
Eur Arch Psychiatry Clin Neurosci (1995) 246:17-28 �9 Springer-Verlag 1995 

Heinz H~ifner - Birgit Nowotny - Walter L6ffler 
Wolfram an der Heiden �9 Kurt Maurer 

When and how does schizophrenia produce social deficits? 

Received: 7 December 1994 / Accepted: 3 May 1995 

Abs t rac t  The present study is an empirical contribution 
to the controversy over whether the poor social perfor- 
mance and lower social class of  schizophrenic patients are 
consequences of the illness, consequences of changes in 
the individuals predisposed to develop schizophrenia or 
are due to the adverse social conditions that lead to schiz- 
ophrenia. The study focuses on the socioeconomic status 
at onset, on the performance of social roles in the early 
course of  schizophrenia by taking age, gender and the in- 
dividual level of  social development into account. In a 
representative sample of 232 first episodes of schizophre- 
nia age and type of onset, type and accumulation of symp- 
toms and social functioning in the prodromal and the psy- 
chotic prephase and at first admission were assessed and 
analysed for their predictive power concerning social dis- 
ability 2 years after first admission. In a case-control 
study expected and observed social functioning from on- 
set until first admission were compared. The subsequent 
course was followed up prospectively in five cross sec- 
tions until 2 years after first admission. In women the age 
at onset was significantly higher than in men, whereas 
symptomatology and type of onset showed no gender dif- 
ferences. In 73% of the sample the prodromal phase cov- 
ered 5 years on average, and the psychotic prephase (until 
the maximum of positive symptoms) 1.1 years. Deficits in 
social functioning Occurred predominantly during the pro- 
dromal and the psychotic prephase. The course over 14 
years showed stable group trends in social and symptom 
measures. By the end of the prodromal phase it was pos- 
sible to predict social disability 2 years after first admis- 
sion with a correct classification of 81%. The main factor 
determining social  outcome appeared to be the acquired 
social status during the prodromal phase of the disorder. 
The unfavourable early course in men was due mainly to 
their significantly lower age at onset. These results raise 
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questions concerning an earlier therapeutic and rehabilita- 
tive intervention. 

Introduction 

The association between low socioeconomic status and 
schizophrenia has often been replicated (0degard 1972; 
Stein 1957; reviews: Dohrenwend and Dohrenwend 1969; 
Eaton 1985; Liberatos et al. 1988). Three different ex- 
planatory approaches have been discussed: The decline or 
social-drift hypothesis, which in essence had been postu- 
lated already by Kraepelin (1893), is based on the as- 
sumption that cognitive and social impairments due to 
schizophrenia will result in social decline during the 
course of the disorder. In addition to the hypothesis that 
social deficits are a consequence of the disorder, it in- 
cludes the finding that even before the first psychiatric 
contact schizophrenics may be at a social disadvantage 
and/or may not have reached their parents'  social status 
(Goldberg and Morrison 1963; Turner and Wagenfeld 
1967; Erickson et al. 1989; Muntaner et al. 1993). This as- 
sumes that personality traits associated with the genotype 
or with the morbid risk (Odegard 1971; Wiersma et al. 
1983) or other impairments preceding the disorder ham- 
per social achievement ["non-starter" (Dunham 1965) or 
"social-stagnation" hypothesis (Freeman and Alpert 
1986)]. Schizophrenia is therefore regarded by some au- 
thors as a continuous disorder existing from childhood on 
(Odegard 1972). 

The two hypotheses, social stagnation and social de- 
cline, which may both be true for the same case, differ 
concerning their specific involvement in the social 
achievement of  an individual. They both have in common 
that disease-dependent "social selection" processes may 
lead to an accumulation of schizophrenics in the lowest 
social class. 

