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Abstr act
Objective

Theincidence an@utcome of first episod8ubstancénduced Psychotic Border
(SIPD)is unclear. The studgimed to compare thHeyear outcomes of those given a
SIPDdiagnosis by clinicians compareddther psychosis diagnesin a first episode

cohort.
Method

Datawasfrom a large (n2027) cohort of Fst Episode Psychos{$EP)patients
admitted to early intervention serviceslhe UK (National EDEN). Diagnosis,

including that of SIPD, wsmade bytreating psychiatristat baseline using ICD10
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criteria. Details on symptoms, functioning, quality of lifeJapseand recovery as

available at baseline and 12 months.
Results

Therewere67 case of SIPD (6.5% of the cohort). At baseline SIPRtientswere no
differentto other psychosem symptoms, functioning and quality of life. At 12

months there"was no difference in SIPD and other psychoses on functioning, quality
of life ar relapse and recovergtes Levelsof psychotic and general symptomatology

were similar but depressive symptoms were higher in the SIPD group.
Conclusions

FEP patients with a diagnosis of SIPD do not appeduwatee better outcomes that
those with other primary psychotic diagnoses. The higher levels of depressive

symptoms may be a specific marker in these patients.

Keywords First episode psychosiSubstance induced psychotic disorgd€stcome
Cohort'study

Significant outcomes

e There were no differensan baseline symptoms and functioning levels
between those withdinician diagnosis of substance induced psychotic
disorder (SIPD) and other psychosis diagnoses in a large first episode
psychosis cohort.

e At 12 monthdollow-up therewerehigher levels of depressive symptoms in
those with SIPD compared to those with other psychosis diagnoses.

e There,werano differencesn otheroutcomes between the SIPD and other
psychosis groups at 12 month follow-up including other symptomatic or

functional outcomesates of relapse and recovery

Limitations
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e The diagnosis o8IPDwas made by cliniciangsing ICD 10 criteria and not
using aspecificvalidated diagnostic tooThe diagnosis was only possible if
patients disclosetheir substance use.

e The numbers of individuals with SIPD was relativiely reducing the ability
to'identify small differences in outcome

e Treatment offered to the twadbagnostic groups over the 12 month permste

not fully characterized.

I ntroduction

Since the early 1999theEarly Intervention inPsychosigEIP) movement has led to
servicegeconfigurationin the UKand worldwidewith specialisEarly Intervention

(El) teamsdevelopedvhich aimto treat emerging psychotic disorder and improve
functionaleutcomes (1).he early interventioparadigmhas assumedsymptom
“threshold’(in terms of frequency and intensity) approach for what constitutes
psychasis (2}hat encompassesrange of disorders, from schizophrespactrum
disordersymood disorders with psyslsand substance induced psychotic disorder
(SIPD). However, there is debate on whettier treatment of persistent psychotic
symptams assumed to be in the context of other primary disorders should be the remit
of El teamd(3).

Onepatrticular area of debate is whetl®#PD should be treated in the same manner

as other,psychosedgthin theseservicesor even referred to these servigesne first
place(3)*This is predicated on theidespreagssumption that outcomes for SIPD

are different'to other psychotic disorderbe current International Classification of
Diseases@D10 (4) definesSIPDas “a cluster of psychotic phenomena that occur

during orfellowing psychoactive substance use but that are not explained on the basis
of acute intoxication alone and do not form part of a withdrawal state” although the
category of residual and late-onset psychotic disorder would also be considered here,
though often presenting at a later ég§eD 10). The prevalence of SIPD has been
estimated to b&.9/100,000 persoyeass, which is around 5% of all case of psychosis
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(5). Howeveraslifetime prevalence of substance use in first episode patigmtghis

as is the levels of substance use at presentation to seB)agiagnostic difficulties

