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Objective: The authors examined the
clinical characteristics and 48-month ill-
ness course of cases of nonaffective acute
remitting psychosis and described the
classification of these cases in the DSM-IV
system.

Method: The data were derived from the
Suffolk County (N.Y.) Mental Health
Project, a study of first-admission patients
with psychotic disorders admitted to psy-
chiatric facilities between September
1989 and December 1995. The authors
compared the demographic and clinical
characteristics, 48-month course, and
longitudinal research diagnoses of 16
patients with nonaffective acute remitting
psychosis, defined by onset in 2 weeks or
less and duration of less than 6 months,
to those of 26 patients with other nonaf-
fective remitting psychoses.

Results: Nonaffective acute remitting
psychosis had a distinctly benign course—
46% of the patients remained in full re-
mission throughout the 48-month follow-
up, compared with 14% of patients with

other remitting psychoses. Nonaffective
acute remitting psychosis was also associ-
ated with fewer negative symptoms than
other remitting psychoses. By 24-month
follow-up, only 6% of the patients with
nonaffective acute remitting psychosis,
compared with 77% of the patients with
other remitting psychoses, received a re-
search diagnosis of schizophrenia or
schizoaffective disorder, whereas 44% of
patients with nonaffective acute remitting
psychosis, compared with 12% of patients
with other remitting psychoses, were
given the residual diagnosis of psychotic
disorder not otherwise specified.

Conclusions: Nonaffective acute remit-
ting psychosis is a highly distinctive yet not
adequately classified condition. Better de-
lineation of nonaffective acute remitting
psychosis in current diagnostic systems
could lead to better understanding of this
condition and improve the applicability of
diagnostic systems in developing coun-
tries, where these conditions are more
common than in industrialized countries.

(Am | Psychiatry 2003; 160:2108-2115)

r]?his study examined the characteristics and the DSM-
IV diagnoses of cases of nonaffective acute remitting psy-
chosis in the Suffolk County Mental Health Project, an
epidemiological study of first-admission patients with
psychotic disorders. Along with the classic descriptions of
schizophrenia and affective psychoses, a separate group
of nonaffective psychoses with a more benign course than
schizophrenia has been recognized and variously de-
scribed. Kraepelin (1) classified these psychoses under the
category of amentia, a condition first described by Mey-
nert as a benign psychosis associated with confusion and
sensory and motor symptoms. Later European psychopa-
thologists described a similar condition using various
terms (Appendix 1) (2-7). Each description emphasized
different features that were regarded as central. Neverthe-
less, the various descriptions shared certain common fea-
tures, such as acute onset, brief duration, benign outcome
in the long run, and higher prevalence among females
than among males. Based on these common features, we
(8), along with other authors (9), proposed classifying

2108 http.//ajp.psychiatryonline.org

these cases using a category of disorders with readily dis-
cernible features of acute onset (i.e., onset of psychosis
within a 2-week period) and brief duration (not longer
than 6 months). To distinguish these cases from episodes
of affective psychosis, which also could present with acute
onset and brief duration, we introduced the additional cri-
terion of nonaffective illness. Hence we called this cate-
gory “nonaffective acute remitting psychosis.”

Our previous studies of nonaffective acute remitting
psychosis (10-14) suggested unique features. In an analy-
sis of the data from the World Health Organization (WHO)
Ten Country Study, we reported that nonaffective acute re-
mitting psychosis was 10 times more common in develop-
ing than in industrialized countries and two times more
common in females than males (10). The data from an-
other WHO study (the India site of the Acute Psychosis
Study) suggested that nonaffective acute remitting psy-
chosis is distinguishable from schizophrenia with acute
onset on the basis of a bimodal distribution of duration
(11). In a 15-year follow-up at an Indian site of the Ten
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Country Study, the cases of nonaffective acute remitting
psychosis exhibited a highly distinctive benign long-term
course (13).

Despite distinctive features, the place of nonaffective
acute remitting psychosis in modern classifications of
mental disorders remains uncertain. ICD-10 came closest
to the historical concept of nonaffective acute remitting
psychosis by introducing the group of acute and transient
psychotic disorders, which includes four specific disor-
ders and two nonspecific disorders. However, the ICD-10
characterization of acute remitting psychosis is problem-
atic. First, the duration criterion is so restrictive that
many cases of nonaffective acute remitting psychosis do
not fit the criteria for the acute and transient psychotic
disorders (14, 15). Second, as stated in ICD-10, there is
little evidence to support the proposed subclassification
of acute and transient psychotic disorders into specific
disorders.

