High levels of anomalous self-experience are associated with longer
duration of untreated psychosis

Running title: Anomalous self-experience and DUP

Elisabeth Haug ®*, Merete @ie*°, Ole A. Andreassen ¢, Unni Bratlien ?, Barnaby Nelson

4 Ingrid Melle, Paul Mgller ®

% Innlandet Hospital Trust, Division of Mental Health, Norway
® Department of Psychology, University of Oslo, Norway

“ NORMENT K.G. Jebsen Centre for Psychosis Research, Oslo University Hospital and
Institute of Clinical Medicine, University of Oslo, 0424 Oslo, Norway

9 Orygen Youth Health Research Centre, Centre for Youth Mental Health, University of
Melbourne

¢ Department of Mental Health Research and Development, Division of Mental Health and

Addiction, Vestre Viken Hospital Trust, Norway

*Corresponding author:

Elisabeth Haug

Innlandet Hospital Trust, Division of Mental Health
Department for acute psychiatry and psychosis rehabilitation
2840 Reinsvoll, Norway

Tel: +47 95781487

Fax:+4761147785

E-mail address: elisabeth.haug@sykehuset-innlandet.no



mailto:elisabeth.haug@sykehuset-innlandet.no

Abstract

Aim

To investigate the relationship between anomalous self-experiences and duration of untreated

psychosis in a sample of patients with first episode schizophrenia spectrum disorders.

Methods

Anomalous self-experiences were assessed by means of the Examination of Anomalous Self-
Experience manual in 55 patients referred to their first adequate treatment for schizophrenia.
Diagnoses, symptom severity, functioning and childhood trauma were assessed using the
Structured Clinical Interview for the Positive and Negative Syndrome Scale, Premorbid
Adjustment Scale, Social Functioning Scale and Childhood trauma questionnaire. Substance
misuse was measured with the Drug Use Disorder Identification Test, and alcohol use was
measured with the Alcohol Use Disorder Identification Test. Duration of untreated psychosis

was measured in accordance with a standardized procedure.

Results

High levels of anomalous self-experiences are significantly associated with longer duration of
untreated psychosis, an association which held after correcting for other variables associated with

long duration of untreated psychosis.

Conclusions

The field of early detection in psychosis is in need of additional clinical perspectives to make
further progress. Improved understanding and assessment of anomalous self-experiences may
help clinicians to detect these important phenomena and provide earlier help, and thus reduce

treatment delay.
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Introduction

Long duration of untreated psychosis (DUP) is associated with more severe symptoms at the
start of first treatment (1, 2), not just positive symptoms but also avolition and other negative
symptoms (2), poor insight (1), poor social integration (1). Long DUP is also associated with
poorer treatment response and poorer short- and long-term outcomes (3, 4), while a reduction
of DUP has a positive influence on short- and long —term prognosis (5-7). Several factors are
associated with or contribute to long DUP, including poor premorbid adjustment (8), the
experience of childhood trauma (8) and a more gradual onset of psychosis (8, 9) . To reduce
DUP it is necessary to understand the reasons behind long treatment delays, including
psychological impediments to early diagnosis and interpersonal factors that can delay help-

seeking (10, 11).

Anomalous self-experiences (ASESs) are mental phenomena that most probably cause delay in
help-seeking. ASEs are non-psychotic disturbances of the basic sense of self that characterize
schizophrenia spectrum disorders (12-15). They refer to fundamental distortions of the first-
person perspective, including deficiencies in the sense of being a self-present, single,
temporally persistent, bodily, and bounded subject of experience (16). They represent a wide
range of experiential deviations, like certain subtle forms of depersonalization, anomalous
experiences of cognition and stream of consciousness, self-alienation, pervasive difficulties in
grasping familiar and taken-for-granted meanings, deficiency in automatic and un-reflected
immersion in the shared social world, unusual bodily feelings, permeability or complete loss

of the self-world boundary, as well as existential reorientation as a consequence of alterations



in the sense of reality and existence (12). ASEs often result in profound social withdrawal, a
phenomenon associated with long DUP (1). In addition, ASEs may contribute to poor insight

and consequently treatment noncompliance (17).