are commonStudies have reported the diagna@giSIPDis relatively unstable and
there isa considerabléprogression” to more schizophreniform diagnoses (A9).
follow=uprsample with a primary psychotic disorder plus substance use and those with
SIPDrevealed that theglso receive different treatment approachiesh as

differential prescribing of antipsychotic medicatid®). Other studies have reported
that SIPD patients are less liketylte hospitalized, less likely to be started on
antipsychotics and referred to psychiatry that those with primary psychotidetisor
(11). dinically, this is usually justified on the basis of an assumptionStRD has a
good short-term prognosiwill be short livedand seHlimiting with ultimate

resolution being provided bstinencdrom the substance. Good quality evidence
for these widespread clinical assumpti@isowever lacking (12and the current
evidence is conflicting with some studies suggesting there is a good outcoraad10)

other reporting high rates of psychotic relapse in SIPD (8).

Giventhesefindingef diagnostic instabilityand uncertaimutcomes there is a lack of
clarity on_the most suitable care pathway that should be instituted for thesggati
presentingvith a first episodgsychosis (FEP)n a critical review of SIPD, the
authors identified onlyt8 articles specifically focusing on delineating the clinical
characteristics or outcomeasd only 1 that reported 1 year follow up data (1Reré
have beemo studiesto our knowledgehat have investigated both symptomatic and
functional outcomes imcident cases ddIPDcomparedd other diagnostic groups.
This information would haveonsiderablémplications for treatmenand follow-up of
these patients-or example, should the outcomesshbstantiallybetter, there may be

an argument-foshorteror less intensivéreatment pathways.

Aims of the study

The study aimed to investigate the 12-month outcome of first episode psychosis
patientsn alargeUK FEPcohort whowere diagnosedith aSIPDcompared to

other psychotic disordershere were twdypothess:1) functional outcomes in
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SIPDwould be similar to other psychotic disorders 2) symptomatic outcomes would
be betteiin the SIPD group than for other psychotic disorders and they would

experience fewer relapses

M ethods and'materials
Sample

The dcatawastakenfrom the national PEN databas€13) of 1027FEPcases

admitted. to.El services between August 2005 to April Zé@@ five geographical

sites across England: Birmingham, Cornwall, Cambridge, Norwich and Lancashire
(13).NationalEDEN was a study of outames in UK Early Intervention Servicéhe
UK Department of Health guidance for inclusion into these services is anoad
requires_only that patients degjed between 14 and 35 with a first presentation of
psychotic symmpms’ (14).Data wagecorded throughout the treatment with the
serviceupte'12 monthBor further details of the sample d&echwood et al (13).

The treatment pathwamg El servicess determined by the UK National Institute for
Health and Care Excellent guideling fichizophrenia and Psychosis {Emnd the
national IRE Early Psychosis guidelines (1&he standard length efeatment for

any patientaccepted into an El servigethe UKis 3 years. Team structure for El
teams in the UK has previously been recommended by the Department of Health (14).
Ethical approvafor the studywas given lg Suffolk Local Research Ethics

Committee, UK

Diagnostic:groups

Research assistants record€® 10 diagnose made byhetreating consultardt

entry to the'servickom the clinical files. The OPerational CRITeri@PCRIT)

diagnostic system was also used in the cohort but OPCRIT does not give a diagnosis
of SIPDas one of the outputs (17Mherewasa number of diagnoses made including
substance induced psychosis, schizophrenia, schizoaffective disorder, bipolar
disorder, delusional disorder and unspecified psychosispétified psychosis was

the largestliagnostic groupjkely due to theeclinical diagnogsbeing made at first
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contact with servicewhen duration of symptoms may be less ¢legmptoms fluid
and a generic diagnosis of “first episode psychosis” (or unspecified psychosis)
commonpracticein UK early psychosis serviceshosewith a diagnosis o81PD

were comparetb the overall group of other psychosis diagnoses.

