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Background: Schizophreni formdisor der (SFD) hasanunclear di agnosticand prognostic
statuswithinthe psy chotic spectrum.

M ethod: Westudied 36in patientsad mit ted to our ward between 1983 and 1993 dueto
SFD. Thepatientswerecontacted an av er ageof 12 yearsaf ter index hospi tali zation, and
we noted the course of their ill ness, aswell astheir present di agnosis.

Results: Of thesam ple, 84% had ad di tional, mostly psy chotic, epi sodesdur ing thefollow-
up, and 70% had di ag no sesin the schizo phrenic spec trum (that is, schizo phre niaand schi-
zoaf fectivedisor der). A survival analy sisrevealedthat confusionandthepresenceof at
least 2 good prog nosticfactors(GPF) atindex hospi tali zation predicted bet ter out come.

Conclusions: SFD seemsto bean early mani festation of schizo phrenia. Only afew of
thosesam pled did not ex peri encead di tional relapses—apessi misticfinding at 12-year
follow- up. Thefindingsof thisstudy ac cordwithDSM- IV cri teriaand thelit eraturere-
garding thelong- term prog no sisof SFD and theim por tance of the GPF.

(CanJPsy chiatry 2002;47:56-60)

Clinical Implications

Limitations

- Schizophreni formdisor derischar acterized by arelatively badprognosis.

- Patientswith good prog nosticfactors(GPF) havebet ter prog no ses.
- Prospectivestudiesareneededto confirmtheabove- mentionedresults.

- Thestudy designwasnot pro spective, and the as sessment was un struc tured and not uni form.
- Several bi asesinpatient selection could haveaf fected our results.
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hizophreniformdisor der (SFD) hasanunclear di agnos-

ic and prog nostic statuswithin the schizo phrenic spec-
trum; adearth of re search and in con sistent re sultslimit the
generalizability of the re search re sults so far (1). Somere-
searcherssuggestalink withtheaf fectivedisor ders, whereas
othersmaintainthat, regardingprognosis, SFD liesbetween
schizophreniaandtheaf fectivedisor ders. The SFD entity has
additional inherent problems. Diagnosis based on illness
length is problematic because it involves various
sociocultural factors. It could bethat SFD patientsareinfact
schizophreniasuf fer erswithgood prog nosticfactors(GPF)
whoseek treat ment early. Settingthedi agnosisbeforeremis
sion(provi sional SFD)isalsoproblematic.
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Sev eral SFD fol low-up stud ies have been per formed: Beiser
and oth ersfol lowed 29 patientswith SFD and re ported that 8
patients recov eredcompletely (true SFD), while 18 patients
devel opedschizophrenia, and3wererediagnosedassuf fering
from bipolar disorder after a 9-month follow-up (2).
Opjordsmoen re ported simi lar re sults, with 56% of patients
studied devel oping schizophrenia, and 27%display ingtrue
SFD (thatis, recov ered) over sev eral decadesof fol low-up(3).

Ina4-year fol low-up of SFD patients (h = 42), Moreno and
oth ersre ported that 80.9% were rediagnosed dur ing the fol

low-up as suf fer ing from schizo phre nia(4). In a6-year fol
low-up study of SFD with good prog no sis(n = 20), Benazzi
found that 35% of the patientsdevel opedamajor af fective
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disor der, 35%had SFD epi sodesandmaj or af fectivedisor der,
5% had SFD epi sodesonly, 10% devel oped schizophrenia,
and 15% recov ered com pletely (5).

Thesereportsdo not ad dresstheissueof predictingthe SFD
course(thatis, heredity and GPF). Moreover, eval uatingthe
course and prognosticpredictorsishamperedby therel ative
lack of pro spectivestudiesthat fol low up casesof SFD for a
period of at least 10 years.