The place of nonaffective acute remitting psychosis in
the other major classification system, DSM-1V, is less clear.
In DSM-1V, cases of nonaffective psychosis with brief du-
ration are classified into two categories—schizophreni-
form disorder and brief psychotic disorder. Cases that last
less than 1 month are categorized as brief psychotic disor-
der. Among cases that last more than 1 month but less
than 6 months, only those that meet criterion A for schizo-
phrenia are categorized as schizophreniform disorder.
Psychoses with a brief duration that do not meet the spe-
cific criteria for these disorders—for instance, psychoses
that last longer than 1 month but do not meet criterion A
for schizophrenia—are generally relegated to the residual
category of psychotic disorder not otherwise specified.
Furthermore, acute onset is not a criterion for brief psy-
chotic disorder or schizophreniform disorder. Thus, these
diagnoses lump together cases of nonaffective acute re-
mitting psychosis, as well as cases of remitting psychosis
with nonacute onset and typical cases of schizophrenia
and other persistent psychoses in their early course. Per-
haps as a result of this heterogeneity, these diagnoses have
proved unstable over time (16).

The present report is part of a series of reports on delin-
eation of nonaffective acute remitting psychosis (10-14)
and extends our earlier work based on the 24-month fol-
low-up of the first half of the Suffolk County Mental Health
Project sample (12). In the present report, we use data
from the full sample of the Suffolk County Mental Health
Project, extend the follow-up to 48 months, use DSM-IV
diagnoses, and examine a broader set of clinical variables,
including age at onset, severity of negative and positive
symptoms, symptoms of emotional turmoil and confu-
sion, and treatment course. We first compare the sociode-
mographic and clinical characteristics of cases of nonaf-
fective acute remitting psychosis with the characteristics
of cases of nonaffective remitting psychoses with non-
acute onset, henceforth called “other remitting psycho-
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ses,” and, second, examine the illness course and DSM-IV
classification of these two groups.

Method

Suffolk County Mental Health Project Design

The Suffolk County Mental Health Project is an ongoing longi-
tudinal study of consecutive first-admission patients with psy-
chotic disorders admitted to one of the 12 psychiatric facilities in
Suffolk County, N.Y., between September 1989 and December
1995. The inclusion criteria were age 15-60 years, residency
within the county, and clinical evidence of psychosis (16, 17). Ex-
clusion criteria were a psychiatric hospitalization more than 6
months before current admission, moderate or severe mental re-
tardation, and inability to speak English. The initial response rate
was 72%. Overall, 674 individuals who met the inclusion criteria
were interviewed at baseline. Written informed consent was ob-
tained from all participants after the interview procedure had
been fully explained. After the baseline interview, the participants
were followed-up and interviewed at 6, 24, and 48 months. In-
formed consent was obtained from all participants. For minors,
informed consent was also obtained from parents. The study was
approved by the institutional review boards of the State Univer-
sity of New York at Stony Brook and each participating facility.

Sample for This Study

The sample for this study comprised cases of nonaffective re-
mitting psychoses. Nonaffective remitting psychoses were de-
fined as psychotic disorders with no affective diagnoses at base-
line or at 6-month or 24-month follow-up and a rating of full
remission of psychosis at the 6-month follow-up. The sample was
further subdivided into cases with an acute onset (nonaffective
acute remitting psychosis) and cases with nonacute onset (other
remitting psychoses). This sample was drawn from 323 cases in
the Suffolk County Mental Health Project of nonorganic, non-
substance-induced psychoses with a nonaffective diagnosis
(diagnoses other than bipolar disorder, major depression, and
schizoaffective disorder) at baseline and with complete informa-
tion on mode of onset and 6-month remission status.

Ratings

Mode of onset. We used the WHO mode of onset rating (18),
found to be reliable in previous studies (10). The ratings were
reached by consensus after the 24-month follow-up and could in-
clude 1, for onset within 1 week without prodrome; 2, for onset
within 1 week with prodrome; 3, for onset within 1 month; 4, for
onset within a period longer than 1 month; and 5, for no clear de-
marcation between premorbid personality and mental illness.

To conform to the ICD-10 onset criterion for acute and tran-
sient psychotic disorders, we defined acute onset as “a change
from a state without psychotic features to a clearly abnormal psy-
chotic state, within a period of 2 weeks or less” (p. 99). All partici-
pants who received a mode-of-onset rating of 1 on the WHO in-
strument met this ICD-10 criterion. Participants with a mode-of-
onset rating of 2 or 3 had to be rerated in terms of the ICD-10 cri-
terion as previously described (12). Participants with other modes
of onset were categorized as having a nonacute onset.

