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SOCIAL DISABILITY AT ADMISSION FOR A FIRST PSYCHOSIS DOES NOT PREDICT CLINICAL 
OUTCOME AT 5-YEAR FOLLOW-UP (BRIEF REPORT). 

Eva Velthorst, Dorien H Nieman, Carin Meijer, Don Linszen, Lieuwe de Haan

JOURNAL OF NERVOUS AND MENTAL DISEASE (2011); 199: 510-512
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ABSTRACT

Although it has often been reported that premorbid social deficits are associated with clinical outcome 
in schizophrenia, the association between clinical outcome and social disabilities during admission  
for a first psychosis is still unclear. We examined whether a detailed assessment of social disability  
(assessed with the Groninger Social Disabilities Schedule-II) in the month prior to admission for a first 
psychotic episode contributed to the prediction of disease outcome in terms of psychopathology in  
82 patients with schizophrenia. 
 After controlling for PANSS-sum score at baseline, none of the social disability domains significantly 
predicted the number of relapses or the severity of clinical symptomatology at five-year follow-up.  
Our results suggest that poor social functioning at admission does not necessarily predict poor  
disease outcome. Following Di Michele and Bolino (2004), we hypothesize that, in order to reliably 
predict the course of schizophrenia it may be necessary to assess social functioning during clinical 
stabilization.
 



113

Chapter 7

Introduction

Since the early 1900”s, evidence has accumulated that premorbid social deficits are associated with 
both clinical and functional outcome in schizophrenia (e.g. Addington et al., 2003; Brill et al., 2009; 
Flyckt, 2006; Haro, 2006; Häfner et al., 1992; Haim 2006; Gaebel, 1987; Kraepelin, 1919; Lauronen, 
2007; Malla et al., 2006; Möller, 1986; Möller et al., 2010; Simonsen, 2010; Üçok et al., 2006; White at 
al., 2009). The focus of these studies, examining premorbid functioning in retrospect, varies from 
early childhood to the year prior to admission for a first psychosis. Recent prospective studies have 
shown that social disability prior to disease onset is in fact linked to higher transition rates in a group 
Clinically at High Risk (Fusar- Poli et al., 2010; Velthorst et al., 2010).
 Although social deficits before admission for a first psychosis have been consistently associated 
with poor functional outcome (Siegel et al., 2006; Wiersma et al, 2000), it is still unclear if the level of 
social disabilities in the month prior to admission could also predict the course of symptomatology. 
Whereas several studies did report associations of various socio-demograpic variables during a first 
psychosis with clinical outcome (e.g. employment and marital status; Bobes et al, 2009, Di Michele et 
al., 2004; Haro et al., 2008; Lambert et al., 2008), only one of them embedded a structured assessment 
of baseline social disability (Wunderink et al., 2009). In this two-year follow up study, Wunderink et al. 
found the level of social disability shortly after the start of treatment for a first psychotic episode  
(as assessed with the Groningen Social Disabilities Schedule, GSDS-II; Wiersma et al., 1990) to be one 
of two independent predictors for recovery, next to duration of untreated psychosis. In this study,  
recovery was defined as symptomatic and functional remission, sustained for a prolonged period.
 In the present longitudinal study of a cohort of young people recently admitted with a first psychosis, 
we investigated the association between social disability in the month prior to admission and clinical 
outcome. Social disability was assessed in more detail (examining seven different social roles) and a 
longer follow up period than the study of Wunderink et al. (2009). The aim of the study was to investigate 
whether difficulties in social functioning as assessed during admission for a first psychosis could  
contribute to the five-year prediction of relapse and symptom recovery.