The alternative hypothesis "social causation" assumes 
that poor living conditions or the lower-class subculture 
may contribute to an increased morbid risk for schizo- 
phrenia either directly through psychosocial processes or 
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indirectly through neurodevelopmental disorders due to 
higher rates of perinatal complications [reviews on psy-  
chosocial processes: Dohrenwend and Dohrenwend 1969; 
Kohn 1972; H~ifner 1971; neurodevelopmental disorders: 
Jacobson et al. 1980; Lewis and Murray 1987; Eagles et 
al. 1990]. Dohrenwend et al. (1992) tested the alternative 
hypotheses "social causation versus social selection" in a 
comprehensive population study of high methodological 
standard in Israel by comparing the morbid risk for so- 
cioeconomic versus ethnic status. The results supported 
the selection issue in schizophrenia, The social-causation 
hypothesis, on the other hand, was confirmed for the risk 
of depression in women and for the risk of antisocial per- 
sonality and substance abuse in men. Moreover, notwith- 
standing the findings of a few studies with questionable 
methodology (e.g. Turner and Wagenfeld 1967), strong 
evidence for the selection hypothesis stems from the fact 
that schizophrenic individuals are obviously not born pre- 
dominantly into lower-class families (Goldberg and Mor- 
rison 1963; Muntaner et al. 1993), but rather suffer from a 
social disadvantage in the course of their lives. 

If the social environment plays no important aetiologi- 
cal part, which is supported by the observation of a fairly 
equal morbid risk across nations and cultures (H~ifner 
1987; Jablensky et al. 1992) and by the low contribution 
of nonfamilial environment to the morbid risk in heritabil- 
ity models developed on the basis of epidemiological 
family studies (Maier et al. 1993), then the question of 
when and how the disease produces social consequences 
becomes increasingly interesting. 

The answer is of both theoretical and practical relevance 
(1) for our understanding of consequence of the interaction 
between dysfunction that results from the disease and in- 
fluence of the social environment (Strauss and Carpenter 
1977; Kokes et al. 1977; Bland et al. 1978); (2) for a pre- 
cise distinction of premorbid social and cognitive deficits 
from early symptoms and impairments due to the disease 
as prognostic indicators of the course of schizophrenia 
(Strauss and Carpenter 1977; Kokes et al. 1977; Bland et 
al. 1978; Angst et al. 1985). Most of these studies failed to 
give a clear temporal distinction between antecedents and 
early consequences of the disorder; (3) which can be ap- 
plied to the preventive and rehabilitative strategies. 

Social achievement and onset of schizophrenia 

The period of most rapid change of social roles in life, 
from about 15-30 years of age, when adult roles are taken 
up, coincides with the period of the maximum risk for the 
onset of schizophrenia. Social dysfunctioning occurring 
early, i.e. at the beginning of the steep increase in social 
achievement, is presumably associated with a high risk 
for social stagnation. Onset of the disorder after the con- 
solidation of the main social roles, on the other hand, will 
result mainly in social decline. Later in life the extent of 
social decline will presumably decrease again, because 
some components of social status, once they have been 
reached, like "educational level" and "marital status", will 

not or not easily be lost. Later onset also provides the op- 
portunity for having achieved a higher level of social 
competence at the outbreak of the disorder. 

With equal severity of symptoms, early-onset schizo- 
phrenias may therefore result in greater social disadvan- 
tage than late-onset schizophrenias, developed at a so- 
cially and economically more advanced and better se- 
cured stage of life. Early onset hits men more often than 
women in a phase of unfinished social consolidation. This 
may explain why the disorder tends to display a less 
favourable social course in men than in women at least for 
a certain time (reviews: Angermeyer et al. 1990; Mc- 
Glashan and Bardenstein 1990). Some methodologically 
sound studies indeed report a dimininshing or disappear- 
ing gender difference in the long-term course (Biehl et al. 
1986; Goldstein 1988; Nyman 1989; Childers and Hard- 
ing 1980; H~ifner et al. 1991 a). 

The disease onset - often with socially relevant symp- 
toms - lies on average several years prior to first admission 
(Lindelius 1970; Angermayer et al. i990; H~ifner et al. 
1994). It is therefore relevant to assess retrospectively the 
individual's social achievement and simultaneously the 
early course of schizophrenia registering when (time), with 
what (symptoms) and how (acuity) the disease started. 