SFD isinfacttheonly entity intheDSM-1V for whichthedi -
agnosticcriteriaa soincludeprognosticfactors. Thisreflects
psychiatrists' efforts to discriminate subgroups of patients
withpsy choticdisor ders(especialy schizophrenia)whohave
good vsbad progno ses. The GPF in SFD in clude quick on set
of symptoms(<4weeks), confusionduringtheepi sode, good
premorbid functioning, and lack of blunted or flat affect.
Thesecri teria, how ever,weresetwithoutempiri cal study, and
itisun clear whether GPF really predict abetter prog nosis. In
theonly study examiningthisissue, Guldberg and oth ersre-
ported alack of asso ci ation between 2 or more GPFand good
prognosis(n = 16); in this study, only confusionpredicted
goodprognosis(6).

Therefore, weex amined thelong-term out come of agroup of
SFD patientsand eval u ated the predictiveprop er tiesof the
GPFandother vari ablesatindex hospi tal ization.

M ethod

We stud ied 36 patients who were ad mit ted to our ward be-
tween 1983 and 1993 and had adischargedi ag no sisof SFD.
Afterapproval by our hospital’ sInsti tutional ResearchBoard,
werecordedtheir demographicandclini cal char acteristicsat
index hospi tal ization (includingthenumber of GPF). Were.-
guestedinfor mationabout addi tional ad missionsfromtheNa-
tional Register of Psy chi atricHospi tal izationsand obtained
thedischargelet ter fromthesead missions. Wealsorequired
informationfromthetreatingpsy chi atrist.

Wecontacted the patientsby phone, anav er ageof 12 yearsaf -
tertheirindexadmission(SD 2.5), andinvitedthemtopartici-
pateinthestudy. Oncontact, wemadeev ery at tempttoensure
maximal discretion. Some patients were interviewed
face-to-face (n = 8) or on the phone (n=14), whilein for ma-
tion on other patients (n=11) wasobtained fromthetreat ing
psy chi atrists. Thepatientsgaveinformed con sent beforethe
interview.

Over all, wehad dataonfur ther hospi tal izationsfor thewhol e
sample, andondi agnosisfor 33 patients(92%). The3patients
who could not betraced werestill livinginlIsrael, whichen-
abled us to con cludethat at least they were not hospi tal ized
(accordingtotheRegister of Hospi tal izations).

Duringtheinter views, theill nesscoursewasnoted, aswasthe
diagnosis. The data of those who were readmitted were
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com pared with thosewhowere not read mit ted. Also, thedata
of thesubjectswhoremainedin stableremission (that is, re-

cov eredfully) werecom pared with thosewho had ad di tional

episodes. Out come predictorswerederived fromthein dex
hospi tal izationandincludedvari ousdemographicandclini-

cal char acteristics(for example, age, sex, length of psy chotic
epi sodebeforead mission, thepresenceof ill rel atives, GPF,

and confusion). Outcome (dependent) variables were the
presence of psychiatric diagnosis,timetofirstreadmission,

timetofirstrelapse, and number of addi tional admissions.

Wecomparedthecat egori cal vari ablesusing chi-squareanal-
ysis.Weesti matedthecumulativeprobabil ity of relapseorre
ad mission using the Kaplan Meier model. We used sur vival
analysesthat fo cused on the time of an event of in ter est (that
is, hospi tal izationor relapse). Wedefinedrelapseasthereoc
currenceof psy chotic symptomsfor 4 weeks(or lon ger) af ter
atleast 12 weeksof recov ery. Thesur vival anal y sistook into
account the dif fer ent lengths of patient fol low-up. Wethen
eval uated whether theindepend ent vari ablespredicted good

prognosis.

Results

Themean ageatindex admissionwas20.7 years(SD 3.35). Of
the sub jects, 47% were male, 53% were fe male, 89% were
borninlisrael, 95% weresingle, and 72% were sol diers. The
mean duration of the mental changebeforead missionwas
3.55(SD 3.8) weeksand themean length of thead missionwas
2.95 (SD 1.24) months.

Atoureval uation, 8subjectsweremar ried, 3di vorced, and 22
single; 84% had ad di tional (mostly psy chotic) epi sodesdur-

ingthefol low-up.
Wedi agnosed 18 patients(50%) with schizophrenia, 7 (20%)
with schizoaffectivedisor der, 2 (6%) with bi polar disor der,

and 6 (16%) withnopsy chi atricdi agnosis. Of thesample, 2
alsocommittedsui cide.