Outcome measures

A number.of.symptom and functional outcomes were available at 12-month follow-up

as well‘as at baseline the cohort

i) Symptoms

Thefollewing:symptom scales were availalsiebaseline and 12 monti&ositive and
Negative.SpdromeScale(PANSS),yielding total, general negative anghositive
symptomsscore (18)); The Young Mania Rating scaléNIRS) (19); TheCalgary
Depression“Scal@0);, The Global Assessment of Functioni{@®AF) scale(21)
(symptoms Indicated b@AF total, GAF symptoms)

i) Functioning and quality of lifeneasures

The fellowing functioning and quality of lifmmeasures were used that were collected
at bagline and 12 monthShe Global Assessment of FunctioniftgAF) scale(21)
(functioning indicated b¥sAF total, GAF disability) EuroQual 5 Dimensions
QuestionnaireEQ-5D) (22) (using the overall score atie health thermometer

scorg; Timeuse survey?23).

iii) Relapse and recovery

Using standard international definitions of relapse and recovery from the Bebbington
et al methodd4). This was summated at 12 monthgyive rates for both of these

outcomes at this time point.

Analyses

The baseline characteristicktbose with a diagnosis &lPDwith the groupwith

otherpsychosigliagnosesvere compared statistically using analysis of variance and
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chi-squaredests.A regression modetas usedo investigate outcome by diagnostic
group,with theindividual outcome of interestt 12 monthss the independent
variable and diagnostic group as the dependent vari@blariatesn an adjusted
model included age, gender, ethnicyration of Untreate@sychosisPUP) and

baselineoutcomescores Analyses were performed using SPSS version 22.

Results

Of the 2027 cases in the Nation&EN database hiere were 95492.9%) individuals

with a recordealinician diagnosisat baselindentry to the serviceDf these954
individuals, 685 (66.7%) had a diagnosis of unspecified psychosis, 1366{13.2
schizophrenia, 50 (4.9%) bipolar disorder,(16%)schizoaffective disorder and 67
(6.5%)SIPD:{The patients used a multitude of substances and the rate of previous
illicit substance use was high in the total sample (65.2%). However, when
investigating'the primary substance used in both the SIPD and other psychosis groups
this was predominantly cannabis (93.7% in the other psychosis group and 93.8% in
the SIPD group). The SIPD group were far more likely to use more than one
substance,.for example the percentage of the SIPD group reporting use of a second
substance was 75.6% compared to 37.8% in the other psychoses group. However, it
was not specified whiglif any of the substances use&dhs implicated as the primary
cause of the SIPD.

Baseline characteristics of the sample

Thebaselinercharacteristics of the samplepesented ifable 1 There vere no
significantdifferences in demographaharacteristicbetweerSIPDand the other
psychases.groufseeTable 1).Therewere theralso nosignificantdifferences
betweensthe two diagnostic groups at baseline on symptoms, functioning and quality
of life (see,Table 2)vith the only(expected) difference being the lifetime use of

substances

Insert Table 1 around here
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Insert Table 2 around here

Differences at 12 months outcome

At 12smonths post diagnosis there were few differences betwe&RbBgroup and
the other psychosis groupcores oriunctioning, quality of life and rates of relapse
and recovery'were not differnt between the two groupshis was theasefor both

the unadjusted analyses and the analysis adjusted for age, gender, ebidrignd
baseline ,scorelheonly significant differene on symptoms was that ti#PDgroup
scored higher on the Calgary Depressioal&both unadjusted and adjusted for age,
gendergrethnicityDUP and baseline Calgary scof(sge Table R Rates of substance
use in the 3'months prior to folloup were still significantly higher in the SIPD
group than the other psychosis group 55.1% in the SIPD group and 25.2% in the other
psychosis group, p<0.001).