Remission at 6-month follow-up. At 6-month follow-up, in-
terviewers completed summary ratings of remission. For this
study, ratings of “no psychotic symptoms—full remission within 3
months” and “no psychotic symptoms—full remission between 3
and 6 months” were defined as full remission. Evaluation of these
ratings in a previous analysis showed them to be valid (12). By us-
ing these ratings, 42 (13.0%) of the 323 cases with nonaffective
psychosis in this sample were classified as remitted at 6-month
follow-up. Remission rates vary considerably across studies of
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first admissions with psychotic disorders (18-21), and while the
remission rate in this study was in the lower range compared to
most other studies, it is consistent with that previously reported
for schizophrenia in the first half of the Suffolk County Mental
Health Project sample (22).

Ratings of illness course. A standardized rating of course of ill-
ness developed by WHO, which has been used in previous studies
and found to be reliable (18), was completed at the 24-month con-
sensus meeting. The ratings included information on the number
of psychotic and nonpsychotic episodes since the onset of disor-
der and the level of remissions (if any) between episodes. A rating
of full remission between episodes required that the participant be
symptom-free for at least 4 weeks. Course of illness was also rated
at 48-month follow-up by using a similar procedure.

Symptom severity. At baseline and at each follow-up the inter-
viewers completed the Scale for the Assessment of Positive Symp-
toms (SAPS) and the Scale for the Assessment of Negative Symp-
toms (SANS) (23, 24).

Emotional turmoil and confusion. A common feature in clas-
sic descriptions of acute remitting psychosis is emotional turmoil
and confusion. These features were included as a criterion for the
diagnosis of brief reactive psychosis in DSM-III-R. In the Struc-
tured Clinical Interview for DSM-III-R (SCID) (25), the rating of
this criterion was operationalized by one question assessing
“rapid shifts from one intense affect to another, or overwhelming
perplexity or confusion.” For this report, rating of these was based
on the baseline interview.

Age at onset. Assessment of age at onset was based on informa-
tion in medical records and interviews with the participant and
relatives. Age at onset was defined as the age when the participant
experienced the first full-blown psychotic symptom. Consensus
decisions about age at onset were made at the 24-month consen-
sus meeting.

Treatment. Course of treatment from intake to the 24-month
follow-up was determined at the consensus meeting by using all
available information to that point. A similar assessment of course
of treatment covering the 24-48-month period was done at 48
months by the interviewer. For this study, we analyzed the number
of months the patient received any form of treatment and number
of months the patient received antipsychotic medications.

Diagnosis

At baseline and at each face-to-face follow-up encounter, par-
ticipants were interviewed with the SCID (25). The reliability of
the SCID ratings has been previously reported (17). After com-
pleting the baseline evaluation with the SCID, two project psychi-
atrists independently reviewed all available information, includ-
ing data from the SCID and from other research assessments,
medical records, and the interviewer’s detailed narrative of the
case. They then independently reached an initial DSM-III-R diag-
nosis; when they disagreed, a consensus process was used. After
completion of the 6-month follow-up SCID, two project psychia-
trists again independently reviewed all available information and
then together tried to reach an agreement on a DSM-IV diagnosis.
Their diagnosis (or diagnoses) and the rationale for it (them) were
presented and debated at a diagnostic meeting of all investigators
and the research coordinator. The consensus decision of the diag-
nostic meeting was the final 6-month diagnosis. The 24-month
diagnostic protocol was similar to the 6-month protocol. How-
ever, the interviewer joined the two psychiatrists in formulating a
diagnosis and participated in the 24-month consensus meeting.
The team at the 24-month consensus meeting was not informed
of the 6-month diagnosis before making the 24-month diagnosis.
This consensus meeting also determined the WHO mode of onset
and course ratings described earlier.
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Data Analysis

Cases of nonaffective acute remitting psychosis were com-
pared to cases of other remitting psychoses on gender differences
in age at onset and on course of illness by using contingency table
analysis and binary logistic regression for categorical variables
and t tests for continuous variables. The course of symptoms
from baseline to the 6-month and 24-month follow-ups was ex-
amined by using the method of generalized estimating equations,
which accommodates missing data (26). Data on SANS and SAPS
were available for only five cases of nonaffective acute remitting
psychosis at 48-month follow-up. Therefore, these comparisons
were not extended to the 48-month follow-up. To examine the di-
agnoses of these cases under DSM-1V, we tabulated the 6- and 24-
month DSM-IV research diagnoses across the two groups.