ASEs are typically most overtly present in the prodromal phase, before the emergence of
psychotic symptoms (18, 19), and in some individuals already present during childhood or
early adolescence (15). They are present in genetically high-risk samples (20, 21) and predict
future onset of schizophrenia spectrum disorders in nonpsychotic clinical populations (22) and
in patients at ultra high risk for psychosis (23). Many do not experience or perceive their
ASEs as symptoms of an illness, but rather as intrinsic and habitual aspects of their existence
and identity; in this sense, they may be thought to contribute to a lack of insight into illness
(17). The presence of ASEs could thus be a direct impediment to adequate help seeking and
treatment delay. Since ASEs often are present already in childhood or early adolescence they

could also contribute to poor premorbid adjustment and thus indirectly increase the DUP.

A previous study reported an association between ASEs and the duration of untreated illness,
but no association between ASEs and DUP, as a co-incidental finding (14). However, in
addition to patients with psychotic disorders, the study included patients with non-psychotic
affective disorders, personality disorders and anxiety disorders, in which DUP (i.e. psychosis)
is not a relevant feature. Our aim in the present study is to investigate the relationship between
ASEs and DUP in a sample of patients with first treated schizophrenia spectrum disorders,
with the hypothesis that a high level of ASEs will have an independent association with long

DUP even after correcting for other variables associated with long DUP.

Methods



Design and sample

The current study is part of the Norwegian Thematically Organized Psychosis (TOP) study
(24). The study involved all treatment facilities in two neighbouring Norwegian counties
(Hedmark and Oppland) with a county-wide population of 375.000 people. Inclusion criteria
were being between 18 to 65 years, and being consecutive in- or outpatient referred to first
adequate treatment for a DSM-IV diagnosis of schizophrenia (schizophrenia,
schizophreniform disorder and schizoaffective disorder). Exclusion criteria were the presence
of brain injury, neurodegenerative disorder, or mental retardation. Patients with concurrent
substance use disorders were included, but had to demonstrate at least one month without
substance use, or clear signs that the psychotic disorder had started before the onset of
significant substance use (i.e. did not meet the criteria for substance induced psychotic

disorder).

During 2008 and 2009 a total of 55 patients with schizophrenia spectrum disorders coming to
their first adequate treatment (i.e. not having previously received adequate antipsychotic
medication in adequate doses for 12 weeks, or until remission); some had not initiated
treatment at first evaluation. The sample includes all consecutively identified first episode
patients from all participating health services in the two counties. For the purpose of the
current analyses we additionally included 11 patients enrolled in a related study of young
patients with psychosis born in 1985/86 (25, 26). They were in the early phases of treatment
and met the same inclusion and exclusion criteria, except for the strict definition of first
treatment.

All participants gave written, informed consent to participate. The study was approved by the

Regional Committee for Medical Research Ethics and the Norwegian Data Inspectorate.



Clinical assessments

Diagnoses were ascertained by two researchers who were also experienced psychiatrists (EH
and UB) using the Structural Clinical Interview for the Diagnostic and Statistical Manual of
Mental Disorders, fourth edition (SCID-1V)(27). Symptom severity were assessed using the
Structured Clinical Interview for the Positive and Negative Syndrome Scale (SCI-PANSS)
(28). DUP was measured as time in weeks from onset of psychosis (i.e. first week with a
score of four or more on one of the of the PANSS subscale items: delusions, hallucinatory
behaviour, grandiosity, suspiciousness/persecution or unusual thought content) and until the

start of adequate treatment (29).