Insert Table 3 around here

Discussion
Summary of results

In thisstudy the outcome of thainician diagnosis oSIPD compared to other
psychotiesdiagnoses was compared using data &rtargeFEPcohort. The study
found that functional outcomésr individualswith SIPDwere not different tthose
with other primary psychotic disordei®his supported the first hypothesibich was
functional"eutcomem SIPDwould be similar to other psychotic disorderhe
functional and quality of life outcomes were improved for all disorders but remain
relatively low:forSIPD despite 12 months of treatment inEnservice However,
contrary tathe second hypothesis, levels of relapse and recoverg similar in the
SIPD and other psychosis group€ebnly difference orsymptomaticoutcome was

that theSIPD group had higher levels of depression at 12 months.

Comparison to other research
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There have been feather research studies comparing the outcome of first episode
SIPDto other psychotic disordeis acritical review ofSIPD, the authors identified
only 18 articles specifically focusing on delineating the clinical characteristics or
outcomes and only 1 that reported 1 year follow up data Al@port from the US
highlighted-dfferences betwee8IPD and those with primary psychosis and
concurrent substance usebaseling25). In terms of symptoms they reported that the
SIPD group had more visual hallucinations but that the primary psychosis group had
higherscores in the PANNS negative, positive and general scales aslowkias
insight scoresRemission rates were also higher in 81BD group (26).This was not

the case.in this cohort. There are some differemcge samplesvhich might
explainitheselifferences Although the above sample was first episode sample,
patients wereecruited from emergency departments in the US whereas our sample
was from all patients accepted into BKserviceswhich is the modal pathway for
first episode treatment the UK. It may also be that the treatments provided to these

diagnostic groups are different in the US and the UK.

Others*have'suggested that there may $indt psychopathological diffences
betweerSIPDand primary psychosis, including levelsabfectivesymptomgq27)

and this mighhelp todistinguish the diagnosef SIPDfrom primary psychotic
disorders with substance ugelated to this is theuggestion of high rates of
progression to an affective disorder in this group as well as a psychotic dig&@)er (
The currenstudy also founthat affective symptoms, especially depressive
symptoms at follow-upyere different irthetwo groups. At present we are unsure if
this reflects different treatment pathwaysrse adherence to treatment in this group
the consequences cbntinuedsignificant substance usa an affective marker in
these patienfutthis would warrantfurther study. Others have found different
factorssthat-are able to predict the diagnosiSIBDversus a primary psychotic
disordersincluding family history of psychosis, trauma history and current cannabis
dependence (2@9nd distinct differences in symptom profile at basg(8®. There

may also be some differences du¢h®type of substance inducing the psychotic
disorder (31)There is also work investigating whether there areafsoiogical

differencedo distinguish these two diagnostic groups (82¢.found no differences
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other than prior history of substance use to distinguish these gabbaselinen our

cohort.

Srengthsand limitations

The numbers in theverallNationalEDEN databasare largeand it represents the
largestseehort oFEPpatients receiving treatmeavailable currentlyHowever, the
numbers.ofindividuals witsIPDare still relatively low (n=67)Given the relatively
small numbers in the SIPD groeptimation was conducted with relatively low
precision especially with regard to the difference in symptomatic outcome and
relapse. However, there were multiple symptaegasures available, the confidence
intervals-fersmost of the symptom measures in the SIPD group were rgiatarebw

and the.finding of increased levels of depression in the SIPD was supported by extant
literature.There weresome missing data on both symptoms and functioning for both
groups butthisvasrelativelymodest Hence a missing data analysis was not
performed. The diagnosis 81IPDwas made byhe consultant psychiatrish the El
serviceusing ICD10 criteriaand recorded by the researchatthe diagnosisvasnot
made usSing.a structured interview such as thaNb(33). Thereforepur results
essentially reflect the outcome of what psychiatrists believe represents a diagnosis of
SIPDat entry to an EI servic®Vhilst this might indicate a reduced reliability of
diagnosis in research terms, our findings on the other hand do strongly represent
routine elinical practice and have considerable face valhityclinical relevance
OPCRIT(15) diagnoses were available for this cohort, but OPCRIT does not give a
diagnosis oSIPDas an output. The diagnosis of SIPD has been shown to have
reasonabl@alidity, although with some caveats (12), alwets encompass psychosis
induced by a variety of psychoactive substances, with some possible differences in
presentation between thg@#). The rateof SIPDdiagnosis in the cohort as a whole
(6.5%)is similar tothe pubished incidence rates for all psychotic disorders versus
SIPD’s(5). However, further research is needed in first episode psyctasigles