ABC study (first episode) sample 

Figure 1 shows the catchment area with a population of 
approximately 1.5 million in the centre of western Ger- 
many (Mannheim, Heidelberg and a surrounding region, 
about 50% urban and 50% rural) and the sample of the 

Inclusion Criteria: 
Clinical diagnosis: 

Exclusion Criteria: 

Age: 

first admission in one of the 10 psychiatric hospitals or units 

(ICD-9: 295,297, 298.3, 298.4) 

organic psychosis, severe mental retardation 

12 - 59 years 

,,.._~ Bad D~rkheim C.~ H e i ~  

~~nmi ' l r~t~r '~ ~ Eastern Palatinate ~ ~ ~ River Neckar 

PSE Interviews N 276 133 143 
IRAOS Interviews 267 127 140 
IRAOS Interviews 
first episode 232 108 124 

Fig.1 ABC First-episode sample. Catchment area of Rhine- 
Neckar district and eastern Palatinate 



Fig.2 The prephases of schizo- 
phrenia from first sign of mental 
disorder to first admission (n = Age 
232; 108 males, 124 females; for 
both sexes together). (From Time period 
H~ifner et al. 1995) 
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ABC schizophrenia study (H~ifner et al. 1993): patients 
consecutively first admitted with a broad diagnosis of 
schizophrenia (ICD-9: 295, 297, 298.3, 298.4) over 2 
years (1988-1989) to the ten psychiatric and child psychi- 
atric units and hospitals serving the poulation. We inter- 
viewed a total of  232 first-episode schizophrenics, 84% of 
the whole sample, within 1 week with PSE-9 (symptoma- 
tology) and 6 weeks of first admission with the standard- 
ised interview IRAOS (social biography, prodromes, 
symptom development), both analysed with the CATEGO 
algorithm. Instrument and sample have been described 
elsewhere (Hfifner et al. 1992, 1993). Social disability was 
assessed by DAS (WHO 1988; German version: Jung et 
al. 1989). 

For testing our hypotheses we used two different co- 
horts and two subsamples of the first cohort, and exam- 
ined them with the same instruments in three observation 
periods. The issues, observation periods and subsamples 
examined were (see Fig. 2): 

1. The prephase, lasting on average 6.1 years from the 
first sign of the disorder until the culmination of the first 
episode, retrospectively by means of the IRAOS inter- 
view on the entire ABC first-episode sample (n = 232) 

2. The social course in the prephase on a representative 
subsample of 57 cases of the ABC sample, matched by 
age and gender with 57 controls from the general popula- 
tion of the same catchment area (Mannheim) 

3. The early course after first admission prospectively in 
five cross sections so far from first admission over 3 
years on a representative subsample of the ABC sample 
(n = 133) 

4. The later course at 14-year follow-up, assessed by an 
der Heiden et al. (1995) from our group on a first-admis- 
sion cohort of schizophrenics studied by Biehl et al. 
(1986) in seven cross sections over 5 years (n = 70) 

Descriptive results 

Onset and early development of disorder 

To reduce the inevitable risk of contaminating the prodro- 
mal signs with preexisting or schizophrenia-independent 
symptoms we operationalised onset according to a phase 
model: 

1. Nonspecific symptoms were taken as first signs only if 
continuously present from their occurrence until index ad- 
mission. 

2. Negative symptoms only if they were either continuous 
or recurring. 

3. Positive symptoms were considered in any case, even if 
they occurred only once. 

As first admission is also determined by disease-indepen- 
dent factors, the first episode was operationalised as the 
point when the maximum of positive symptoms was 
reached for the first time indicating the end of the 
prephase (Hgfner et al. 1995). 

Age at first onset 

The mean age at the different definitions of onset depicted 
in Fig. 3 serves to illustrate seven consecutive milestones 
in the development of the disorder up to the first psychotic 
episode and first admission. The mean age of women, at 
each event 3-4 years significantly higher than in males, 
presumably results from a raised vulnerability threshold 
for schizophrenia in women due to estrogens reducing the 
sensitivity of D 2 receptors in the brain (H~ifner et al. 1991 
b; Riecher-Rrssler et al. 1994). A more restricted defini- 
tion of the diagnosis, such as ICD-9:295 or CATEGO S+, 
produced no essential changes either in age at first onset 
or in the significant gender differences in age at onset. 