Both researchers (EH and UB) completed the TOP study group’s training and reliability
program with SCID training based on- and supervised by the UCLA training program (30).
For DSM-1V diagnostics, mean overall kappa for the standard diagnosis of training videos for
the study as a whole was 0.77, and mean overall kappa for a randomly drawn subset of study
patients was also 0.77 (95% CI 0.60-0.94). Intra Class Coefficients (ICC 1.1) for the other
scales were: PANSS positive subscale 0.82 (95% CI 0.66-0.94), PANSS negative subscale

0.76 (95% C1 0.58-0.93) and PANSS general subscale 0.73 (95% CI 0.54-0.90)

ASEs were assessed using the Examination of Anomalous Self-Experience (EASE) manual
(12), a 30-90 minutes interview comprising five domains: (1) Cognition and stream of
consciousness. (2) Self-awareness and presence. (3) Bodily experiences. (4)
Demarcation/transitivism. (5) Existential reorientation. This represents a wide variety of
anomalous self-experiences condensed into 57 main items and scored on a 5-point Likert
scale (0-4), in which O=absent; 1=questionably present; 2=definitely present, mild;
3=definitely present, moderate; 4=definitely present, severe. For the purpose of the analyses,

the resulting scores were dichotomized into O (absent or questionably present) and 1



(definitely present, all severity levels). Theoretically, ASEs are not considered to be discrete
symptoms but to present parts of gestalt- like phenomenon. There are thus considerable
overlap between single items and domains, and both items and domains are statistically highly
inter-correlated. We have thus used the total EASE score in the analyses. The questions about
ASEs in the EASE are not focused on a specific time period but captures reports of life-time
experiences of ASEs. EH was trained by one of the authors of the EASE (PM), and conducted
all the interviews. The inter-rater reliability (IRR) of the EASE, including in the current

study, has been found to be very good (23, 31, 32).

Data on childhood trauma were collected using the Norwegian version of the Childhood
Trauma Questionnaire (CTQ) (33). Data on childhood adjustment were collected using the
Premorbid Adjustment Scale (PAS)(34). For the purpose of this study it was divided into two
domains; Academic and Social. For each domain we used the initial (i.e. childhood) mean
scores and subsequent change scores till the last premorbid period within each domain (35,
36). Social withdrawal was assessed with the Social Functioning Scale (37), subscale 1, social

withdrawal (time spent alone, initiation of conversation, social avoidance).

Insight was measured at baseline with the PANSS item G12 (insight) and Birchwood Insight
Scale (38), which is a self-report with 8 questions addressing 3 components of insight (need
for treatment, awareness of illness, and relabeling of symptoms). We have used the G12 in
our regression analyses because this showed a stronger correlation with DUP than Birchwood

Insight Scale.

Substance misuse was measured with the Drug Use Disorder Identification Test (DUDIT)
(39), and alcohol use was measured with the Alcohol Use Disorder Identification Test

(AUDIT) (40).

Statistical analysis



All analyses were performed with the statistical package SPSS, version 18.0. Mean and
standard deviations are reported for continuous variables and percentages for categorical
variables. Since DUP had a markedly skewed distribution (Table 1), it was transformed to its
natural logarithm (LnDUP) and the transformed variable was used in all subsequent analyses.
We first examined the bivariate associations between LnDUP and demographic- and clinical
characteristics putatively associated with DUP. A multivariate linear regression analysis with
LnDUP as the dependent variable was then conducted including variables that had a
correlation coefficient > 0.1 with LnDUP in the bivariate analyses, before entering ASEs

(EASE total score) at the last step. Only variables with a p< 0.1 were kept in the final model.

Results

Table 1 presents the demographic and clinical characteristics of the sample. The mean EASE
total score was 25.5 (+ 9.7), indicating high levels of ASEs in the current sample with half of
the items scored as present. The median DUP was 122 weeks (range 4-2040), indicating an
unusually long DUP. There were no statistically significant differences between the group of strict
first treatment patients and the 11 patients from the birth cohort study for gender, age, DUP, ASEs,
childhood trauma, premorbid adjustment, symptom severity (PANSS subscales), insight, social

withdrawal or substance misuse (data not shown).