using validated and reliable diagstic tools to substantiate thds®lings.In this

sample we do have a high number of specific diagnoses (unspecified psychosis)
made by clinicias likely due to the widespread practice of giving a non specific

psychosis diagnosis on entry to El servioessome clinicians have made the

This article is protected by copyright. All rights reserved



decision on the diagnosis of SIPD early in the course. We are not clear whether this
reflects a degree of cert@yrfrom the clinician or a tendency to attribute an
aetiological (and possibly less stigmatizing) cause for the presentAtsowere

unable to compare the specific treatmehég the diagnostic groups received. The
treatmentoffered by El servicestheUK is abroadly consistent $ear program,
following NICE guidance5), althoughspecifically tailoredby the individual patient
formulation and to some extent the diagndsastly, we are aware that we have
investigated theelatively shortterm outcome of these patients and there is a need to

consider,the longerm outcome further.

Clinical.implications

The results have implications for bdtiose who refeto El servicessuch as
emergency.departments;ute services and other community psychiatric tesards

for the treatmenof patients with SIPD within tleeservices. El services have debated
whetherSIPD'should be treatedithin their teams and at times these patients
anecdotallyhave not been referred to El servi¢8s Theresultsfrom this study

would suggest that outcomekpatientsgiven this diagnosis by psychiatristsenot
significanty more favourable, in fact they possibly have poaftactive outcomedn
this respectthey are in need of a servibased on both symptomatic and functional
outcomesAs such tis mayargue for a more assertive treatment approach for this
group and challenge clinical strategy based on the view thatéomgellow-upis

not requiredThe incidence oSIPDreported in a recent metaalysis is 1.9/100,000
persaonyearsis not insignifican{5). The literature on the rates of development
schizophreniform disorden those with an initial diagnosis 8iPDwould suggest

that Eliservices are best placed to provide this service, espectaiygmshave
specificstraining in treatment of dual diagnosis. Having said this, the predadftor

poor outeome irSIPDare relatively understudied and knowledge of these predictors
would help to “stream” treatment approaches within servi@aswork siggests that
psychosis linked to substamisuse has poor outcomedether thesubstance

misuse is &een as ‘comorbidityor arisk factor or deemed to have triggered the
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psychosisThe treatment of depressive symptoms needs further emphasis, especially

as we know that substance use is a risk factor for suicideRpatienty(35).
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Table 1: Baseline demographics and substance use of the sample by diagnostic group