Of those sam pled, 18 patients(50%) had not beenread mit ted
toapsy chi at ricward dur ingthefol low-up period. Wefound
that themore GPF, thelesser chance of readmissions. Patients
with 0 or 1 GPF had a mean of 3.33 (SD 4) additional
readmissions (Fig ure 1); patientswith 2 GPF had amean of 2
readmissions (SD 3) and patientswith 3 or 4 GPF had amean
of 0.95readmissions(SD 1.68). Thistrend did not reach statis
tical significance, due to the small sample size. A surviva
anal y sisreveal edthat thepatientswhohad 2 or more GPF (n=
30) had abetter prog no sisand shorter hospi tal stay thanthose
who had fewer than 2 GPF (n =6). Thisreached statisti cal sig
nifi cancewithaKaplanMeier anal y sis(Mantel Cox model, P
=0.04) (Figure?2).

Apart fromthenum ber of GPF, confusionwastheonly clini-
cal factor that predicted good prognosis (that is, no
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Fig ure 1. Num ber of re ad mis sions ac cord ing to number of good prog nos tic fac tors (GPF)
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Figure?2. Kaplan Meier sur vival prob abil ity plot of time to re ad mis
sionis dis played. There was a sta tis ti cally sig nifi cant dif-
fer ence be tween sub groups: those with at least 2 GPF
had longertime to re ad mis sion (P = 0.04)
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readmissions) atfol low-up (Figure3).Onasurvival ana y sis,
thosewhowereconfusedatindex hospi tal izationhad abetter
prognosis( P = 0.016): patients who were con fused at in dex
admissionwerenot hospi tal ized again. Noneof thead di tional
independent variables predicted good prognosis regarding
readmissions. We also found that patientswith at least 2 GPF
at theindex ad mission had abetter chanceof remaininginre
mission, com pared with those hav ing fewer GPF (P < 0.05)
(Figured).
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Fig ure 3.Kaplan Meier sur vival prob abil ity plot of time to re ad mis
sionis dis played. There was a statis ti cally sig nifi cant dif
fer ence be tween the groups: those with con fu sion atin dex
ad mis sion had better prog no sis (thatis, nore ad mis sion)

(P = 0.016)
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Discussion

We found that, based on a 12-year fol low-up, SFD has a pro-

longedim pact onthemental condi tionand social functioning
of patients. Thefindingsof thisstudy ac cordwiththeproposed
DSM-IV criteria and the literature regarding the long-term
prognosisof SFD andtheim por tanceof GPF. SFD seemstobe
anearly mani festationof schizophrenia: 50%of thosesampled
devel opedschizophrenia, and20%devel opedschizoaffective
disorder. Only a few patients did not have additional re-

lapses—apessi misticfindingat 12-year fol low-up.
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Fig ure 4. Kaplan Meier sur vival prob abil ity plot of time to relapse is
displayed. There was a statisti cally sig nificantdifference

be tween the groups: those with at least 2 GPF had a
longer time to re lapse (P = 0.05)
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Ourfindingssup porttheopinionof Strakowsky regardingthe
low gability of this diagnosis and its questionable vdidity
(most patients develop other disorders) (1). However, the
prognosisof thesepatientsis better than that of schizophrenia
patients. Inour 12-year fol low-up, 50% of the patientshad an-
other read mission, whereasin cases of schizophreniathat rate
isreached af ter 2to 5years (7). In deed, most of our patients
(83%) were diagnosed with good prognosis SFD, and this
might haveresultedinthebetter out come. Our study ischar ac-
terizedby ahighpartici pationrateandalongfol low-up—Ion-
ger than that of most other stud iesbased on DSM cri teria.