Table 1 Demographic and clinical characteristics

Number of patients 55

Demographics
Male gender, n (%) 28 (51)

Age years, mean (SD) 25.2 (7.3)

DUP weeks, median (range) 122 (4-2040)




Anomalous Self-Experiences
EASE total score , mean (SD)

255 (9.7)

Childhood trauma

CTQ total score, mean (SD)
Premorbid adjustment

PAS, mean (SD)

Premorbid /childhood social function

Premorbid /childhood academic function

Change in premorbid social function

Change in premorbid academic function

Symptom severity
PANSS, mean (SD)
PANSS positive score
PANSS negative score
PANSS general score

Substance misuse
AUDIT, mean (SD)
DUDIT, mean (SD)

Insight
PANSS G12, mean (SD)
Birchwood insight, mean (SD)

47.2 (18.8)

1.7 (1.7)

2.1 (1.6)

0.5 (1.9)

0.8 (1.5)

18.7 (4.6)
18.2 (7.1)
40.0 (8.0)

9.1 (8.8)
2.9 (7.8)

2.5 (1.4)
7.8(2.2)

In the bivariate analyses we found significant, positive correlations between ASEs (EASE

total score) and DUP (LnDUP) (r=.320, p=.017), and between childhood trauma (CTQ total

score) and DUP (Table 2). We did not find any significant correlations between DUP and



gender, negative symptoms, insight, social withdrawal, substance misuse, or premorbid
adjustment (Table 2). Nor did we find any significant association between EASE total score
and gender, negative symptoms, insight, childhood trauma, social withdrawal, substance
misuse, or premorbid adjustment (Table 2). When combined in a multiple linear regression
analysis we found that the association between ASEs and DUP remained statistically
significant while the association between childhood trauma and DUP only reached a trend
level for statistical significance, indicating a possibly mediating effect of ASEs on the
association between childhood trauma and DUP (Table 3). Based on our a priori hypothesis
regarding premorbid adjustment we also conducted a follow-up multiple linear regression
analysis including the full range of premorbid adjustment data, but this had no influence on

the results (data not shown).
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Table 2 Correlations between DUP, ASEs and other variables.

"pup " ASEs

Gender Pearson Correlation -.092 75
Sig. (2-tailed) .502 .200

§Negative symptoms Pearson Correlation .003 -.217
Sig. (2-tailed) 981 112

"Insight (G12) Pearson Correlation 101 .028
Sig. (2-tailed) 461 .838

*"Insight (Birchwood) Pearson Correlation 077 -117
Sig. (2-tailed) 574 .394

*Childhood trauma Pearson Correlation 323 .207
Sig. (2-tailed) 024 154

¥Social withdrawal Pearson Correlation -112 -.156
Sig. (2-tailed) 417 .257

Premorbid /childhood social Pearson Correlation -.005 147
function Sig. (2-tailed) .970 .289
Premorbid /childhood Pearson Correlation .039 -.016
academic function Sig. (2-tailed) .782 .908
Change in premorbid social Pearson Correlation .042 .040
function Sig. (2-tailed) .766 781
Change in premorbid Pearson Correlation 119 .076
academic function Sig. (2-tailed) 405 596
"AUDIT Pearson Correlation 162 -.109
Sig. (2-tailed) 237 427

““DuDIT Pearson Correlation 127 .238
Sig. (2-tailed) .356 .080

*Correlation is significant at the 0.05 level (2-tailed).

"LnDUP

TEASE total score
SPANSS negative score

"PANSS general item 12

"¥Birchwood Insight Scale

¥CTQ total score

*SFS subscale 1, social withdrawal

“Alcohol Use Disorder Identification Test

“*Drug Use Disorder Identification Test

Table 3 Multiple linear regression analysis with DUP as the dependent

variable, and Childhood trauma and ASEs as independent variables.