Of all schizophrenics, 77% (82% of males, but only 
73% of females) presented the first sign of the disorder 
before the age of 30 years and 4% (males 7% and females 
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Fig.3 Mean age values at seven 
definitions of onset until first 
admission. First episode sample 
of schizophrenia broad defini- 
tion (n = 232). (From H~ifner et 
al. 1995) 
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2%) before the age of 10 years (Table 1). The maximum 
of positive symptoms or the climax of the first psychotic 
episode was reached before the age of 30 years in 59% 
and before the age of 20 years in 9% of cases. 

Initial symptoms and types of onset 

In contrast t o age at onset, the types of onset and of the 
initial symptoms, i.e. how and with what schizophrenia 
starts, showed no significant gender differences (Table 1). 
In 73% of the sample schizophrenia started with a nega- 
tive or nonspecific symptom, in 20% simultaneously with 
symptoms of both categories and in the remaining 7% 
with a positive symptom only. The five most frequent ini- 
tial symptoms were poor concentration and subjective 
thought disorder (22%: males 26% and females 18%), 
lack of energy and slowness (19%: males 18% and fe- 
males 21%), suspiciousness and social withdrawal (19%: 

males 21% and females 17%), overall slowing down 
(16%: males 14% and females 18%) and anxiety (14%: 
males 15% and females 13%). No significant gender dif- 
ferences were found here, either. A considerable part of 
schizophrenias therefore presented symptoms associated 
with the risk of social impairment from disease onset on 
and long before first admission. 

Symptomatology at first admission, assessed by PSE, 
showed only few age and very few gender differences. 
The only pronounced gender difference emerged with 11 
socially negative behavioural items such as self-neglect, 
no interest in job etc., which were all more frequent 
among males, social overcompliance being the only be- 
havioural item significantly more frequent among females 
(H~ifner et al. 1993). If persistent over time, these marked 
differences in illness behaviour, presumably due to nor- 
mal gender-specific and not to disease-specific patterns of 
behaviour, can be assumed to exert an additonal impact 
towards a less favourable social course in men. 

Table 1 Onset of schizophre- 
nia 

ABC first-episode sample Total (n = 232)  Males  (n = 108) Females (n = 124) 

Age at onset of the earliest sign a 
< 10 years 4% 7% 2% 
< 20 years 41% 46% 37% 
< 30 years 77% 82% 73% 

Type of onset a 
Acute (< 1 month) 18% 19% 17% 
Subacute (> 1 month < 1 year) 15% 11% 18% 
Insidious or chronic (> 1 year) 68% 70% 65% 

Type of first symptoms ~ 
Negative or unspecific 73% 70% 76% 
Positive 7% 7% 6% 
Both 20% 22% 19% 

~No significant gender difference in all variables listed 



Social course in the prephases of first episodes: 
expected and observed social achievement 
in the early course of schizophrenia 

To assess the relevant points or stages in the early course 
of schizophrenia we defined: 

1. The prodromal or "nonpsychotic" phase from the first 
sign of the disorder (according to our phase model de- 
scribed previously) until the first positive symptom. It 
was found in 73% of our sample and lasted 5.0 years on 
average. 

2. The psychotic prephase with a mean duration of 1.1 
years until the maximum of positive symptoms. First ad- 
mission followed on average 2 months later. 

The following hypotheses were used: 

1. Social-status deficits appear in the prephase of schizo- 
phrenia prior to the first episode. 

2. The short-term social course of schizophrenia is more 
favourable with women compared with men, due mainly 
to their later onset and not to gender differences in the 
early course of the disease. 

First we tested hypothesis no. 1. We looked at four typical 
social roles, which are usually acquired between the ages 
of 15 and 30 years, namely employment, own income, 
own accommodation and partnership or marriage. Up to 
one quarter of  the patients had never performed certain 
roles. A small proportion of the patients with an adequate 
role performance before onset or in the prephase of the 
disorder showed losses of these roles. A total of 18% lost 
their job in the prodromal phase due to abnormal behav- 
iour, poor work performance, conflicts or psychological 
problems, and 15% gave up own accommodation and re- 
turned to their parents. The proportion of males with a job 
or own accommodation was significantly lower than that 
of females at the appearance of the first sign of the disor- 
der, first psychotic symptoms and at index admission. 
Hence, in this regard males were more frequently non- 
starters. In the field of employment and own accommoda- 
tion role losses were almost equally frequent among 
males and females. Pronounced sex differences emerged 
in partnership and marriage. Of the males, 35% but only 
10% of the females, had never had a sexual relationship 
before first admission. At first admission 77% of the 
males and 53% of the females were without a partner 
(p < 0.001). No fewer than 42% of all males suffering 
from schizophrenia had lost their partner before first ad- 
mission (Nowotny et al. 1995). 