Results

Prevalence

Among the 323 cases of nonaffective psychoses, 16 (5%)
met the criteria for nonaffective acute remitting psychosis
and 26 (8%) met the criteria for other remitting psychoses.
The 16 cases of nonaffective acute remitting psychosis
represented 38% of the 42 cases of nonaffective remitting
psychoses as defined here.

Gender, Age, Race, and Duration
of Untreated Psychosis

The female-to-male ratio was 1.7 (10:6) for nonaffective
acute remitting psychosis and 0.7 (11:15) for other remit-
ting psychoses. The average ages of the participants in the
two groups were 36.1 years (SD=13.1) for those with non-
affective acute remitting psychosis and 31.7 years (SD=8.5)
for those with other remitting psychoses. The majority of
both groups were non-Hispanic white. Thirty-one percent
of the patients with nonaffective acute remitting psychosis
and 19% of those with other remitting psychoses were
from racial-ethnic minorities. None of the gender, age, or
race differences were statistically significant.

The time from onset of psychosis to admission was
shorter for the patients with nonaffective acute remitting
psychosis (mean=126 days, SD=465, median=3) than for
the patients with other remitting psychoses (mean=841
days, SD=1030, median=365) (t=2.60, df=39, p<0.02; me-
dian test=13.82, df=1, p< 0.001). Therefore comparisons of
course and outcome reported later were repeated after
this variable was controlled.

Gender Differences in Age at Onset

Among those with other remitting psychoses, age at on-
set in male patients (mean=26.7, SD=8.5, median=25.0)
was lower than in female patients (mean=31.7, SD=8.6,
median=29.5). Although this difference is not statistically
significant (t=1.44, df=23, p=0.16), its direction and magni-
tude are consistent with previous reports based on larger
samples (10). Among cases of nonaffective acute remitting
psychosis, however, the age at onset for male patients
(mean=38.3, SD=16.7, median=36.5) was not lower than
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TABLE 1. Course Types at 24 and 48 Months of First-Admission Patients With Nonaffective Acute Remitting Psychosis and

Other Remitting Psychoses?

24 Months 48 Months

Patients With
Nonaffective

Patients With

Patients With Nonaffective Patients With

Acute Remitting Other Remitting Acute Remitting Other Remitting
Psychosis (N=16) Psychoses (N=24) Psychosis (N=13) Psychoses (N=22)

Course Type N % N % N % N %
No further episodes and full remission after index episode 12 75 6 25 6 46 3 14
New psychotic episodes and full remission between episodes 3 19 7 29 5 38 5 23
No further episodes and partial remission after index episode 0 0 3 13 0 0 1 5
New psychotic episodes and partial remission between episodes 0 0 6 25 0 0 10 45
New nonpsychotic episodes and full remission between episodes 0 0 0 0 1 8 1 5
New nonpsychotic episodes and partial remission between episodes 1 6 0 0 1 8 0 0
Continuous illness 0 0 2 8 0 0 2 9

2 Subjects were drawn from 323 consecutive first admissions to one of the 12 psychiatric facilities in Suffolk County, N.Y., between September
1989 and December 1995 with nonorganic, non-substance-induced psychoses with a nonaffective diagnosis (diagnoses other than bipolar
disorder, major depression, and schizoaffective disorder) at baseline and with complete information on mode of onset and 6-month remis-
sion status. Nonaffective acute remitting psychosis was defined by acute onset (onset in 2 weeks or less), remission within 6 months, and no
affective diagnosis at follow-up; other remitting psychoses also remitted within 6 months and did not have an affective diagnosis at follow-

up but had nonacute onsets (more than 2 weeks).

for female patients (mean=33.4, SD=11.1, median=30.0)
(t=0.69, df=13, p=0.51).

Course

At the 24-month follow-up, 75% of the cases of nonaf-
fective acute remitting psychosis versus 25% of the cases
of other remitting psychoses were in full remission, and
the patients did not experience further episodes after the
index episode (x%=9.70, df=1, p=0.002; odds ratio=9.50,
95% confidence interval [CI]=2.21-40.79, p=0.002) (Table
1). At 48-month follow-up, 46% of the patients with nonaf-
fective acute remitting psychosis versus 14% of the cases
of other remitting psychoses could be thus classified (=
4.52, df=1, p=0.03; odds ratio=5.43, 95% CI=1.06-27.83, p=
0.04). When time from onset to admission was entered
into binary logistic regression models for predicting a
course characterized by “no further episodes and full re-
mission after index episode,” the odds ratios associated
with psychosis group (nonaffective acute remitting psy-
chosis versus other remitting psychoses) changed mod-
estly to 10.39 (95% CI=2.05-52.53, p=0.005) for the 24-
month follow-up and to 7.21 (95% CI=1.05-49.73, p=0.04)
for the 48-month follow-up.

