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Summary. In a prospectively designed study of the course of
illness of 161 hospitalized psychiatric patients, data regarding
outcome could be obtained for 93% 1 year after clinic
discharge. It was possible to reexamine 67% of the patients by
means of direct interviews. No significant differences appear-
ed in the comparison of the course of illness outcomes (symp-
toms, rehospitalization, occupation and social contacts) of
patients with schizophrenic psychoses, affective psychoses,
neuroses or a group of mixed other diagnoses (predominantly
alcohol dependency). For the group of neuroses there was a
particularly striking discrepancy between the self- and the
observer-ratings at the time of discharge from inpatient index-
treatment. From this finding and from the comparatively
more intense prominence of depressive symptoms at the time
of follow-up, one can presume that there has been insufficient
after-care treatment of this patient group considering the
recorded treatment data. This seems to hold true for the
group of alcohol dependents as well. In contrast, the after-
care treatment of patients with affective and schizophrenic
psychoses seems more likely to be ensured today. Despite
this, however, for the latter the close link between the rate of
relapse and the rate of rehospitalization can apparently
scarcely be influenced.

Key words: Schizophrenia — Follow-up — Outpatient treat-
ment — Physician-patient agreement

Introduction

Psychiatric research concerning the course of illness has a long
tradition. Since Griesinger’s (1845) effort to define clinical
units regarding condition and course and Kraepelin’s attempt
(1896) to apply the concept of disease identity to the func-
tional psychoses, the discussion about the diagnostic signifi-
cance of the course of illness has not come to rest (Carpenter
and Stephens 1982). On the other hand, long-term studies of
the illness course, for example, of schizophrenic psychoses
show definitely variable outcomes (Bleuler et al. 1976) as well
as their partial connection with psychosocial factors (Bland
1982). Beyond this, a general improvement in the course of
schizophrenic psychoses under modern treatment practices
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has been inferred in comparisons of various patient year
groups (Huber et al. 1979).

Such studies have, however, also made it clear that the
course outcome cannot be adequately comprehended by
means of a single characteristic feature but only through a
number of them and, as it turns out, of partially intercorrelat-
ed functional areas (Strauss and Carpenter 1977). In addition,
the criteria of the course outcome can be differently defined
depending respectively upon the specific treatment institution
and upon the investigator (Bachrach 1982).

Finally, the individual variability of spontaneous courses
and the previously inadequate ability to prognosticate them
complicate the therapeutic evaluation of therapy procedures
recognized as effective (e.g., neuroleptic relapse prophylaxis)
(Davis et al. 1980) in particular instances, and thus preclude
the formation of individual indications (Carpenter and Hein-
richs 1981). The demand to develop valid prognostic criteria
and to include them in the study of therapies is, therefore,
only logical (Carpenter et al. 1981).

Knowledge about general tendencies of the course of
psychiatric illnesses, especially the identification of high risk
groups including information about “placement” or “mis-
placement” of various diagnostic groups in a given care
system, is, on the other hand, necessary for planning im-
proved care structures and for implementing already validated
treatment procedures. This is a reciprocal process. Thus, the
effectiveness of neuroleptics in preventing relapses proven in
group statistics has contributed to psychiatric “deinstitutional-
ization” and in many places to the construction of a commun-
ity-based network of outpatient and part-time inpatient care
structures, which is supposed to guarantee, among other
things, patients’ medical care (Hansell and Willis 1977; Free-
man 1981). With increasing knowledge of the risks of long-
term neuroleptic treatment, on the other hand, alternative
forms of treatment, such as neuroleptic interval strategies, are
being evaluated (Carpenter and Heinrichs 1983; Pietzcker
1983). The routine outpatient basing of this therapy procedure
would undoubtedly involve an increased expenditure of time
and personnel, a new orientation not always easy for the
patients (Lesser and Friedmann 1981) and probably, there-
fore, a partial restructuring of the service area. Furthermore,
the broad evaluation of this procedure would be confronted
with the new problem of establishing proof of the neurolep-
tics’ own effectiveness being applied fractionally as opposed to
that of the service system or of their interaction. This recip-
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rocal process can be regarded as an example of the research
on the course of illness and therapy combined in feedback
curves (Bachrach 1982).

Patients with schizophrenic illnesses have previously been
the focus of attention over the question regarding the need for
post-inpatient after-care treatment. However, on the basis of
epidemiologic care studies there is no doubt that in addition
“the majority of the manic-depressives, and ultimately the
alcoholics as well, and a large number of the neurotics”
should receive further treatment after clinic discharge (Dilling
and Weyerer 1978). Here, opinion about the kind of after-
care treatment for neuroses is doubtless more controversial
than that for the psychoses. The necessity of a concept of care
for patients with alcohol problems is already shown merely
from the rising figures of inpatient admissions for this group of
patients (Psychiatry-Enquete 1975).

Within the framework of a prospective study with 161
psychiatric patients on the course of illness, the outcome
lyear after clinic discharge was investigated separately
according to diagnosis (schizophrenic psychoses, affective psy-
choses, neuroses, and a group of predominantly alcohol-
dependent patients). Recordings of the course outcome were
made in various evaluative dimensions based upon self-ratings
and observer-ratings in order to allow the broadest compar-
ison possible of the various diagnostic groups. Treatment
variables from the catamnestic period were recorded in addi-
tion so that the various course outcomes could be interpreted
with this as a base.