11
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Discussion

Our main finding was that high levels of ASEs are associated with longer DUP in a first
episode schizophrenia sample even after correcting for other variables associated with long DUP.
ASEs are by nature for the majority of patients confusing, scaring and very difficult to
describe and communicate to others, even family members (18). People with a high level of
ASEs often report that they feel alienated and detached from their surroundings; some even
report that they sometimes feel that they are not human beings, or that neither they nor other
people exist at all. As a result, patients with high levels of ASEs often feel that nobody is able
to understand them. As a consequence, it is likely that they hesitate or decide not to seek help
or tell other people about their distressing experiences, even if they may have some insight
into having a severe mental disorder. The distortion of basic self-experience tends to occur
gradually rather than abruptly, and ASEs are not necessarily experienced by the person as
symptoms of an illness, even though they experience a fundamental change (18, 19). This
may delay help seeking too (17). Further, clinicians may have a tendency to focus on
conventional psychotic symptoms and not these non-psychotic early phenomena, which are
not included in standard contemporary diagnostic systems (41). This could certainly
contribute to a delay in diagnosis and adequate treatment, even in help-seeking patients.
Since ASEs can be present very early in the development of schizophrenia, they are often
considered as stable or trait-like phenomena. Still, we cannot rule out that ASEs might
increase over time in untreated patients and that high levels of ASEs are induced by a long

DUP, and not the other way around.

The only previous study reporting on the relationship between ASEs and DUP did not find
any statistically significant association (14).The finding was however coincidental, and the

study included non-psychotic patients and did not report on the length of DUP or how it was
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measured. The exceptionally long DUP and wide range of measures in the current study may
have increased the statistical power to detect associations. One probable reason for the long
DUP could be that this was the first early psychosis study in the two counties, which covered
a very large and sparsely populated geographical area, with several small general psychiatric
treatment units in charge of treating patients with schizophrenia, thus clearly limiting

clinicians’ experience with assessing and recognizing first episode patients.

Limitations

In a cross-sectional design it is difficult to distinguish the causes from the consequences of
DUP. However, even though they may fluctuate to some extent, researchers and clinicians
today see ASEs as mainly trait-like disturbances that are present before the occurrence of
frank psychotic symptoms and that do not increase during persistent psychosis (23, 42, 43). T
hus it is likely that ASEs are causally related to rather than a consequence of long DUP. We
do not have reliability calculations for the DUP measures in the current study. The very long
DUP cases were however made as all-information consensus scores between the two

researchers (EH and UB) and the last author.

Implications

More focus on and knowledge about ASEs in patients at high risk for psychosis and also in
nonpsychotic clinical populations may help clinicians to detect these phenomena, even before
the emergence of frank psychotic symptoms, and thus avoid treatment delay once psychotic

symptoms emerge.

Acknowledgements

This work was supported by Innlandet Hospital Trust (grant number 150229)

References



14

1. Drake RJ, Haley CJ, Akhtar S, Lewis SW. Causes and consequences of duration of untreated
psychosis in schizophrenia. The British journal of psychiatry : the journal of mental science.
2000;177:511-5.

2. Boonstra N, Klaassen R, Sytema S, Marshall M, De Haan L, Wunderink L, et al. Duration of
untreated psychosis and negative symptoms--a systematic review and meta-analysis of individual
patient data. Schizophr Res. 2012;142(1-3):12-9.

3. Marshall M, Lewis S, Lockwood A, Drake R, Jones P, Croudace T. Association between
duration of untreated psychosis and outcome in cohorts of first-episode patients: a systematic
review. Arch Gen Psychiatry. 2005;62(9):975-83.

4, Perkins DO, Gu H, Boteva K, Lieberman JA. Relationship between duration of untreated
psychosis and outcome in first-episode schizophrenia: a critical review and meta-analysis. Am J
Psychiatry. 2005;162(10):1785-804.

5. Melle |, Larsen TK, Haahr U, Friis S, Johannessen JO, Opjordsmoen S, et al. Reducing the
duration of untreated first-episode psychosis: effects on clinical presentation. Arch Gen Psychiatry.
2004;61(2):143-50.

6. Melle I, Larsen TK, Haahr U, Friis S, Johannesen JO, Opjordsmoen S, et al. Prevention of
negative symptom psychopathologies in first-episode schizophrenia: two-year effects of reducing the
duration of untreated psychosis. Arch Gen Psychiatry. 2008;65(6):634-40.

7. Hegelstad WT, Larsen TK, Auestad B, Evensen J, Haahr U, Joa |, et al. Long-term follow-up of
the TIPS early detection in psychosis study: effects on 10-year outcome. Am J Psychiatry.
2012;169(4):374-80.