Our data therefore tends to support an important pre- 
condition for hypothesis no. 2: The social conditions at 
the beginning of  the psychosis are clearly worse for 
males, because onset hits them at a lower level of social 
achievement than the 3- to 4-years-older females, al- 
though steps of  social decline are nearly equally frequent 
for both genders. 

On the other hand, a considerable proportion of the pa- 
tients were capable of acquiring and maintaining social 
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roles: 50% got a job, 66% moved away from their parents 
to own accommodation or a sheltered apartment, 14% 
were married or lived with a partner at first admission and 
18% had a sexual relationship without cohabitation. 

Case-control study 

In order to further test hypothesis no. 2 and to measure the 
deviation of the observed from the expected social 
achievement in the early course of schizophrenia, we 
matched a representative subsample of 57 first-admitted 
schizophrenics from our Mannheim ABC sample with 57 
controls from the Mannheim population for age and gen- 
der. By the IRAOS interview the same social indicators 
were assessed at exactly the same points in time, deter- 
mined by the first sign of the disorder, the first positive 
symptom and first admission, among the patients and the 
matched controls. To give an example, if a patient had the 
first positive symptom 1.5 years before the interview, then 
the social status of the aged-matched control person was 
also assessed 1.5 years before. Thus, it was possible to 
compare changes in social-status components for the 
same age periods in schizophrenics and controls. 

By dichotomous operationalisation of the variables 
(present versus not present) differences in the frequency 
of social-role performance were compared between the 
matched pairs by means of the McNemar test (Brittain 
and Schlesselman 1982). 

School education and occupational training (Fig. 4) 

In the observation period nearly all schizophrenic and con- 
trol probands concluded their school education without sig- 
nificant differences between the groups. Only in terms of 
advanced-level education, despite fairly equal starting con- 
ditions, the schizophrenic men fell off distinctly (p = 0.10) 
reaching only 27% compared with 53% of the male con- 
trols. This is the first piece of evidence for an element of so- 
cial stagnation, a deficit in social achievement (advanced- 
level school education), indicating that in the prephase of 
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the disorder only the early afflicted schizophrenic men and 
not the schizophrenic women lag to a considerable extent 
behind healthy men. In occupational training, which is less 
exacting than advanced-level education, no significant 
group differences were found compared with the controls, 
nor gender differences among the schizophrenics. 

Employment and own income (Fig. 5) 

With employment the percentage of occupied women was 
higher among both schizophrenics and controls than that 
of men in both groups at the first sign of the disorder, al- 
though significantly higher only among controls. Apart 
from the higher age of women, their shorter occupational 
training and earlier start into working life contributed to 
this result. Although the percentages of occupied male as 
well as female schizophrenics were slightly below those 
of their matched controls at the first sign of the disorder, 
the group difference reached a statistical trend (p = 0.08) 
only at first admission. The fact that schizophrenics 
lagged behind at first admission was due exclusively to 
the females, 44% of female schizophrenics versus 70% of 
female controls being employed (p = 0.04). Closely asso- 
ciated with employment, own income showed an almost 
identical trend. This astonishingly less favourable course 
in females of an important social-status component, i.e. 

j ob  and incorrte, is presumably based on gender-speci- 
fic aspects of social behaviour and of the social environ- 
ment such as a greater readiness of women to leave their 
jobs or of employers to dismiss women on the grounds of 
illness. 