Random Sample of Patients and Methodology

The initial random sample consisted of 161 patients between
the ages of 18 and 55 years, who had been admitted to our
clinic between the end of 1978 and the middle of 1979 and who
were treated for at least 14 days on an inpatient basis. These
patients were grouped into four diagnostic categories for the
purpose of comparative study (schizophrenias, n = 86; neuro-
ses, n = 34; affective psychoses, n = 17; a group of other,
mixed diagnoses, n = 24). The breakdown of the diagnoses at
discharge in accordance with ICD-9 (International Classifica-
tion of Disorders) is shown in Table 1. During index-treat-
ment the psychopathological symptoms were documented at
admission and discharge using the AMP system (1972), and
the severity of the illness was recorded with the CGI (Clinical
Global Impression Scale—in CIPS 1977). Along with data
from self-ratings (paranoid-depressiveness scale (PDS) in
accordance with von Zerssen 1976 and self-developed Aitken
scales 1969) the prior illness and social anamnesis was record-
ed with an investigatory procedure developed by our study
group (Gaebel et al. 1981) in addition to the documentation
scales of the AMP system. Data concerning discharge status
and planning for further treatment including prognostic
ratings were also recorded using this procedure. Finally,
among other things, the prognosis scale by Strauss et al.
(1977) was included in the version of this procedure, which we
translated into German.

It was possible to reexamine 108 patients (67.1%) of the
initial random sample in direct interviews 1 year after
discharge. Another 14 patients (8.7%) could be reached by
telephone inquiry and through questionnaires. Through addi-
tional inquiries made by others (relatives, attending physic-
ians, counseling centers, etc.) at least partial information

Table 1. Diagnostic composition of the four groups investigated (First
diagnoses at discharge, ICD-9)

Schizophrenias Neuroses Affective Other
(n=86) (n=134) psychoses (n=24)
(n=17)

2950 2 300.0 3 296.1 2 291.0 2
2951 3 300.1 2 296.2 4 2913 5
2952 6 3003 2 2963 6 293.0 3
295.3 56 (65.1%) 300.4 24(70.6%) 296.5 5 3016 2
2954 4 3005 2 305.0 2
2956 7 300.7 1 303 5
2957 5 304.0 1
2972 1 304.1 1
2983 1 306.1 1
2988 1 950  2°

a

as second diagnosis respectively 303 and 300.4

could be recorded for a total of 150 patients (93.2%); 4 pa-
tients had committed suicide during the catamnestic period.
Insofar as was possible, data were collected for the follow-up
period regarding course outcome with the aid of the outcome
scale developed by Strauss and Carpenter (1972), data con-
cerning self-ratings and severity of illness using the procedures
mentioned, and with regard to the psychopathological symp-
toms using the AMP system. In addition to this, the course of
treatment in the catamnestic period was recorded retrospec-
tively.

The results presented here relate to the comparison of the
four diagnostic groups in terms of demographic variables,
social adjustment, psychopathology and course of illness in
self-ratings and observer-ratings taking intervening treatment
variables into account. All of the statistical analyses were
made with the SPSS 8 (Nie et al. 1975) computer program.

Results

In comparing the initial population (» = 161) with the group
of patients directly examined at follow-up (n = 108), no signif-
icant difference was established in the diagnostic composition.
In particular, in the group of schizophrenias and neuroses the
main diagnosis of respectively ICD-No.295.3 and 300.4 was
represented to an identical extent in the subpopulation
(respectively 65.5% and 70.8%, compare, accordingly, Table
1). However, the group of “other” diagnoses showed the lar-
gest “rate of diminishment” of patients directly investigated.
Here the rate was 45.8% in contrast to the affective psychoses
with the smallest rate of diminishment (23.5%). Proportio-
nately this drop is almost exclusively at the expense of the
patients with alcohol dependency (ICD-No. 303) and alcohol
hallucinosis (ICD-No.291.3). No significant differences were
found in the age and sex distribution between the initial and
follow-up random sample.

1. Differences in the Initial Random Sample
Indicated by the Diagnoses

With the aid of one-way analyses of variance (four diagnostic
groups as the factor) mean differences were calculated for
various dependent variables (Table 2). The Scheffé test and
additionally the method of the modified LSD (Least Signifi-
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Table 2. Comparison of the four diagnostic groups with regard to sociodemographic variables, social adjustment and illness variables at index-

admission (one factor analysis of variance)

Schizophrenias Neuroses Affective Other F df P
(n = 63-86) (n=17-34) psychoses (n=13-24)
(n=13-17)
Age at admission (years) 329+ 9.6~ 364102 4.7+ 80" 392+ 7.8 8.98 3/156 0.0000
male 47 (55%) 20 (59%) 7 (41%) 12 (50%)