8. Broussard B, Kelley ME, Wan CR, Cristofaro SL, Crisafio A, Haggard PJ, et al. Demographic,
socio-environmental, and substance-related predictors of duration of untreated psychosis (DUP).
Schizophr Res. 2013;148(1-3):93-8.

9. Compton MT, Chien VH, Leiner AS, Goulding SM, Weiss PS. Mode of onset of psychosis and
family involvement in help-seeking as determinants of duration of untreated psychosis. Soc
Psychiatry Psychiatr Epidemiol. 2008;43(12):975-82.

10. Tanskanen S, Morant N, Hinton M, Lloyd-Evans B, Crosby M, Killaspy H, et al. Service user and
carer experiences of seeking help for a first episode of psychosis: a UK qualitative study. BMC
Psychiatry. 2011;11:157.

11. de Haan L, Peters B, Dingemans P, Wouters L, Linszen D. Attitudes of patients toward the first
psychotic episode and the start of treatment. Schizophr Bull. 2002;28(3):431-42.

12. Parnas J, Moller P, Kircher T, Thalbitzer J, Jansson L, Handest P, et al. EASE: Examination of
Anomalous Self-Experience. Psychopathology. 2005;38(5):236-58.

13. Haug E, Lien L, Raballo A, Bratlien U, Oie M, Andreassen OA, et al. Selective aggregation of
self-disorders in first-treatment DSM-IV schizophrenia spectrum disorders. J Nerv Ment Dis.
2012;200(7):632-6.

14. Nordgaard J, Parnas J. Self-disorders and the Schizophrenia Spectrum: A Study of 100 First
Hospital Admissions. Schizophr Bull. 2014.

15. Nelson B, Parnas J, Sass LA. Disturbance of minimal self (ipseity) in schizophrenia: clarification
and current status. Schizophr Bull. 2014;40(3):479-82.

16. Sass LA, Parnas J. Schizophrenia, consciousness, and the self. Schizophr Bull. 2003;29(3):427-
44,

17. Henriksen MG, Parnas J. Self-disorders and schizophrenia: a phenomenological reappraisal of
poor insight and noncompliance. Schizophr Bull. 2014;40(3):542-7.

18. Moller P, Husby R. The initial prodrome in schizophrenia: searching for naturalistic core
dimensions of experience and behavior. Schizophr Bull. 2000;26(1):217-32.

19. Parnas J, Jansson L, Handest P. Self-experience in the prodromal phases of schizophrenia: A

pilot study of first admissions. Neurol Psychiatry Brain Res. 1998;6:107-16.



15

20. Raballo A, Parnas J. The silent side of the spectrum: schizotypy and the schizotaxic self.
Schizophr Bull. 2011;37(5):1017-26.

21. Raballo A, Saebye D, Parnas J. Looking at the schizophrenia spectrum through the prism of
self-disorders: an empirical study. Schizophr Bull. 2011;37(2):344-51.

22. Parnas J, Raballo A, Handest P, Jansson L, Vollmer-Larsen A, Saebye D. Self-experience in the
early phases of schizophrenia: 5-year follow-up of the Copenhagen Prodromal Study. World
psychiatry : official journal of the World Psychiatric Association. 2011;10(3):200-4.

23. Nelson B, Thompson A, Yung AR. Basic self-disturbance predicts psychosis onset in the ultra
high risk for psychosis "prodromal" population. Schizophr Bull. 2012;38(6):1277-87.

24, Romm KL, Rossberg JI, Berg AO, Barrett EA, Faerden A, Agartz |, et al. Depression and
depressive symptoms in first episode psychosis. J Nerv Ment Dis. 2010;198(1):67-71.

25. Bratlien U, Oie M, Haug E, Moller P, Andreassen OA, Lien L, et al. Self-reported symptoms
and health service use in adolescence in persons who later develop psychotic disorders: A
prospective case-control study. Early intervention in psychiatry. 2013.