Own accommodation (Fig. 6) 

For own accommodation separate from the parent house- 
hold, however, no differences in trends were found be- 
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tween schizophrenic and healthy women. Schizophrenic 
and control men showed identical starting conditions, but 
schizophrenic men lagged increasingly behind across the 
entire prephase. This difference accumulated to a statisti- 
cal trend (p < 0.1) at first admission with 47% of the 
schizophrenics living in their own accommodation as 
compared with 70% of the controls. In the control group 
the initially lower proportions of males with own accom- 
modation clearly approached those of the on average 3- 
years-older females towards first admission. Also, schizo- 
phrenic males lagged significantly behind schizophrenic 
females at the beginning. But the difference did not 
shrink, as it did with controls; it grew across the entire 
prephase to reach a highly significant value. At first ad- 
mission the same proportion of schizophrenic and healthy 
women, namely 82%, but only 47% of schizophrenic 
men, lived in their own accommodation. In contrast to 
employment and income, in the social-status component 
"own accommodation" the schizophrenic women were 
able to further increase their clear advantage over the 
schizophrenic men and to perform the same trend of so- 
cial achievement as healthy women. Schizophrenic males, 
whose starting position was significantly less favourable, 
e.g. due to their lower age, could only slightly improve 
their position in absolute terms and, concerning the ex- 
pectations, were bound to fall behind. 

Partnership (Fig. 7) 

It was in heterosexual partnership and marriage that schiz- 
ophrenics lagged behind the controls most markedly. Be- 
ing younger at onset and marrying on average 2.5 years 
later in general (Statistisches Bundesamt 1993; personal 
communication) males showed clearly lower initial values 
than index and control females. But in the control group 
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males caught up with females, reducing the difference to 
healthy females almost by half. In contrast, schizophren- 
ics showed a markedly falling trend, which by the end of 
the prodromal phase had grown to a highly significant dif- 
ference against the controls (p < 0.001). At 17% schizo- 
phrenics showed an extremely low proportion of married 
or engaged males as compared with 32% of schizophrenic 
females and 60% of healthy males. Among the controls 
the initially low percentage of males was bound to in- 
crease with age. Among the schizophrenics the parallel 
falling trends of males and females indicated that the ex- 
pected values were unlikely to be reached. 

Discussion of results on the social course 
during the prephase 

The demonstrated trends of social achievement result 
from the balance of ascent, stagnation and decline in the 
groups examined. At the beginning of the prodromal 
phase only slight differences emerged between schizo- 
phrenics and controls, which never reached the level of 
significance. This means that the impact of premorbidly 
existing social deficits on the social course cannot be very 
great. Delayed effects emerging with more stressful de- 
mands can, of course, not be excluded. Nevertheless, at 
this early point several gender  differences are found 
among both controls and schizophrenics, which are due to 
the higher age (about 3 years on average) and the more 
advanced stage of social achievement in women. 

During the prephase and up to index admission schizo- 
phrenic women lag behind the controls in terms of em- 
ployment (also but not significantly concerning own in- 
come) and most markedly in marriage and stable partner- 
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ship. Schizophrenic men are inferior to healthy men and 
schizophrenic women in advanced-level school education 
and own accommodation. In terms of marriage and stable 
partnership they differ considerably and increasingly from 
healthy men, and to some extent, although only slightly 
significantly, even from schizophrenic women. Hence, 
compared with age-matched healthy individuals, schizo- 
phrenics tend to show clear social-status deficits in the pro- 
dromal phase and the psychotic prephase of the disorder in- 
cluding a definite decline in marriage and partnership. Men 
are more severely afflicted because of their younger age at 
onset resulting more often in social stagnation at a lower 
stage of achievement compared with women. 

It is therefore in the early stage that the psychosis has 
its worst impact on partnership and marriage, and for 
males also on own accommodation. The finding is consis- 
tent with the results of the ECA Study (Tien and Eaton 
1992; odds ratio for males 49 and for females 16), despite 
the methodological shortcomings of the latter, of  Ode- 
gard's (1971) case register studies and of our own analy- 
ses (Riecher-R6ssler et al. 1989). Social spheres that are 
less close to the individual, however, seem to be less se- 
verely involved in the early stage of the disorder. This 
may be explained by the model of a shell, which allows 
impairing consequences of schizophrenia to occur first in 
spheres close to the individual and only later in more dis- 
tant spheres of social competence. An alternative explana- 
tion may be a different latency period, because disturbed 
social functioning results in school failure, loss of job and 
of income only with some delay compared with the 
breakup of partnerships possibly as a consequence of the 
German social legislation. 