SeX  female 39 (45%) 14 (41%) 10 (59%) 12 (50%) 0.52 3157 N.S.
Social class®® 14+ 13 1.5+ 1.0 1.3+ 1.0 1.3+ 0.8 0.32 3/157 N.S.
Social class of family of origin® 1.7+ 1.0 20+ 11 1.9+ 0.7 1.6+ 1.1 0.82 3/149 N.S.
Heterosexual contacts® 1.7+ 1.7 27% 1.6 3.1+ 1.5 24+ 1.6 5.20 3/157 0.002
Social contacts? 24+ 14 20+ 1.2 24+ 1.2 1.8+ 1.4 1.70 3/157 N.S.
Occupation® 24+ 1.7 26+ 1.7 26 1.6 31+ 14 1.01 3/157 N.S.
Illness duration® 50+ 2.0 52+ 1.7 55+ 2.1 43+ 20 1.46 3/157 N.S.
1st manifestation of illness® 2.8+ 0.80 281 1.3% 32+ 07 35 089 4.03 3/157 0.009
Previous behavior abnormalities® 35+ 0.8 31+ 1.1 3.6+ 0.6 3.1+ 0.8 3.08 3/157 0.03
Duration previous hospital stays® 20% 1.4 29+ 1.3 21+ 1.2 28+ 1.2 5.17 3/157 0.002
Free interval (weeks) 28.2 +30.6 61.6 + 55.4! 273+423 21.0 £18.9! 4.52 3/102 0.005
Precipitating factor of this episode® 0.7 = 1.0' 1.4+ 1.11 0.8+ 1.1 1.1+ 1.0 4.57 3/157 0.004
CGI¢ 6.4+ 1.0 55+ 1.1 6.4+ 0.9 56+ 1.2 8.43 3/154 0.0000

? Ttems of the prognosis scale by Strauss et al. (1977)—scale 04 (4 = favorable pole)
® Class conventions by Moore and Kleining (1960). 0 = lower lower class, 4 = upper class and upper middle class

€ 4:>1=<2years
5:>2 <S5 years
6: > 5 years
4 CGI scale—scale 2-8 (8 = very severely ill)

— Mean values of a line variable with the same indices (1, 2or 3) differ in the Scheffé test P < 0.05
— Mean values with the same indices set off in brackets [(1"?] differ according to the procedure of the modified LSD P < 0.05

cant Difference) were computed to locate significant mean
differences (Nie et al. 1975; Bortz 1979).

1.1. Sociodemographic Variables. As Table 2 shows, the four
diagnostic groups differ significantly with regard to age at
admission. The group of affective psychoses is significantly
older at admission than those of the neuroses and schizo-
phrenias. The group of other diagnoses is significantly older
only in comparison to the schizophrenias. Differences in sex
distribution, social class and social class of the family of origin
{Moore and Kleining 1960) were not found.

1.2. Variables Concerning Social Adjustment. In the compari-
son of the corresponding items of the prognosis scale devel-
oped by Strauss et al. (1977) no difference was found among
the four diagnostic groups with regard to the frequency of
social contacts or in the level of occupational activity with
reference to the year before index-admission. With respect to
the frequency of heterosexual contacts, on the other hand, the
patients with an affective psychosis do significantly better as
compared to the schizophrenias. This is traceable to the great-
er number of married patients with an affective psychosis
(59%) as opposed to those with a schizophrenic psychosis
(22%).

1.3. Iliness Variables. The four diagnostic groups do not differ
with regard to the anamnestic duration of illness before index-
admission. Inevitably, however, the age of the onset of illness
varies in accordance with the different ages at admission. It is
higher for the unspecified diagnostic group and for the affec-
tive psychoses than for the neuroses and schizophrenias.

In the total duration of anamnestic hospital stays, only the
schizophenias differ significantly from the neuroses with a

significantly longer duration of stay (on the average up to
3 months). Excluding the group of first admissions it becomes
apparent that the free interval after the preceding clinic stay is
only significantly longer for the neuroses with a mean of 61.6
weeks in comparison to the other diagnoses. Whereas, despite
global significance, differences in anamnestic behavior abnor-
malities (e.g., suicide attempts and criminal acts) could not be
established between individual diagnostic groups, precipitat-
ing factors for the index-illness were only significantly more
frequently ascertainable for neuroses as compared to schizo-
phrenic illnesses. In the degree of severity of illness at admis-
sion only the affective psychoses differed significantly from
the neuroses. The latter were assessed as the least severe.
Finally, it is mentioned that no difference between the four
diagnostic groups could be detected in the family anamnesis of
psychiatric hospital stays.

1.4. AMP Syndromes. For better comparability we also calcu-
lated the AMP syndromes at index-admission and index-
discharge for the subsample of 108 patients, who could be
directly reexamined at the 1-year follow-up (Gebhardt et al.
1981). Table 3 shows that the four diagnostic groups differ
significantly at admission (time I) in the vegetative, paranoid,
depressive and manic syndromes. The group of other diag-
noses was the highest on the vegetative syndrome due to the
high number of delirious syndromes, the neurotic illnesses
being second. Whereas the difference between schizophrenia
and neuroses in regard to the paranoid syndrome needs no
explanation, it is striking that the neuroses do not differ from
the affective psychoses in the depressive syndrome. They
are, however, significantly more depressive than the schizo-
phrenias. The strong prominence of the manic syndrome in
the affective psychoses can be traced to the number of manias
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Table 3. AMP syndrome differences for complete groupings of the four diagnostic groups at 3 points of time (I, II, III) (admission, discharge,

1-year follow-up). (One-factor analysis of variance)

