intent, which is contrary to the findings of Gill et
al*® wherein less severe passive ideation was most prevalent.
Passive ideation was present in 10.53%, which is similar to the
study by Kontaxakis et al,*! which reported passive ideation
in 11.8% of patients with acute schizophrenia, but lower than
a study by Tarrier et al,*® wherein 20.3% reported a “weak
desire” to kill themselves. The active suicidal thoughts with
or without some intent that were frequently harbored in
first-episode schizophrenia admissions in the current study
might be due to the nature of psychopathology, particularly
the positive, activation, and affective symptoms observed in
the acute psychosis state.

The prevalence of recent suicidal behavior in this study
(22.54%) was much higher than that reported by Melle et
al’® but consistent with a study by Sanchez-Gistau et al,*?
in which past suicide attempts predicted baseline suicide
risk. Among patients with suicidal behavior, both actual
and interrupted attempt were present in 52.17%, while only
actual attempt was present in 17.39% with probable high
lethality. These findings are consistent with earlier studies
that found schizophrenia patients use more violent and
lethal methods of attempting suicide.**** There are not
many studies, to the best of our knowledge, investigating
this parameter in schizophrenia.

CONCLUSION

There is a dearth of studies in the Asian and Indian
context pertaining to first-episode schizophrenia. Thus,
the current study provides insights for a range of suicidal
behavior in first-episode schizophrenia inpatients, focusing
on the neglected nonfatal suicidal behavior that is far more
common. Suicidal behavior in first-episode schizophrenia
in the early phases of illness is more prevalent, and lifetime
SI and behavior predicts the risk of suicide. Thus, a holistic
approach is needed with first-episode schizophrenia patients,
using standard questionnaires for assessment of suicide.
However, the scope of this study was limited by the cross-
sectional nature of the study design and lack of inclusion
of first-episode schizophrenia patients who were receiv-
ing outpatient treatment. This study also did not include
the clinical variable “insight,” which was assessed in many
studies associated with suicidal behavior in schizophrenia
patients. Although the findings should be interpreted with
caution, this study has strengths of an adequate well-defined
sample and the use of validated instruments. A prospective
cohort study examining suicidal behavior during different
phases of first-episode schizophrenia, from prodrome to
acute to recovery to post-recovery, would be more informa-
tive in future research.
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Supplementary Table 1

Association of Items of the BPRS Scale With Suicidality

Suicidality Mean Std. Deviation P value

Somatic concern Present 42 1.83 908 .348
Absent 60 1.65 1.005

Anxiety Present 42 2.38 1.035 .001
Absent 60 1.75 704

Depression Present 42 224 932 .002
Absent 60 1.72 761

Guilt Present 42 112 395 .623
Absent 60 1.08 334

Hostility Present 42 2.38 1.447 575
Absent 60 2.23 1.064

Suspiciousness Present 42 4.98 950 .067
Absent 60 4.65 820

Hallucinations Present 42 4.88 1.533 .243
Absent 60 4.58 1.030

Unusual thought content Present 42 410 1.144 .236
Absent 60 3.82 1172

Bizarre behavior Present 42 3.07 1.218 .095
Absent 60 3.48 1.214

Self-neglect Present 42 3.07 947 .027
Absent 60 3.52 1.017

Disorientation Present 42 1.90 759 .623
Absent 60 1.83 693

Conceptual disorganization ~ Present 42 1.40 665 190
Absent 60 1.62 958

Blunted affect Present 42 2.60 1.106 135
Absent 60 2.95 1.213

Emotional withdrawal Present 42 255 1.017 .036
Absent 60 3.00 1.089

Motor retardation Present 42 1.36 692 .007
Absent 60 1.85 1.117

Tension Present 42 2.29 1.043 .000
Absent 60 1.55 699

Uncooperativeness Present 42 2.02 749 .307
Absent 60 1.87 769




Excitement Present 42 1.05 216 .367
Absent 60 1.02 129

Distractibility Present 42 2.19 594 .961
Absent 60 2.18 792

Motor hyperactivity Present 42 1.95 1.147 .000
Absent 60 1.20 546

Mannerisms and posturing Present 42 1.10 370 153
Absent 60 1.25 704

AFFECT Present 42 10.2381 1.88459 .000
Absent 60 5.8167 1.42009

POSITIVE Present 42 14.9524 1.99942 .038
Absent 60| 14.0500 2.22790

NEGATIVE Present 42 6.5000 2.34000 .023
Absent 60 7.8000 3.08523

ACTIVATION Present 42 6.1905 1.53397 .005
Absent 60 5.4000 1.02841

DISORGANIZATION Present 42 7.4762 1.95358 .098
Absent 60| 82167 2.36566
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