26. Bratlien U, Oie M, Haug E, Moller P, Andreassen OA, Lien L, et al. Environmental factors
during adolescence associated with later development of psychotic disorders - A nested case-control
study. Psychiatry Res. 2014.

27. Amercan Psychiatric Association. Diagnostic and statistical manual of mental disorders, forth
edition (DSM-1V). Washington DC: American Psychiatric Association 1994.

28. Kay SR, Fiszbein A, Opler LA. The positive and negative syndrome scale (PANSS) for
schizophrenia. Schizophr Bull. 1987;13(2):261-76.

29. Melle I, Haahr U, Friis S, Hustoft K, Johannessen JO, Larsen TK, et al. Reducing the duration of
untreated first-episode psychosis -- effects on baseline social functioning and quality of life. Acta
Psychiatr Scand. 2005;112(6):469-73.

30. Ventura J, Liberman RP, Green MF, Shaner A, Mintz J. Training and quality assurance with the
Structured Clinical Interview for DSM-IV (SCID-1/P). Psychiatry Res. 1998;79(2):163-73.

31. Moller P, Haug E, Raballo A, Parnas J, Melle I. Examination of anomalous self-experience in
first-episode psychosis: interrater reliability. Psychopathology. 2011;44(6):386-90.
32. Raballo A, Parnas J. Examination of anomalous self-experience: initial study of the structure

of self-disorders in schizophrenia spectrum. J Nerv Ment Dis. 2012;200(7):577-83.

33. Bernstein DP, Stein JA, Newcomb MD, Walker E, Pogge D, Ahluvalia T, et al. Development and
validation of a brief screening version of the Childhood Trauma Questionnaire. Child Abuse Negl.
2003;27(2):169-90.

34, Cannon-Spoor HE, Potkin SG, Wyatt RJ. Measurement of premorbid adjustment in chronic
schizophrenia. Schizophr Bull. 1982;8(3):470-84.

35. Friis S, Larsen TK, Melle |, Opjordsmoen S, Johannessen JO, Haahr U, et al. Methodological
pitfalls in early detection studies - the NAPE Lecture 2002. Nordic Association for Psychiatric
Epidemiology. Acta Psychiatr Scand. 2003;107(1):3-9.

36. Haahr U, Friis S, Larsen TK, Melle I, Johannessen JO, Opjordsmoen S, et al. First-episode
psychosis: diagnostic stability over one and two years. Psychopathology. 2008;41(5):322-9.

37. Birchwood M, Smith J, Cochrane R, Wetton S, Copestake S. The Social Functioning Scale. The
development and validation of a new scale of social adjustment for use in family intervention
programmes with schizophrenic patients. The British journal of psychiatry : the journal of mental
science. 1990;157:853-9.

38. Birchwood M, Smith J, Drury V, Healy J, Macmillan F, Slade M. A self-report Insight Scale for
psychosis: reliability, validity and sensitivity to change. Acta Psychiatr Scand. 1994;89(1):62-7.

39. Berman AH, Palmstierna T, Kallmen H, Bergman H. The self-report Drug Use Disorders
Identification Test: Extended (DUDIT-E): reliability, validity, and motivational index. J Subst Abuse
Treat. 2007;32(4):357-69.



16

40. Saunders JB, Aasland OG, Babor TF, de la Fuente JR, Grant M. Development of the Alcohol
Use Disorders Identification Test (AUDIT): WHO Collaborative Project on Early Detection of Persons
with Harmful Alcohol Consumption--Il. Addiction. 1993;88(6):791-804.

41. Nordgaard J, Revsbech R, Saebye D, Parnas J. Assessing the diagnostic validity of a structured
psychiatric interview in a first-admission hospital sample. World psychiatry : official journal of the
World Psychiatric Association. 2012;11(3):181-5.

42. Parnas J, Carter J, Nordgaard J. Premorbid self-disorders and lifetime diagnosis in the
schizophrenia spectrum: a prospective high-risk study. Early intervention in psychiatry. 2014.
43, Davidsen KA. Anomalous self-experience in adolescents at risk of psychosis. Clinical and

conceptual elucidation. Psychopathology. 2009;42(6):361-9.