Syndrome Schizophrenias Neuroses Affective Other F df P
(n=58) (n=24) psychoses (n=13)
(n=13)
Apathetic I 4.69 + 3.70 2.71+2.49 3.85 £ 4.32 3.38 £2.26 2.09 3/104 N.S.
I 2.31 £ 2.400 0.92 +1.56 1.77 £ 4.30 0.31 +0.480 3.50 3/104 0.018
IIx 2.53+2.75 2.04 +2.68 2.38 £ 1.45 1.38 + 1.56 0.83 3/1104 N.S.
Stuporous I 1.09 + 2.08 0.21 £ 0.59 1.15 + 1.63 0.23 £ 0.60 2.26 3/104 0.085
i 0.03 +0.18 0.08 + 0.28 0 =0 0 *0 0.81 3/104 N.S.
111 0.05 + 0.22° 0.04 + 0.20° 0.31 £ 0.481%3 0 =0 4.40 3/104 0.006
Hostile I 2.07 +3.08 0.63 + 1.50 0.92 + 1.44 1.00 + 1.68 2.38 3/104 0.074
I 0.12£0.38 0.29 + 0.62 0.08 £ 0.28 0.15+0.38 1.05 3/104 N.S.
111 0.12 £ 0.42 0.33 £ 0.87 0.23 £ 0.60 0.15+0.38 0.84 3/104 N.S.
Vegetative I 0.36 £ 0.72%° 1.46 £ 1.89° 0.92 +1.55! 2.62 +2.60"7 9.76 3/104 0.0000
I 0.09 £ 0.34 0.46 £ 1.02 0.62 £ 1.19 0.38 + 0.65 2.98 3/104 0.035
111 0.24 £ 0.51} 1,25 + 1.26! 1.15+1.72 0.62 +1.33 6.92 3104 0.0003
Paranoid I 5.47 + 6.87" 0.46 + 1.44 1.46 +2.30 2.62 +3.57 5.99 3/104 0.0008
11 0.50 £ 1.34 0 £0 0 *0 0 =*0 2.27 3/104 0.085
11 0.90 £2.17 0.25 + 1.03 0 *0 0.23 + 0.60 1.67 3/104 N.S.
Depressive I 2.02 +2.23! 5.71 £ 4.16! 5.08 +4.72 277 £3.37 8.92 3/104 0.0000
11 0.38+1.11 1.17 £ 1.63 1.77 +3.63 0.31£0.63 331 3/104 0.023
41 0.79 +1.63! 2.33 +2.62!2 1.46 + 1.61 0.31 £ 0.63° 5.17 3/104 0.002
Compulsive I 0.22 +0.73 0.08 +£0.28 0.38 + 0.87 0.15+0.38 0.67 3/104 N.S.
11 0 0 0 %0 0.08 + 0.28 0.08 £ 0.28 2.19 3/104 0.093
111 0.02 £0.13 0.21+0.51 1.31+4.72 0 0 2.33 3/104 0.079
Psychoorganic I 1.00 +2.04 0.17 £ 0.38 0.69 +2.21 1.23 +£2.49 1.34 3/104 N.S.
I 0.22 + 0.86 0 *0 0 +0 0 *0 1.11 3/104 N.S.
111 0.19 £ 0.44 0.21 +0.41 0.31 +0.48 0.31 £0.48 0.44 3/104 N.S.
Manic I 2.00 + 3.24 0.63 + 1.24! 4.00 £ 6.06! 1.31 £2.78 3.01 3/104 0.034
I 0.64 * 1.62 0.33 + 0.96 0.08 + 0.28 0 =*0 1.36 3/104 N.S.
111 0.64 + 1.50 0.25 + 0.61 0.38 £ 0.65 0.38 £ 0.77 0.69 3/104 N.S.

123 Mean values with the same indices differ respectively in the Scheffé test and in @ the modified LSD procedure P < 0.05

but does not stand out significantly from the other diagnostic
groups except when compared to the neuroses.

2. Differences at Index-Discharge
Indicated by the Diagnoses (Short-term Qutcome)

Table 4 shows differences in the inpatient duration of index-
treatment. With an average of respectively 8.7 and 9.4 treat-
ment weeks, schizophrenias and affective psychoses are in
treatment significantly longer than the group of other diag-
noses. Whereas there are no longer any significant differences
between the diagnostic groups in the degree of illness severity
in the CGI at discharge, the affective psychoses have im-
proved the most markedly in comparison to the neuroses.
None of the four diagnostic groups differ with respect to fit-
ness for work as assessed by the physician and social behavior
at discharge. Whereas no difference was found among the
diagnostic groups in the self-rated paranoid score of the PDS,
other pronounced differences are ascertainable in the self-
assessment. On the depressiveness scale of the PDS the
neuroses differ significantly from each of the other three
groups with a higher score, which according to von Zerssen
(1976) even at discharge still lies within the range of an inpa-
tient psychiatric patient group (18.75 + 10.78). The additional

self-ratings on the Aitken scales (SRS 121 to 123) likewise
show that at discharge the patients with neuroses feel they are
“more unwell,” sicker and more in need of help. In addition,
the tendency (SRS 22) to experience the current clinic stay as
being of little help is apparent.

As opposed to that, in the psychopathological observer-
ratings based upon the AMP system, no further significant dif-
ferences become apparent except in the apathy syndrome
(Table 3), for which the schizophrenic patients exhibit signifi-
cantly higher values than the patients with other diagnoses.
However, in the vegetative and depressive syndromes there
are tendencies towards a greater prominence of the character-
istic for the neuroses and the affective psychoses.