Later social course 

Using a larger representative subsample (n = 133) from 
our ABC study, we have by now followed up the later so- 
cial and symptom-related course at five cross sections 
within 3 years of first admission. Figure 8 shows that af- 
ter first admission, apart from short-term variation, no es- 
sential changes occur in the mean values of the social-sta- 
tus indicators, the only exception being a decrease in the 
proportion of unemployed due to rehabilitation measures. 
As shown in the case-control study, the slight upward 
trends of social functioning prior to first admission can 
probably be explained by contamination with the rapid so- 
cial achievement in this period of  life. 

Social disability (DAS total score), defined as an ex- 
pert rating, on the basis of a relative's interview of the 
dysfunction in the performance of social roles in family, 
job and social environment, was assessed prospectively at 
first admission (to) and 6 months (q/2), 1 year (q), 2 years 
(t2) and 3 years ( t3)  after first admission. A continuous de- 
cline from a mean value of 2.2 at t o to 1.5 at t 3 w a s  ob- 
served, the most pronounced drop taking place from t o to 
t]. The rapid improvement in the disability scores is prob- 
ably accounted for by the homogeneity of the sample in 
the period from the first psychotic episode to index ad- 
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mission. As earlier studies (Salokangas 1983; Deister and 
Marneros 1992) indicate, social adjustment in the early 
course of schizophrenia tends to be clearly poorer in 
males than in females. This finding was also valid for 
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"Overall behaviour" (DAS section 1) without taking so- 
cial-role performance m family or employment, which 
showed marked gender differences, into account. 

Early predictors of disability at cross section 
2 years after first admission 

By taking type of onset (acute, subacute or insidious), age 
and gender into account, we tested by logistical regression 
to what extent demographic, social-status and disease in- 
dicators in the early stages of schizophrenia are predictive 
of social disability 2 years after first admission (Fig. 9). To 
assess the influence of symptomatology on social disabil- 
ity at 2-year follow-up, CATEGO syndrome total scores 
were included in the regression analysis. To ensure statis- 
tical power, the number of variables had to be reduced. 
We formed a "global index of social-status deficits" from 
variables of social achievement by means of nonlinear 
principal-components analysis (Kohlmann 1988). Occu- 
pational training, employment, own income and own ac- 
commodation were combined to form the principal di- 
mension (Nowotny et al. 1995). School education and 
partnership were dealt with separately, because their con- 
tribution to the global index was small. The global rating 
of social disability as an outcome variable was di- 
chotomized (by a DAS score > 2 = social disability). 

At onset (first sign) the global index of social-status 
deficits failed to predict social disability 2 years after first 
admission, thus indicating again that sensu stricto premorbid 
deficits are fairly unimportant or that their effect is masked 
by a low stage of social achievement in this age group. 

At the end of the prodromal phase, i.e. when the first 
positive symptom occurred, the global index of social 
deficits turned out to be the main predictor as already sug- 

Fig.9 Prediction model of so- 
cial disability (correct overall 
classification 81%). (From 
H~ifner et al. 1995) 
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Fig. 10 WHO Disability study: Mannheim cohort. Comparison of 
mean scores over time. (From Biehl et al. 1988) 

gested by the case-control study. In addition, at the begin- 
ning of the psychotic prephase for the first time age and, 
with a considerably lower magnitude, male gender had an 
independent effect not mediated through social-status 
deficits. The overall correct classification by means of 
this model was 81% (82% correct negtive and 79% cor- 
rect positive). The usual explanation by a more severe 
form of early-onset schizophrenia has to be employed 
with some reservation, because the impact of age shows 
no linear course (Riecher-R6ssler et al. 1994). The impact 
of gender may well be the result of the socially negative 
male behaviour in early schizophrenia. 

Of the disease variables only the specific neurotic syn- 
drome showed an effect, although a weak one, perhaps 
because this score includes some behavioural items. The 
other syndrome scores, including positive and negative 
symptoms, and type of onset (acute, subacute, insidious) 
showed no significance at all. At the time of first admis- 
sion the predictors did not change essentially. Again, 
deficits in social status constituted the main, although at 
this later stage slightly less powerful, predictor (overall 
correct classification: 85%). 