How ever, our resultsshould bein ter pretedin the con text of

several potentiallysignifi cantmethodol ogiclimitations. First,
thenumber of SFD subjectsinour study wasrel atively small,

causinglow statisti cal power. Despitethis, theonly vari able
asyetreportedto predict good out comedid proveauseful pre-
dictorinour study. Second, theclini cal infor mationatindex
admissionwascol lected by vari ouspsy chi atristswithdif fer-
ent back grounds, and no ob jectivemeasureswereused. (Nev-
er theless, al though our study wasret ro spectiveandreliedon

record reviewsand nonstandardized measures, wesuc ceeded
inval i datingthepredictiverole of the GPF pro posedinthe
DSM-IV.) Third, it wasdif fi cult for usto as sessthe present
condi tionbecausewedependedonvari oussources(for exam-
ple, face-to-faceor phoneinter view); duetovari oustechni cal

prob lems, we could not assess all patientsat our centrewith
standardized measures, despiteour ini tial intention. Finally,

due to the naturalisticfollow-up, we could not control for
treat ment. Weareawareof theconfoundingef fect of thisvari-
able and the complexity of its involving factors of illness
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severity, treat ment seek ing, treat ment choice, and treatment
length (dependingonmental condition).

Itisunclearwhy confusionatindex hospi tal izationpredicts
better out come. Per plex ity might reflect apathophysiological
mechanismthat discrimi natesthosewithatypi cal psy chosis

(presentingwithconfusion) fromthosewithtypi cal psy chosis
(without confusion).However, we assumethat confusionis
part of the acute ap pear ance of themental cri sis, with high

free-floatinganx i ety; af ter reachingaclear paranoid system,
per plex ity might decreaseasoneunder stands“whatisgoing
on” (thatis, the" psy choticsolution™). It seemsthat thisacuity
is in fact the vari ablethat predictsbetter out come. In deed,
confusionalsopredictsbetter prognosisinschizophrenia(7)
and postpartum psy cho sis(8). The better prog no sis of those

with 2 GPF or moreisalso not sur prising; the length of the
mental cri sisandthe premorbid functioningareimportantin
most, if not all, psychiatric conditions, and are thus

nonspecific.

Longi tudi nal studiesinthefieldof the psychosesareneeded
toascer tainthelong-termprognosisof patientswithSFD. Im
portant issues are treatment selection (for example,

antipsychotic drugs or lithium), treetment length, and out-
come. First-episodepsy chosisstudiesand special izedclinics
might im prove our knowl edge and treat ment of these con di-
tions and, in the future, might reduce the length of the un-
treated psy chosisprior tothefirst epi sode.
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Résumé: Une étude de suivi des patients souffrant du trouble schizophr éniforme selon leDSM -1V

Contexte: Ledi agnosticdutroubleschizophréni forme(TSF)
est mal défini et le pronostic se situe dans le spectre
psy chotique.

M éth ode: Nousavonsétudié 36 patientshospi tal isésanotre
dépar tement entre 1983 et 1993 pour TSF. Nous avonscom-
mu niqué avec les patientsen moy enne 12 ansaprés|’ hospi -
talisation indice, et nous avons noté I'évolution de leur

maladieainsi queleur di ag nostic actuel.

Résul tats: Dansl’ échantil lon, 84 % avaient desépi sodesad
ditionnels, surtout psychotiques, durant le suivi, et 70 %
avaientdesdi agnosticsdans|e spec treschizo phrene (¢’ est- &
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dire, la schizophrénie et le trouble schizo-affectif). Une
analysedesur viearévélé quelaconfu sion et lapré sence

d au moins 2 caractéristiquesdebon pro nostic (CBP) lors
del’ hospitalisation indiceprédi saientunmeil leur résultat.

Conclusions : Le TSF semble étre une manifestation
précoce de la schizophrénie. Seuls quelques sujets de
I’ échantillon n’ ont pas eu de rechutes additionnelles— une
observation pessimiste aprés 12 ans de suivi. Les résultats
de cette étude sont conformes aux critéresdu DSM-1V et &
la documentation en ce qui concerne le pronostic a long
terme du TSF et I'importance des caractéristiques de bon
pronostic.
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