3. Differences Indicated by the Diagnoses at 1-Year Follow-up
(Long-term Outcome)

From Table 5 the fact emerges that there are no differences
among the four diagnostic groups in the areas of rehospitaliza-
tion, occupation, social contacts and symptoms (items from
the outcome scale by Strauss and Carpenter 1972). If one con-
siders not only inpatient readmission as a goal criterion but
additionally the rate of relapse during the follow-up period, it
becomes apparent (Table 6) that there is a significant differ-
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Table 4. Self- and observer-ratings upon discharge from inpatient treatment for the four diagnostic groups (one-factor analysis of variance)

Schizophrenias Neuroses Affective Other F daf P
(n = 79-86) (n =33-34) psychoses (n=24)
(n =16-17)

BHD (weeks) 8.7+ 5.0! 6.9+ 3.0 94+ 4.5 53+ 3.9'2 4,92 3/155 0.003
CGI1 44+ 1.4 3.6+ 1.0 38+ 1.6 44+ 13 3.41 3/156 0.02
CGI2 3.1+ 0.8 3.3+ 0.7 25+ 0.7 3.1+ 0.7 3.50 3/156 0.02
Fitness for work? 22+ 1.7 19+ 1.7 24+ 1.6 1.7+ 14 1.10 3/156 N.S.
Contact behavior® 20+ 0.6 1.9+ 0.6 24+ 0.6 1.9+ 06 2.38 3/157 0.07
PDS-P 55+ 5.7 6.1+ 45 3.5+ 35 33+ 35 2.24 3/150 0.09
PDS-D 93+ 7.7 17.1 +10.44%3 7.5+ 8.0° 102+ 7.8 7.95 3/150 0.0001
SRS 121 25.2+26.4 41.5 +27.99 19.2 +15.40 23.7+27.7 4.18 3/150 0.007
SRS 122 32.5+283 44.5 + 26,12 21.0 + 15.3? 19.4 +23.7 5.41 3/150 0.002
SRS 123 32.8+31.2 47.3 + 36.6-@ 17.8 + 18.6! 24.8 +27.49 4.29 3/150 0.006
SRS 22 18.3 £23.5 28.5+24.8 11.4+12.1 13.9+17.3 3.19 3/150 0.03
? 0 = immediately fit for work 5 = unfit for work
® 1 = secluded, withdrawn 3 = sociable, receptive
BHD = duration of inpatient stay
CGI1 = Clinical Global Impression Scale at discharge (scale 2-8; 8 = very severely ill)

CGI2 = Clinical Global Impression Scale: improvement score (scale 2-8; 2 = condition is very much better)
PDS-P = Paranoid score on paranoid-depressiveness scale (von Zerssen 1976)
PDS-D = Depressiveness score on paranoid-depressiveness scale (von Zerssen 1976)
SRS = Self-rating scale (100 mm-scale; 0 = favorable; 100 = unfavorable
SRS 121 = subjective feeling of well-being; SRS 122 = feeling of illness; SRS 123 = need for help; SRS 22 = assessment of clinic stay
123; Mean value differences in Scheffé test P<0.05
(2 Mean value differences in modified LSD P < 0.05

Table 5. Outcome of course 1 year after inpatient discharge for the four diagnostic groups (one-factor analysis of variance)

Schizophrenias Neuroses Affective Other F df P
(n = 58-74) (n =24-31) psychoses (n=13-23)
(n =13-14)

Rehospitalization® 34+ 09 37+ 0.6 3.8+ 0.6 3.6 0.7 1.69 3/138 N.S.
Occupation® 20+ 1.7 22+ 1.8 24+ 1.6 26+ 1.6 0.78 3/137 N.S.
Social contacts* 23+ 1.5 19+ 14 24+ 11 1.9+ 1.0 1.09 3/129 N.S.
Symptoms?® 28+ 1.1 25+ 09 26+ 1.0 29+ 1.0 0.57 3/134 N.S.
CGI® 35+ 1.4 34+ 1.2 36+ 1.4 32+ 1.0 0.21 3/106 N.S.
PDS-P° 5.8+ 6.8 53+ 6.0 53+ 54 39+ 5.6 0.33 3/110 N.S.
PDS-D® 9.6+ 1715 149121 17.0+129 9.1+ 6.8 3.84 3/110 0.01
SRS" 131 31.8+26.5 43.8+32.3 51.1 + 36.6' 18.5 £20.9' 4.13 3112 0.008
SRS®35 25.2 +25.49 42.6 £ 36.6 49.2 + 34.00 26.6 213 3.97 37110 0.01

? Items of outcome-scale by Strauss and Carpenter (1972)—scale 0-4 (4 = favorable item pole)
® see legend to Table 4

SRS 131 = subjective feeling of well-being; SRS 35 = future orientation

! Mean value difference in Scheffé test P < 0.05

D Mean value difference in modified LSD P < 0.05

Table 6. Relationship of the rate of relapse to the rate of readmission for the four diagnostic groups (y*-Test for a random sample)

Diagnoses Relapse Readmission 7 df P
yes no yes no

Schizophrenias (n = 74-75) 36 (48%) 39 (52%) 29 (39%) 45 (61%) 2.30 1 N.S.
Neuroses (n = 31) 13 (42%) 18 (58%) 8 (26%) 23 (74%) 3.31 1 0.07
Affective psychoses (n = 14) 7 (50%) 7 (50%) 2 (14%) 12 (86%) 7.14 1 0.008
Other (n = 23) 9 (39%) 14 (61%) 7 (30%) 16 (70%) 0.73 1 N.S.
ence between the frequency of relapse and the readmission diagnostic groups, particularly for the schizophrenias, there is
rate only for the group of affective psychoses. Affective no difference between the relapse rate and the readmission
psychoses are readmitted significantly less frequently than rate. In other words, a relapse probably led to a readmission.
would be expected from their relapse rate. A similar trend The diagnostic groups also show no differences in the

arises for the group of neuroses, whereas for the other two assessment of the degree of severity at the time of follow-up
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Table 7. Catamnestic treatment variables in a comparison of the four diagnostic groups (one-factor analysis of variance)