Other Substance Total* P value
Psychoses* | Induced
Psychotic
Disorder *

Age at onset (N=929) 21.3 (5.0) 20.7 (4.4) 21.3 (5.0) 0.354
Gender (N=954);:male (%) 608 (68.5%) 50 (75.8%) 658 (69.0%) | 0.135
DUP (N=940), Mean, (SD) 328.3 (670.5) | 154.7 (243.5) | 316.1(651.2) | 0.037
Educational level/Qualifications
(N=939)
None 212 (24.3%) 18 (27.3%) 230 (24.5%) | 0.511
Basic (GCSE/NVQ %2) 339 (38.8%) 30 (45.5%) 368 (39.2%)
Advanced (A level/BTEC/NVQ3) 230 (26.3%) 15 (22.7%) 245 (26.1%)
Degree/HND/NVQ 4+ 88 (10.1%) 3 (4.5%) 91 (9.7%)
Special needs educational 5 (0.6%) 0 (0%) 5 (0.5%)
qualifications
Ethnicity (N=954)
Asian 128 (14.4%) 11 (16.4%) 139 (14.6%) | 0.416
Black 58 (6.5%) 1 (1.5%) 59 (6.2%)
Caucasian 660 (74.3%) 51 (76.1%) 710 (74.4%)
Mixed 35 (3.9%) 4 (6.0%) 39 (4.1%)
Other 7 (0.8%) 0 (0%) 7 (0.7%)
Living circumstances (N=951)
Alone 118 (13.3%) | 3 (4.5%) 121 (12.7%) | 0.194
With parents/guardians 554 (62.6%) 47 (70.1%) 601 (63.2%)
With partner 94 (10.6%) 6 (9.0%) 100 (10.5%)
Other 119(13.4%) 11 (16.4%) 129 (13.6%)
Occupational circumstances
(N=949)
Working (paid) 161 (18.2%) 11 (16.7%) 172 (18.1%) | 0.745
Working (voluntary) 9 (1.0%) 0 (0.0%) 9 (0.9%)
Unemployed 511 (57.8%) 43 (65.2%) 553 (58.3%)
Homemaker 20 (2.3%) 2 (3.0%) 22 (2.3%)
Student 172 (19.5%) 10 (15.2%) 182 (19.2%)
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Other 11 (1.2%) 0 (0.0%) 11 (1.2%)

* N for SIPD = 67, for other psychosis = 887 and total = 954, number vary slightly by individual variable

Footnote: DUP=Duration of Untreated Psychosis; GCSE= General Certificate of Secondary Education;
NVQ=National Vocational Qualification; BTEC= Business and Technology Educational Council; HND=Higher
National PBiploma
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Table 2: Baseline symptoms and functioning scores by diagnostic group

Other Psychoses? Substance Induced, Total* P
Psychotic disorder* value

GAF total N 837 60 897 0.188
Mean score (SD) 50.1 (17.1) 52.9 (16.7) 50.3 (17.0)

GAF symptoms | N 827 61 888 0.488
Mean score (SD) 51.1 (16.6) 52.5 (17.3) 51.2 (16.6)

GAF disability N 825 61 886 0.577
Mean score (SD) 52.9 (15.2) 53.7 (15.6) 52.9 (15.2)

Calgary N 832 58 890 0.250

Depression Scal{ Mean score (SD) 6.5 (5.4) 5.6 (4.7) 6.4 (5.4)

YMRS N 832 56 888 0.658
Mean score (SD) 6.0 (7.3) 6.5(7.5) 6.1(7.3)

Insight scale N 616 51 667 0.731
Mean score (SD) 7.75 (3.0) 7.90 (3.0) 7.76 (3.0)

Lifetime Yes 557(64.6%) 66 (98.5%) 622 (67.0%)

substancesuse
No 305 (35.4%) 1 (0.3%) 306 (33.0%) | <0.001

PANSS positive | N 827 61 888 0.843
Mean score (SD) 15.4(6.0) 15.6 (6.7) 15.4 (6.1)

PANSS negative N 806 60 866 0.349
Mean score (SD) 15.0 (6.4) 14.2 (7.8) 14.9 (6.5)

PANSSgeneral | N 817 58 875 0.258
Mean score (SD) 33.2 (10.0) 31.5(9.5) 33.1 (10.0)

PANSS total N 798 58 856 0.527
Mean score (SD) 63.3 (18.7) 61.7 (17.5) 63.2 (18.8)

EQ-5D health N 723 53 776 0.555

thermometer Mean score (SD) 60.6 (21.9) 62.4 (21.9) 60.7 (21.9)

EQ- 5D toetal N 768 59 827 0.937

score Mean score (SD) 6.9 (1.7) 6.9 (1.6) 6.9 (1.7)