Symptom Severity

Generalized estimating equations analyses revealed a
relatively large difference in the SANS scores between the
nonaffective acute remitting psychosis group and the
other remitting psychoses group (beta=-0.70, SE=0.21, p=
0.001) (Figure 1). This effect persisted after time from on-
set to admission was controlled (beta=-0.79, SE=0.22,
p<0.001). The difference for the SAPS was much smaller
and not statistically significant (Figure 1).

Emotional Turmoil and Confusion

Four (25%) of the 16 patients with nonaffective acute re-
mitting psychosis, compared with only one (4%) of the 26
patients with other remitting psychoses, presented with
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symptoms of emotional turmoil and confusion at baseline
(x?=4.23, df=1 p=0.04).

Treatment

Patients with nonaffective acute remitting psychosis re-
ceived an average of 12.8 months (SD=9.7, median=13.5)
of any treatment, including 12.4 months (SD=9.8, me-
dian=10.0) of antipsychotic medication treatment from
intake to the 24-month follow-up, whereas patients with
other remitting psychoses received an average of 16.5
months (SD=8.4, median=19.5) of any treatment, includ-
ing 13.7 months (SD=9.2, median=15) of antipsychotic
medication treatment in this period (any treatment: t=
1.25, df=38, p=0.21; antipsychotic medication: t=0.84, df=
36, p=0.41). During the 24- to 48-month period, patients
with nonaffective acute remitting psychosis received an
average of 12.0 months (SD=11.7, median=6.0) of any
treatment, including 8.9 months (SD=11.8, median=0.0) of
antipsychotic medication treatment, whereas patients
with other remitting psychoses received an average of 16.1
months (SD=9.7, median=22.5) of any treatment, includ-
ing 14.8 months (SD=10.0, median=19.0) of antipsychotic
medication treatment (any treatment: t=1.13, df=33, p=
0.27; antipsychotic medication: t=1.55, df=32, p=0.11).

Diagnosis

In the group with nonaffective acute remitting psycho-
sis, 50% of the patients at 6-month follow-up and 44% at
24-month follow-up were assigned the DSM-IV residual
diagnosis of psychotic disorder not otherwise specified
(Table 2). In contrast, only 15% of the patients with other
remitting psychoses at 6 months and 12% at 24 months
were assigned to this category (6 months: x?=5.82, df=1, p=
0.02; 24 months: x?=5.67, df=1, p=0.02).

There were also significant differences in the propor-
tions of patients with specific diagnoses across the two
groups (Table 2). Among the patients with nonaffective
acute remitting psychosis, 50% (N=8) at the 6-month fol-
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FIGURE 1. Severity of Positive and Negative Symptoms in
Patients With Nonaffective Acute Remitting Psychosis and
in Patients With Other Remitting Psychoses at Baseline and
6- and 24-Month Follow-Up?

. Patients with nonaffective acute
remitting psychosis (N=16)
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2 Positive symptoms measured with the Scale for the Assessment of
Positive Symptoms (SAPS) (23); negative symptoms measured with
the Scale for the Assessment of Negative Symptoms (SANS) (24).

low-up and 44% (N=7) at the 24-month follow-up met the
DSM-1V criteria for brief psychotic disorder or schizo-
phreniform disorder, whereas among the patients with
other remitting psychoses, 15% (N=4) at the 6-month fol-
low-up and 8% (N=2) at the 24-month follow-up received
one of those diagnoses (6 months: x?=5.82, df=1, p=0.02;
24 months: x°=19.79, df=1, p=0.006). None of the patients
with nonaffective acute remitting psychosis at 6 months
and only one patient (6%) at 24 months received a diagno-
sis of schizophrenia or schizoaffective disorder, whereas
54% (N=14) of the patients with other remitting psychoses
at 6 months and 77% (N=20) at 24 months received one of
those diagnoses (6 months: x?=12.92, df=1, p< 0.001; 24
months: ¥?=19.79, df=1, p< 0.001).