Schizophrenias Neuroses Affective Other F df P
(n = 64-83) (n=19-32) psychoses (n=823)
(n=14-17)
Medical after-care treatment recommenda- 4.4 + 1.81? 2117 3.8+22 1.9+ 1.0° 12.99 3/126 0.0000
tion (at discharge)®

Medical treatment duration (catamnesis)® 1.6 + 0.5>¢ 1.1+0.3"3 1.6 + 0.5 1.1+0.3** 12.54 3/144 0.0000
Attitude toward medication (discharge)* 1.3x0.6 1.4+ 0.6 1.4+0.6 1.4+05 0.42 3/125 N.S.
Attitude toward medication (follow-up)? 31+£1.2 25+1.2 2.8+1.5 24+1.6 1.38 3/101 N.S.
Duration of medical after-care treatment® 3.5 + 1.0! 29+1.4 35+1.2 2.6 + 1.6! 4.34 3/146 0.006
Regularity of medical after-care treatment! 3.2 + 0.9 23+1.2! 3.1+£1.0 28+1.2 4.93 3/135 0.003
Change of physician® 04+0.7 02+05 0.1+04 03+05 1.21 3/127 N.S.

# = 3: less than 1 year; > 3: more than 1 year

® 1: less than 1 year; 2: continuously for 1 year

¢ 0: more rejecting; 2: convinced and cooperative

4 1: of very little help; 5: of very great help

¢ 1: =< 6 weeks after discharge; 4: continuously during catamnesis
f1: <1 x/quarter; 4: 1 x/8-14 days

’13 0: none; 2: several times

w

234, Mean value differences in Scheffé test P < 0.05

(CGI). A trend in the affective psychoses and in the neuroses
towards more intense prominence of the characteristic in the
depressiveness scale (PDS-D) does not attain statistical signif-
icance between the groups. Only in the Aitken scales do the
patients with affective psychoses rate themselves significantly
poorer in their subjective feeling of well-being (SRS 131) as
compared with the other diagnoses, and as significantly poor-
er in future orientation (SRS 35) in comparison with the
schizophrenic patients.

In the AMP syndromes (see Table 3) differences in the
1-year follow-up (time III) arise only for stupor and the vege-
tative and depressive syndromes. Analogous to the self-assess-
ment, the affective psychoses (stupor) and respectively the
neuroses (vegetative and depressive syndromes) were rated
the poorest here.

4. Intervening Treatment Variables

For the schizophrenic patients, oral neuroleptics were first
with a prescription frequency of 74% and injectable depot
neuroleptics second at 38% as the discharge medication after
inpatient index-treatment. Antidepressants at 71% came
before lithium at 41% for the affective psychoses. For the
neuroses, antidepressants likewise took precedence at 53%
and were followed by oral neuroleptics at 12%. Conversely,
for the group of other diagnoses oral neuroleptics at 21%
came before the antidepressants at 16%. Whereas of the
schizophrenic patients only 3% were without medication at
discharge and of the affective psychoses not a single patient,
there were 41% among the neuroses and 63% in the group of
other diagnoses without medication.

With regard to the suggested duration of further treatment
with drugs for those patients who were discharged under
medication, the shortest treatment durations were recom-
mended for the neuroses and other diagnoses (Table 7).
Dichotomized into treatment recommendations of less than
1 year versus 1 year and longer, further treatment with drugs
for at least 1 year was recommended for only 19% of the
neuroses as compared to 78% of the schizophrenic patients.
The patient’s attitude toward the suggested further treatment
with drugs was negatively tinged by the majority of 53% to
65% of the cases.

A psychiatrist in private practice was recommended to per-
form the after-care treatment for a majority of between 63%
and 71%. Our own outpatient clinics came second as the insti-
tution of after-care treatment for patients with schizophrenia
(20%), with affective psychosis (29%) and neurosis (15%). As
compared to that, the group of other diagnoses was referred
to the family doctor second most frequently (33%). Referrals
for psychotherapy were made predominantly only for neuro-
ses (47%) and the other diagnostic group (25%). A referral to
an after-care institution, such as Alcoholics Anonymous, was
made almost exclusively in this latter group (46%).

If one compares these data to the catamnestic after-care
treatment which acutally took place, the psychiatrist in private
practice was also first as the main agent of treatment here with
58% to 68% for all diagnostic groups. Our own outpatient
clinics came second for patients with a schizophrenic or an
affective psychosis with 19% and 33% respectively. For the
neuroses and other diagnoses the family doctor was second
with 13% and 27% respectively. Relative to the main agent of
after-care treatment, patients with neuroses and particularly
other diagnoses were in after-care treatment for the shortest
duration (Table 7). Of these, only 44% and 38% respectively
were in continuous treatment (respectively 12% of the neuro-
ses and 22% of the other diagnoses were not in treatment at
all!) as compared to 70% and 79% respectively of continu-
ously treated patients with a schizophrenic or affective
psychosis. As for regularity of after-care treatment, patients
with neuroses came to treatment significantly less frequently
(in 34% less frequently than once in 3 months) than schizo-
phrenic patients. Only 6% of the neurotic patients had availed
themselves of continuous outpatient psychotherapy, 34%
nevertheless occasionally. Only 23% of the group with other
diagnoses had in fact been in after-care. There were no differ-
ences among the diagnostic groups with reference to fre-
quency of change of treating agent.