*overall N forSIPD = 67, for other psychosis = 887 and total = 954, number vary slightly by individual

symptom outcome

Footnote: GAF= Global Assessment of Functioning scale; YMRS= Young Mania Rating Scale;
PANSS= Positive and Negative Syndrome Scale; EQ= EuroQol
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Table 3: 12 month symptom and functional outcome for SIPD and others psychosis
unadjusted and adjusted for age/gender/ethnicity/DUP and baseline score

Unadjusted Adjusted*
Other Substance | P Other Substance P
Psychosis induced value psychosis induced value
psychotic psychotic
disorder disorder
GAF total N 723 53 0.307 N 696 62.4| 52 0.595
Mean score 62.6 65.3 Mean score (61.1:63.7) 63.8
95% ClI (61.364.0) (60.370.3) 95% ClI (59.068.6)
GAF disability N 715 51 0.602 N 688 50 0.821
Mean score 62.9 64.2 Mean score 62.6 63.1
95% CI (61.7-64.2) (59.569.0) 95% CI (61.363.8) (58.6:67.6)
GAF symptoms N 715 51 0.139 N 688 50 0.212
Mean score 63.8 67.3 Mean score 63.6 66.6
95% CI (62.665.0) (62.871.9) 95% CI (62.464.9) (62.1:71.1)
PANSS total N 671 48 0.838 N 591 45 0.922
Mean score 49.2 48.8 Mean score 49.1 48.9
95% Cl (48.050.4) (44.453.1) 95% Cl (47.950.3) (44.553.2)
PANSS positive N 680 48 0.947 N 615 45 0.685
Mean score 11.3 11.2 Mean score 11.3 11.0
95% Cl (10.911.6) (9.912.5) 95% Cl (11.011.6) (9.812.3)
PANSS negative N 674 48 0.803 N 599 45 0.832
Mean score 12.1 11.9 Mean score 12.1 12.2
95% Cl (11.7-12.5) (10.313.4) 95% Cl (11.612.5) (10.713.7)
PANSS general N 676 48 0.794 N 608 45 0.887
Mean score 26.0 25.7 Mean score 259 25.7
95% ClI (25.426.6) (23.428.0) 95% ClI (25.226.5) (23.428.0)
Calgary Depr on N 688 46 0.032 N 628 42 0.015
Scale Mean score 35 5.0 Mean score 3.6 5.2
95% Cl (3.23.8) (3.86.2) 95% Cl (3.23.9) (3.96.4)
YMRS N 696 47 0.824 N 636 43 0.743
Mean score 3.2 3.4 Mean score 3.2 35
95% Cl (2.83.6) (1.94.8) 95% Cl (2.83.6) (2.05.0)
EQ 5D total N 640 44 0.666 N 613 43 0.886
Mean score 6.2 6.3 Mean score 6.3 6.2
95% ClI (6.1-6.3) (5.96.7) 95% ClI (6.1-6.4) (5.86.7)
EQ 5D health N 608 37 0.895 N 582 39 0.890
thermometer Mean score 66.7 66.2 Mean score 67.2 66.7
95% ClI (65.068.4) (59.573.0) 95% ClI (65.568.9) (60.273.2)
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Relapse (%)

None 561 (63.2%) | 35 (53.0%)

Type 2 exacerbation 125 (14.1%) | 11 (16.7%) | 0.309 0.247

9 0,
Type 1 true 73 (82%) | 9 (13.6%)

Recovery (%)

None 91 (10.2%) | 7 (10.6%) | 0.998 0.364
Partial 262 (29.5%) 20 (30.3%)

506 (57.0% 37 (56.1%
Full ( b) ( b)

* adjusted analysis with age, gender, ethnicity, DUP (Duration of Untreated Psychosis) and baseline scores as

covariates, apart from the analyses for relapse and recovery when baseline scores were not a covariate

Footnote: GAF=/Global Assessment of Functioning scale; YMRS= Young Mania Rating Scale; PANSS= Positive
and Negative,Syndrome Scale; EQ= EuroQol
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