The only notable change from 6 to 24 months in research
diagnoses was the rise in the proportion of patients with
other remitting psychoses who received a DSM-IV diagno-
sis of schizophrenia or schizoaffective disorder: from 54%
at the 6-month follow-up to 77% at the 24-month follow-
up. Subsequent episodes among the patients with nonaf-
fective acute remitting psychosis did not always clarify the
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diagnosis. Of the three patients with recurrent psychotic
episodes in the 24-month follow-up, all of whom had a 6-
month diagnosis of psychotic disorder not otherwise spec-
ified, two maintained this diagnosis at 24-month follow-up
and one was given the diagnosis of brief psychotic disor-
der. The one patient who had nonpsychotic episodes with
incomplete remission during the 24-month follow-up pe-
riod received a diagnosis of schizophrenia at the 24-month
point. The 6-month diagnosis of this patient was psychotic
disorder not otherwise specified.

Discussion

In this cohort of first-admission patients with psychotic
disorders, cases of nonaffective acute remitting psychosis
were rare—only 5% of all first-admission nonaffective psy-
choses. This prevalence estimate is consistent with the 6%
prevalence estimate reported earlier from other industri-
alized settings (10). Nevertheless, these psychoses appear
to have a distinctive demographic, course, and symptom
profile, justifying separate diagnostic classification.

This study had three main findings. First, nonaffective
acute remitting psychosis was almost twice as common in
female patients as in male patients, and there was no trend
toward earlier age at onset in male patients, compared with
female patients. By contrast, the comparison group of pa-
tients with other remitting psychoses exhibited the trends
typically reported for schizophrenia: a slight male predom-
inance and an earlier age at onset in male patients than in
female patients. This finding is consistent with the results
of our previous studies (10), as well as classic studies of
acute remitting psychoses similar to nonaffective acute re-
mitting psychosis (3). The reason for this distinctive gender
distribution, however, remains unclear.

Second, nonaffective acute remitting psychosis had a
distinctively benign course. Almost half of the patients
with nonaffective acute remitting psychosis remained in
full remission throughout the 48-month period after the
index episode. Furthermore, the large majority of the re-
maining cases who experienced further episodes recov-
ered fully from these episodes. Only 6% of the patients at
24-month follow-up and 8% at 48-month follow-up were
not fully recovered. By contrast, among the patients with
other remitting psychoses, only 14% remained in full re-
mission throughout the 48-month follow-up and, of those
who had further episodes, the majority did not fully re-
cover. These findings are consistent with other longi-
tudinal studies from developing countries (13) as well as
industrialized settings (15). The findings cannot be ex-
plained by time in treatment, since the patients with other
remitting psychoses received more months of treatment
than did the patients with nonaffective acute remitting
psychosis.

Third, the patients with nonaffective acute remitting
psychosis in our study had significantly lower negative
symptom scores, compared to the patients with other re-
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TABLE 2. DSM-IV Diagnoses at 6 and 24 Months of First-Admission Patients With Nonaffective Acute Remitting Psychosis

and Other Remitting Psychoses?

6 Months

24 Months

Patients With
Nonaffective Acute

Other Remitting

Patients With Patients With

Other Remitting

Patients With
Nonaffective Acute

Remitting Psychosis Psychoses Remitting Psychosis Psychoses
(N=16) (N=26) (N=16) (N=26)
DSM-1V Diagnosis N % N % N % N %
Schizophrenia 0 0 12 46 1 6 18 69
Schizoaffective disorder 0 0 2 8 0 0 2 8
Delusional disorder 0 0 3 12 1 6 1 4
Schizophreniform disorder 2 13 3 12 3 19 2 8
Brief psychotic disorder 6 38 1 4 4 25 0 0
Psychotic disorder, not otherwise specified 8 50 4 15 7 44 3 12
Unknown 0 0 1 4 0 0 0 0

2 Subjects were drawn from 323 consecutive first admissions to one of the 12 psychiatric facilities in Suffolk County, N.Y., between September
1989 and December 1995 with nonorganic, non-substance-induced psychoses with a nonaffective diagnosis (diagnoses other than bipolar
disorder, major depression, and schizoaffective disorder) at baseline and with complete information on mode of onset and 6-month remis-
sion status. Nonaffective acute remitting psychosis was defined by acute onset (onset in 2 weeks or less), remission within 6 months, and no
affective diagnosis at follow-up; other remitting psychoses also remitted within 6 months and did not have an affective diagnosis at follow-

up but had nonacute onsets (more than 2 weeks).

mitting psychoses. This finding is not surprising, since the
majority of the patients in the latter group received a diag-
nosis of schizophrenia, which is associated with more
prominent negative symptoms. This finding underscores
the difference between nonaffective acute remitting
psychosis and schizophrenia suggested by our previous
study (12). As noted earlier, patients with other remitting
psychoses also had many of the other characteristics of
schizophrenia, including earlier onset in male patients
and a course characterized by recurrences and incomplete
remission.