As medical after-care treatment schizophrenic patients had
taken oral neuroleptics continuously in 31% of the cases and
depot neuroleptics continuously in 34% of the cases, and
together had taken neuroleptics continuously over the 1-year
period in 54% of the cases. If one brings this into relation
with the recommendation for further treatment for more
than 1 year, a compliance rate of just under 70% emerges.



Patients with affective psychosis took antidepressants continu-
ously in 27% of the cases and lithium continuously in 33%.
Patients with neuroses, on the other hand, took antidepres-
sants continuously in only 6% of the cases. The group of other
diagnoses did not take antidepressants continuously at all but
took oral neuroleptics during the entire catamnestic period in
13% of the cases. In assessing the effect of the drugs the
patient’s attitude at the end of the catamnestic period was
even except for the group of affective psychoses (only 35%
positive; neuroses and other diagnoses respectively 53% and
50% positive) and rather more favorable (schizophrenic
patients positive in 69% of the cases). A significant difference
in attitude among the diagnostic groups did not emerge either.
However, the experience with tranquilizers also enters into
the rating of the neurotic patients; 9% had received tranquil-
izers continuously and 26% occasionally.

Discussion

The most important findings and the conclusions resulting
from them are summarized in the following.

1. Surprisingly the four diagnostic groups do not differ signifi-
cantly from one another in most of the variables regarding
course outcome 1 year after index-discharge. The likewise
absent difference regarding analogous social variables in the
year previous to index-admission, such as “employment” and
“social contacts,” suggests that here it is a matter of relatively
stable course of illness dimensions that are to a large extent
independent of the diagnosis at least during the investigated
period (Pietzcker and Gaebel 1983). Strauss and Carpenter
(1972), who developed the “outcome” scale used here, came
to very similar findings in a 2-year follow-up of patients with
schizophrenia, affective psychosis or neurosis. The sole differ-
ence described there between schizophrenics and the entire
group of nonschizophrenic patients in regard to readmission
rate (higher for schizophrenic patients) is also found in our
population (P < 0.05).

If one disregards the limited possibility of generalizing the
findings due to the small number of cases in the nonschizo-
phrenic diagnostic groups, the relatively brief catamnestic
period could be responsible for the nevertheless extensive
similarity of the course outcomes (evaluations of the findings
of the 3-year follow-up study are in preparation). Thus cat-
amnestic comparisons after 15 to 40 years between schizo-
phrenias and affective psychoses (Bland and Orn 1982; Tsu-
ang et al. 1979) show that schizophrenic psychoses appear the
worst on all dimensions of the course of illness. Affective
psychoses particularly those with a relapsing course, however,
by no means produce only favorable course outcomes. The
intervening influence of the catamnestic treatment is, how-
ever, not taken into consideration in these comparisons.
Long-term studies of schizophrenic patients on long-term
medication show, however, that between 40% and 60% of the
patients have a favorable outcome in the outcome criteria
used here (Gaebel et al. 1981). Finally, the variance in all of
the outcome dimensions shows that there is no “one” course
outcome of a specific diagnosis (Strauss and Carpenter 1972).
Beyond this, however, the comparable duration of illness of
all four diagnostic groups and the small number of first admis-
sions in the study population (34%) underscores the selection
of a rather chronic patient group, which could be important
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particularly with regard to the poor performance of the
neurotic illnesses (Ernst et al. 1968).

The significant differences between the affective psychoses
and schizophrenias in heterosexual adjustment correspond to
the well-known low social adjustment level of a number of
schizophrenic patients (Bland 1982). In spite of this statisti-
cally poorer group performance of the schizophrenics, a thera-
peutically important variance becomes apparent. The schizo-
phrenic patients with good heterosexual adjustment profit the
most from continuous neuroleptic treatment (Gaebel and
Pietzcker, in preparation).

2. Striking discrepancies in the self-ratings and observer-rat-
ings apply primarily to the group of neuroses. Whereas at inpa-
tient admission the neuroses were globally least often assessed as
“ill,” they, on the other hand, come off the highest in the
depressive syndrome (corresponding to the high number of
depressive neuroses) comparable to the affective psychoses.
Despite this, the global improvement is rated as the slightest
at discharge as compared to the affective psychoses, even
though in the depressive syndrome, on the other hand, the
neuroses have improved comparatively more. In spite of the
marked similarity in the syndrome profile between depressive
psychosis and neurosis (Gebhardt et al. 1981), which under-
scores the doubts of some authors about the construct validity
of neurotic depression (Akiskal et al. 1978), the neurosis is
apparently sooner looked upon as a “milder” illness. This is
apparently also expressed in the shorter duration of inpatient
treatment of the neuroses. Contrasting with this assessment is
the distinctly negative self-rating at discharge with regard to
depressive complaints, feeling of illness and pessimism about
the future and negative assessment of the given clinic treat-
ment.