Long-term course 

14-year follow-up of a first-admission sample 

The change of the downward trend of the mean values for 
social-status indicators in the prodromal phase to a state 
of stability immediately after the remission of the first 

25 

episode prompts the question of the long-term course. On 
social disability, operationalised by DAS sections, Biehl 
et al. (1988) had obtained an analogous finding (Fig. 10). 
They had assessed a different representative cohort of 
first-admitted schizophrenics from Mannheim (n = 70) af- 
ter the remission of the first episode at five cross sections 
over 4.5 years. A 14-year follow-up of this cohort has 
been conducted by an der Heiden et al. (1995) from our 
research group with the same instruments. 

The preliminary results indicate that the group trends 
of the DAS section "Overall behaviour" both in extent and 
profile (self-care, underactivtiy, slowness, social with- 
drawal, social contacts: friction in interpersonal relation- 
ships, behaviour in emergencies) and of the schizophrenic 
symptomatology (PSE, CATEGO-DAH subscore) had not 
undergone any essential change between the 5- and 14- 
year assessments (Fig. 11). The individual courses, how- 
ever, showed considerable variability. This result, which 
has been confirmed by Harrison et al. (1994) assessing a 
parallel cohort of the WHO Disability study in Notting- 
ham, puts a large question mark behind the traditional as- 
sumption of schizophrenia being associated with a pro- 
gressive social decline. The result of a generally improved 
trend of social functioning reported by some long-term 
schizophrenia studies conducted with clinical samples 
(Ciompi and Mtiller 1976; Bleuler 1972; Huber et al. 
1980; Marneros et al. 1989; Harding et al. 1987; Tsuang et 
al. 1979) must be challenged as well. The issue of stable 
course types has not yet been settled conclusively. They 
can be interpreted as consequences of either different 
severities of the biological disease process or of the inter- 
action of early deficits in social functioning and corollar- 
ies of the disorder with illness behaviour, personality and 
social environment. 

Conclusions 

A successful replication of these results would have im- 
portant implications. It appears that schizophrenia fre- 
quently leads to social deficits in the prodromal phase. 
Particularly at young age, in a period of rapid social 
achievement requiring the performance of new and in- 
creasingly complex social and cognitive tasks, the early 
symptoms of the disorder seem to be associated with an 
increased risk of deficient social functioning. The fact that 
the main period of social achievement coincides with the 
main period of risk for schizophrenia is bound to lead to 
the failure of schizophrenics to climb the social ladder as 
their healthy peers do. 

In this way the age at which the disorder starts to dis- 
rupt social achievement exerts an important influence on 
the social course of schizophrenia for at least some years. 
Hence, the mean gender difference of 3 -4  years in age of 
onset has an unfavourable impact on the social course of 
schizophrenia in males as compared with females. But 
soon after the remission of the first psychotic episode the 
group trend changes: Given the current conditions of care 
and treatment, the disorder appears not to progress. Of 
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course, these conclusions, based on statistical analyses of 
group data, do not say anything about a high variability of 
individual courses or about stable course types and their 
predictors. 

In view of the psychological, neurological and brain 
morphological precursors, which can be shown to exist 
long before onset, although they probably occur in less 
than 50% of  all schizophrenic cases, the explicatory 
model of a neurodevelopmental disorder (Weinberger et 
al. 1979; Lewis and Murray 1987) sounds more plausible 
than Jaspers' (1913) and Schneider's (1950) model of a 
lifelong progressing disease process. In a period when 
maximum demands are placed on the cognitive and com- 
municative competence of an individual, reduced cogni- 
tive and social functioning - as a result of a presumably 
genetically determined neurodevelopmental deficit - 
might produce a maximum of pathological derailments. 
This biological model is compatible with the assumption 
that the reduced level of role functioning and coping and 
the social consequences interacting with the social envi- 
ronment may produce secondary psychological processes 
with different social outcomes. An example would be the 
development of negative symptoms in the sense of sec- 
ondary disabilities (Wing and Brown 1970) after long- 
term social deprivation in schizophrenia. 
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