Despite their distinctive characteristics, a large propor-
tion of the cases of nonaffective acute remitting psychosis
could not be meaningfully classified by using the DSM-IV
system. Half of the patients with nonaffective acute remit-
ting psychosis at the 6-month follow-up and 44% at the
24-month follow-up received a diagnosis of psychotic dis-
order not otherwise specified—a residual category for
cases that cannot be categorized in one of the specific
DSM-1V diagnoses—because the duration of illness was
longer than 1 month (hence disqualifying them for a diag-
nosis of brief psychotic disorder) or their symptoms did
not conform to criterion A for schizophrenia (hence dis-
qualifying them for a diagnosis of schizophreniform disor-
der). Only 50% of the cases at 6 months and 44% at 24
months were given a diagnosis of brief psychotic disorder
or schizophreniform disorder—DSM-IV diagnoses specif-
ically designed for cases of remitting psychosis.

Although the introduction of the category of acute and
transient psychotic disorders in ICD-10 was an advance
toward incorporating these disorders in modern diagnos-
tic systems, many cases of nonaffective acute remitting
psychosis do not fit the criteria for acute and transient
psychotic disorders, mostly because of the restrictive du-
ration criteria for acute and transient psychotic disorders
(1-3 months, depending on the specific disorder). Cases of
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acute remitting psychosis typically last longer than 1-3
months, with a modal duration of 2-4 months (14).

The low prevalence (25%) of symptoms of emotional
turmoil and confusion among patients with nonaffective
acute remitting psychosis in this study was unexpected.
These features are commonly described as distinguishing
features in the classic descriptions of acute remitting psy-
chotic disorders. Therefore, we expected a higher preva-
lence of these symptoms in patients with nonaffective
acute remitting psychosis. The failure to consistently iden-
tify characteristic symptoms supports the view (9) that it
may be necessary to depart from the classic approach of
defining these cases by relying on a specific constellation
of symptoms and, instead, to base the diagnosis on mode
of onset and time to remission.

The results of this study should be considered in the
context of its limitations. First, in many of the cases of re-
mitting psychoses, the remission might have been due to
treatment with antipsychotic medication. To assess the ef-
fect of treatment on course, we conducted further analy-
ses using multiple logistic regression in which psychosis
group (nonaffective acute remitting psychosis versus
other remitting psychoses) was the independent variable
and being in full remission at 24 months was the depen-
dent variable of interest. Comparing results of the logistic
analysis with and without inclusion of the variable of
medication status at the 6-month point did not reveal
meaningful differences (effect of psychosis group before
inclusion of 6-month medication status: odds ratio=10.00,
95% CI=2.34-42.78, p=0.002; after inclusion of 6-month
medication status: odds ratio=11.12, 95% CI=2.36-52.35,
p=0.002).

Second, some patients with nonaffective acute remit-
ting psychosis with very brief duration may never seek
treatment. Such potential cases would not be included in
the Suffolk County Mental Health Project sample. As cases
of nonaffective acute remitting psychosis are quite rare,
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large general population samples would be needed to reli-
ably estimate the prevalence of such conditions.

In conclusion, in line with our previous work (10-14),
these data support the view that nonaffective acute remit-
ting psychosis is a highly distinctive condition. Yet, the
current DSM-IV and ICD-10 diagnostic criteria do not ad-
equately capture these cases, either because of restrictive
duration criteria (for DSM-IV brief psychotic disorder and
ICD-10 acute and transient psychotic disorders) or because
of the requirement for the presence of schizophrenic
symptoms (for DSM-IV schizophreniform disorder). Fur-
thermore, since acute onset is not a criterion for the DSM-
IV categories of schizophreniform disorder and brief psy-
chotic disorder, cases of remitting psychosis with non-
acute onset and typical cases of schizophrenia and other
persistent psychoses in their early course are also in-
cluded in these diagnostic groups along with the cases of
nonaffective acute remitting psychosis. As the results of
the present study show, there are significant differences

between remitting psychoses with acute onset and those
with nonacute onset.

The growing evidence from different settings may pro-
vide guidelines for revising the current diagnoses. The
concept of acute and transient psychotic disorders in ICD-
10, which draws on classic conceptions of acute remitting
psychosis, is a suitable starting point. Extending the dura-
tion criterion of acute and transient psychotic disorders to
6 months would capture a large proportion of the cases of
nonaffective acute remitting psychosis that are currently
excluded because they have a duration longer than 1-3
months. Removing the current subclassification of acute
and transient psychotic disorders, which is based on little
evidence, would make the diagnosis easier to apply. We
believe that incorporating such a revised diagnostic cate-
gory in future editions of ICD and DSM would advance the
study of nonaffective remitting psychoses and improve
the applicability of these diagnostic systems in the devel-
oping countries, where these psychoses are much more
common than they are in the industrialized world.