114

Chapter 7

Method
Subjects

We recruited 82 in- and outpatients from 15 to 28 years of age, who met DSM-IV-R criteria (APA, 1994) 
for schizophrenia or a related disorder, and who agreed to participate in a prospective five-year follow-up 
study at the Department of Early Psychosis of the Academic Medical Center in Amsterdam, the  
Netherlands. Socio demographic, clinical, and predictor variables assessed at baseline are shown in 
table 1. Subjects were eligible for the study if they: 1) met DSM-IV-R criteria for schizophrenia or a  
related disorder, including schizoaffective and schizophreniform disorders, 2) were in- or outpatients 
aged between 15 to 28 years and 3) were living in close contact with parent(s) or other relatives.  
Exclusion criteria were a neurological or endocrine disease, and mental retardation. The study was  
approved by the local ethical review board.
 The most common types of antipsychotic medication used at baseline were olanzapine (45), 
risperidone (23) and clozapine (5). Type of antipsychotic use (F=.42, p=.83) or level of compliance 
(F=.43, p=.65) were not associated with disability at baseline.

Measurements

Baseline assessments on psychopathology and disability were conducted during a first diagnostic  
interview and covered the month prior to admission for a first psychosis. Psychopathology at baseline 
and follow-up was assessed with the Positive and Negative Syndrome Scale (PANSS; Kay, 1987).  
 Psychotic relapse was defined as: a) recurrence or exacerbation of florid psychotic symptoms  
(hallucinations, delusions, formal thought disorder and/or inappropriate/bizarre behaviour) with  
duration of >-1 week, with or without rehospitalisation and (b) a significant increase of prescribed  
antipsychotic medication (WHO, 1992).
 Ratings of disability at baseline were made with the Groningen Social Disability Schedule (see table 
2; GSDS; Wiersma, 1990). GSDS-II assesses functioning and disability during the past four weeks and 
covers the following eight domains: Self-care-, Household-, Family-, Social-, Partner-, Citizen-, Employment-, 
and Parent Role. Because of the small percentage of patients to whom the latter domain applied,  
this domain was left out of analyses in the present study. The GSDS-II has been found to have good 
psychometric properties in the Dutch population (Wiersma, 1988, 1990, 2005).
 Ratings of the GSDS-II domains are made on a 4-point scale ranging from 0 (no disability) to 3 
(severe disability). Each role is composed of two or three dimensions (see table 1). The Social role for 
example, is made up of the dimensions „Quality of the contacts”, and „Frequency and number of contact”.
 Depending on the socio-demographic characteristics of an individual, role- scores can be based  
on different anchor points. The Partner Role for example, consists of two reference groups: Individuals 
with and individuals without a steady relationship. The latter category implies „the frequency and  
quality of attempts to find a partner”. A similar subdivision can be found in the Occupational role, 
where different questions are used for workers, housewives/men, the unemployed and retired population.  
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CharaCteristiCs

Diagnosis accorDing to DsM iV 

 - schizophrenia 

 - schizoaffectiVe DisorDer

 - other psychotic DisorDers1

age ±sD

Male (n, %)

panss, Mean ±sD score

 - positiVe subscale score

  - negatiVe subscale score

 - total panss score

gsDs suM score ( Mean ±sD score)1

 - faMily role

 - partner role

 - social role

 - self care role

 - occupational role

 - householD role

 - citizen role

Marital status, not MarrieD (n, %)

liVing alone2 (n, %)

Working situation, eMployeD (paiD) /stuDent2 (n, %) 

Duration of untreateD psychosis (Mean no. Months ±sD score )

67 (82)

9 (11)

6  (7)

21.2 ±2.9

69 (84)

20.1 ±7.4

21.0 ±7.2

  80.9 ±20.2

9.1±4.2

1.4 ±1.0

1.2 ±1.5

1.1 ±.9

.7 ±.8

1.7 ±.9

1.4 ±.8

1.5 ±.9

82 (100)

52 (73)

29 (40)

13.6 ±22.2

table 1. Patient CharaCteristiCs at admission 

1 the Partner role was not inCluded in the sum sCore.