Whereas some authors report a close correlation between
self-assessment and objective data concerning course of illness
for neuroses (Huxley et al. 1979), others emphasize a specific
complaint behavior of neurotic patients, which does not bear
any relation to the objective symptoms (Robin et al. 1980).
An unfavorable self-rating nevertheless seems problematic as
a precondition for discharge, whereby it is questionable
whether different criteria are to be applied to neuroses than to
other psychiatric illnesses on this point. By way of comparison
it was possible to show that for schizophrenic patients a nega-
tive self-rating (extent of subjective symptoms) is an impor-
tant predictor of relapse (Hogarty et al. 1979). This also holds
true for comparatively shorter durations of inpatient treat-
ment concerning a subgroup of chronically schizophrenic
patients (Gaebel and Pietzcker 1983).

3. These findings bring into question the connection between
the catamnestic treatment and the course outcome. To begin
with, it is striking here that particularly neuroses, in contrast
to schizophrenic and affective psychoses, were discharged
without medication in 41% of the cases. The proportion of
53% neuroses discharged taking antidepressants corresponds
approximately to the percentage frequency of depressive
neuroses in inpatient treatment taking antidepressants
(Gaebel 1984). In contrast to this the affective psychoses
(predominantly depressive) were discharged taking anti-
depressants in 71% of the cases, which complies with the inpa-
tient treatment frequency of unipolar endogenic depressions
with antidepressants in 90% of the cases (Schmidt et al. 1983).
On the other hand, the percentage of patients with a depres-
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sive neurosis or psychosis treated with antidepressants by
psychiatrists in private practice is more apt ‘to be equal
(Linden 1983). This apparently reflects different treatment
concepts especially for neurotic depression. This discrepancy
is also expressed in the varying durations recommended for
further treatment with drugs. Only 19% of the neuroses were
supposed to remain on medication for longer than 1 year as
compared to 59% of the affective psychoses and 78% of the
schizophrenias.

The question arises whether an adequate follow-up treat-
ment with drugs was neglected with reference to the low num-
ber of symptom-free neurotic patients at the time of follow-up
(only 14% were symptom-free as compared, for example, to
35% of the schizophrenic patients), and in relation to the anti-
depressant treatment occurring continuously in only 6% of the
cases. On the basis of the high rate of relapse for depressive
illnesses, the high proportion of chronic courses of 10% to
15%, and the proven prophylactic effectiveness of long-term
antidepressant medication for unipolar depressions (Davis
1976; Klerman et al. 1974; Weissman et al. 1976; Weissman
and Klerman 1977; Weissman et al. 1981) long-term anti-
depressant medication should be pursued more consequently
subsequent to an acute illness. The high ratio of 35% of the
neurotics treated with benzodiazepines either occasionally or
continuously is noteworthy particularly in view of a proven
lack of effectiveness of the benzodiazepines specific to depres-
sions (Covi et al. 1974). The advice given upon discharge from
inpatient treatment by those who conducted the treatment
doubtlessly contributes in shaping the patient’s further atti-
tude.

In spite of these altogether rather problematic courses of
illness, the catamnestic “claim behavior” (or “committing
behavior” of outpatient institutions) is slight with reference to
inpatient psychiatric readmission for the neuroses and is the
lowest—in spite of the high rate of relapse—for the affective
psychoses. In contrast to this, for schizophrenic patients a
relapse leads with great probability to an inpatient readmis-
sion (Bosch and Pietzcker 1975). In particular, however, for
the group of patients with other diagnoses, which in the
majority was composed of patients with alcohol problems,
there was no medical after-care treatment given at all in 22%
of the cases, and no after-care in 77% of the cases. The height-
ened “rate of diminishment” in this population has also been
reported by other authors (Bell et al. 1983). As findings of
Smart and Gray (1978) show, it possibly indicates drop-out
rates specific to the treatment of individual patient groups.
Through this, these findings emphasize a general aspect: the
importance of an indication for various treatment measures
which are adapted to the patients. For the group of depressive
neuroses, such treatment alternatives are available in the form
of antidepressant medication or types of problem-centered
psychotherapy, so that patients can be supplied with a drug or
a psychotherapeutic treatment in accordance with their choice
(Gaebel and Linden 1984).

In summary, the findings show that the outcome of
patients with schizophrenic psychosis is scarcely poorer in the
1-year period than that of the other diagnostic groups. The
treatment data show a comparatively assured after-care treat-
ment for the schizophrenic patients. Despite this, the rate of
readmission is scarcely decreased in relation to the rate of
relapse. After-care treatment does not appear to be similarly
assured for patients with neuroses or particularly for those
with alcohol problems. The comparatively poorer outcome (in

relation to the “better” than expected performance of the
schizophrenic patients) of these groups leads one to presume
that a more consequential after-care treatment could lead to
improvements here. Thus, one could consider whether the
psychotherapeutically-oriented after-care treatment, which is
usually more apt to be regarded as indicated, should be modi-
fied in individual cases in favor of a more “medically” oriented
after-care treatment (Smart and Gray 1978). The high drop-
out figures, which emerge in outpatient treatment when the
patient’s symptom-related assessment does not coincide with
that of the physician, give food for thought. Here the patient
experiences himself as more ill and, nevertheless, no medical
help is offered (Chesney et al. 1983). It is decisive for therapy
to approach the patient with forms of treatment considered
correct theoretically (and desirably also scientifically evalua-
ted). Additionally, however, treatment approaches should be
modified in individual cases, if this promises to lead to the
patient’s first remaining within the care system.
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