APPENDIX 1. Some Classic Descriptions of Predominantly Nonaffective Psychotic Conditions With Acute Onset and Remit-
ting Course in the Literature

Term

Description

Cycloid psychosis (2, 3)

Bouffée délirante (4, 5)

Reactive psychosis (6)

Schizophreniform
psychosis (7);
schizophreniform
disorder (DSM-111)

Brief reactive psychosis
(DSM-III, DSM-III-R) and
brief psychotic disorder
(DSM-1V)

Acute and transient
psychotic disorders
(ICD-10)

A psychotic disorder with acute onset and good prognosis but frequent recurrences, characterized by confusion,
mood-incongruent delusions, hallucinations, overwhelming anxiety, deep feelings of happiness or ecstasy,
motility disturbances of akinetic or hyperkinetic type, a particular concern with death, mood swings, and rapid
change in symptoms within an episode. Two variants of the disorder were first described by Karl Kleist (1879—
1960): confusional insanity, characterized by contrasting phases of confused excitement and stupor, and
motility psychosis, characterized by contrasting phases of hyperkinesis and akinesis. A third variant, anxiety-
elation psychosis, was introduced by Karl Leonhard (1904-1988). The diagnosis of cycloid psychosis is still used
by German, Scandinavian, and other European psychiatrists.

A psychotic disorder with acute onset in a person without previous psychiatric history. The episode remits
completely with no residual symptoms. The episodes are characterized by delusions, hallucinations,
depersonalization and derealization, confusion, mood change, and changing symptoms during the course of
episode. Episodes are not due to organic dysfunction or substance use. The syndrome was introduced by
Valentin Magnan (1835-1916) and Paul-Maurice Legrain (1860-1939) in 1895 as caused by degeneration, a
19th-century concept that linked mental iliness to the spread of modern civilization and urban life. While this
etiological formulation is no longer accepted, the diagnosis is still used by French-speaking clinicians in Europe,
West Africa, and the Caribbean.

A psychotic disorder with acute onset following external stress. Compared to schizophrenia, onset is more likely
to be acute and to occur later in life. Premorbid adjustment tends to be better than in schizophrenia. There are
more affective and confusional symptoms and less bizarre symptoms, and a family history of schizophrenia is
less likely. The prognosis of this condition is better than that of schizophrenia. Diagnoses of psychogenic or
reactive psychoses were popular among Scandinavian psychiatrists in the early part of the 20th century and
continued to be used throughout the past century but found limited use outside of these countries.

The Norwegian psychiatrist Gabriel Langfeldt (1937-1966) introduced the concept of schizophreniform psychosis
as a condition with sudden onset following an identifiable precipitating factor and with good outcome in an
individual with well-adjusted premorbid personality. The patients often present with disturbance of mood and
clouding of consciousness. The term, but not the concept, was adopted by DSM-111 as a psychotic syndrome with
schizophrenic symptoms, which is distinguished from schizophrenia by a duration of less than 6 months. The
diagnosis was maintained in the later editions of the DSM.

The diagnosis of brief reactive psychosis was introduced in DSM-III to characterize a psychotic episode appearing
immediately after a psychosocial stressor that would evoke significant symptoms in almost anyone. The episode
involves emotional turmoil as well as psychotic symptoms and lasts more than a few hours but less than 2
weeks. The duration was extended to one month in DSM-III-R. This diagnosis was replaced by brief psychotic
disorder in DSM-IV, which does not require a preceding stressful event for diagnosis.

Acute and transient psychotic disorders were introduced in ICD-10 as a group of four specific and two nonspecific
conditions. The specific conditions include 1) acute polymorphic psychotic disorder without symptoms of
schizophrenia, 2) acute polymorphic psychotic disorder with symptoms of schizophrenia, 3) acute
schizophrenia-like psychotic disorder, and 4) acute predominantly delusional psychotic disorder. The
nonspecific or residual categories are for cases that do not meet the criteria for specific disorders and include
1) other acute and transient psychotic disorder and 2) acute and transient psychotic disorder, unspecified. These
conditions are all characterized by acute onset (within 2 weeks) and full remission within 1-3 months,
depending on the condition.
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