2 data were available for 69 Patients.
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GSDS

1. Self-care                   

                                   

2. Household               

3. Family role

4. Partner role

5. Citizen role

6. Social role

7. Occupational role (daily activities)

Sub dimensions

(i) personal hygiene

(ii) self-presentation

(i) contribution and maintenance of atmosphere

(ii) share in the economic independence

(iii) single household

(i) emotional connection with parents

(ii) actual connection

(iii) emotional and actual connection with siblings

(i) emotional connection

(ii) sexual relationship

(iii) obtaining a relationship with a partner (for those without a partner)

(i) general interest in the society

(ii) participation in social groups, organizations and/or associations

(iii) interests (of others) in the society

(i) quality of the contacts

(ii) frequency and quantity of the contacts

(i) daily routine 

(ii) performance at work

(iii) contact with others

(iv) (other) daily activities

Table 2. Description of the different (sub) domains of the GSDS

Statistical analysis

Hierarchical multiple regressions were used with the seven social disability scales as predictors of 
psychotic phenomenology and number of relapses after controlling for baseline symptomatology 
(PANSS sum score). A p-value of <.05 was considered statistically significant.
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Results

Of 71 patients with data available, 45 (65%) had used anti-psychotic medication for more than 2 years 
with at least 75 % compliance. Forty-nine percent of the participants (n=39) experienced at least one 
relapse during follow-up. 
 After having controlled for PANSS-sum score at baseline, we found none of the social disability 
domains to remain significantly predictive for the number of relapses at five-year follow-up (see table 
3; R squared change = .09; F change (7, 65) = .92; p = .50); nor for the level of clinical symptomatology. 
No significant associations were found with regard to PANSS-sum score (R-squared change = .05,  
F change (7, 68) = .55, p=.80), the amount of positive- (R-squared change = .06, F change (7, 69) = .94, 
p=.48), negative-( R-squared change = .07, F change (7, 69) = 1.59, p=.15), or general symptoms  
(R-squared change = .04, F change (7, 69) = .59, p=.76) at five year follow-up.
 We did find a significant association between the sub domain self care, and worse self care being 
related to better outcome. This unexpected finding is most likely due to the limited number of subjects 
who reported moderate to severe impairment in this domain (13 and 1 respectively).

Table 3. Hierarchical multiple regression analysis of baseline disability in seven social roles as predictor 
of number of relapses and PANSS sum score over a five-year follow-up

Predictor variablea

Self care Role

Household Role

Family Role

Partner Role

Citizen Role

Social Role

Occupational Role

GSDS Sum score

Number of relapses

B-coeffient part correlation p   

PANSS sum score

B-coeffient part correlation p   

-.272

.124

-.092

-.074

-.110

.087

.135

.040

-.238

.092

-.073

-.066

-.086

.073

.106

.038

.05

.44

.54

.58

.47

.54

.37

.75

-.015

-.148

.129

.038

-.187

.057

.019

-.031

-.013

-.112

.104

.034

-.147

.050

.016

-.030

.908

.337

.374

.770

.209

.671

.892

.795

a The analysis was corrected for baseline PANSS- sum score 

b Of 80 patients, relapse data were available. 6 of those patients were recurrent psychotic during follow-up, and there data were therefore left out of this analysis

b The last available PANSS-assessment was used (n=77). Time since first interview: Mean=50 months, SD±17.7, median= 59 months, range= 14- 77 months.
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Discussion
 
We examined whether a detailed assessment of social disability in the period around first psychosis 
onset predicted disease outcome in terms of psychopathology, after correcting for symptomatology at 
baseline. In contrast to the study of Wunderink et al. (2009), the results of our study do not support a 
direct relationship between baseline social disability and clinical outcome at five year follow-up.
 Whereas social functioning in the year prior to a first psychosis has proven a strong and reliable 
predictor for disease outcome (see for example Möller et al., 2010; Möller et al., 1986; Gaebel and  
Pietzcker, 1987), social disability closer to admission seems to lose its predictive power. It might  
be that social disabilities during this period of rapidly worsening symptoms may in fact reflect state-
dependent characteristics instead of stable prognostic traits.

Conclusions

Our results suggest that poor social functioning at admission does not necessarily mean poor disease 
outcome. Following Di Michele and Bolino (2004), we hypothesize that a measurement of social func-
tioning during clinical stabilization may be necessary to reliably predict the course of schizophrenia.
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