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are seven to 10 times more likely to be single 10 years after 
first admission (11).

Most factors influencing course or prognosis such as 
gender, age at onset, mode of onset, and type of symp-
toms, are wholly or partly endogenous. One of the few 
malleable prognostic factors is the duration of untreated 
psychosis, which is defined as the time between the on-
set of the first psychotic episode and the start of first ad-
equate treatment. Meta-analyses have concluded that 
a prolongation of this interval is significantly correlated 
with poorer symptomatic and functional outcomes (12, 
13). However, causality in this association has not been 
clearly delineated or separated from endogenous factors. 
To do so, it is necessary to manipulate the duration of un-
treated psychosis and assess subsequent outcomes (14). 
The Treatment and Intervention in Psychosis (TIPS) early-
detection study was designed to reduce this duration and 
to study the effects of the reduction on the course and out-
come of psychosis. The characteristics of patients from a 

Long -Te rm  Fo llow -Up  o f the  T IP S  Ea rly  D e te c tion  in  
P sycho sis  S tudy : E ffe c ts  on  1 0 -Year O u tcom e

Wenche ten Velden Hegelstad, 
M.Sc.

Tor K. Larsen, M.D., Ph.D.

Bjørn Auestad, Ph.D.

Julie Evensen, M.D.

Ulrik Haahr, M.D.

Inge Joa, Ph.D.

Jan O. Johannesen, M.D., Ph.D.

Johannes Langeveld, Ph.D.

Ingrid Melle, M.D., Ph.D.

Stein Opjordsmoen, M.D., Ph.D.

Jan Ivar Rossberg, M.D., Ph.D.

Bjørn Rishovd Rund, Ph.D.

Erik Simonsen, M.D., Ph.D.

Kjetil Sundet, Ph.D.

Per Vaglum, M.D., Ph.D.

Svein Friis, M.D., Ph.D.

Thomas McGlashan, M.D.

O b je c t iv e :  Early detection in first-episode 
psychosis confers advantages for nega-
tive, cognitive, and depressive symptoms 
after 1, 2, and 5 years, but longitudinal 
effects are unknown. The authors inves-
tigated the differences in symptoms and 
recovery after 10 years between regional 
health care sectors w ith and w ithout a 
comprehensive program  for the early de-
tection of psychosis.

M e tho d :  The authors evaluated 281 pa-
tients (early detection, N=141) 18 to 65 
years old w ith a first episode of nonaffec-
tive psychosis between 1997 and 2001. Of 
these, 101 patients in the early-detection 

area and 73 patients in the usual-detec-
tion area were followed up at 10 years, 
and the authors compared their symp-
toms and recovery.

R e su lts :  A significantly higher percentage 
of early-detection patients had recovered 
at the 10-year follow-up relative to usual-
detection patients. This held true despite 
more severely ill patients dropping out 
of the study in the usual-detection area. 
Except for higher levels of excitative symp-
toms in the early-detection area, there 
were no symptom  differences between 
the groups. Early-detection recovery rates 
were higher largely because of higher em -
ployment rates for patients in this group.

Co n c lu s io n s :  Early detection of first-ep-
isode psychosis appears to increase the 
chances of m ilder deficits and superior 
functioning. The mechanism s by which 
this strategy improves the long-term  prog-
nosis of psychosis remain speculative. 
Nevertheless, our findings over 10 years 
may indicate that a prognostic link exists 
between the tim ing of intervention and 
outcome that deserves additional study.

Young people with a first episode of psychosis are at 
high risk of developing chronic schizophrenia, arguably 
the most disruptive of mental illnesses. Psychotic symp-
toms such as hallucinations, delusions, disorganized 
thoughts, and negative symptoms profoundly influence 
quality of life, relationships, and daily functioning. At least 
50% of schizophrenia patients continue to experience psy-
chotic symptoms more than 10 years after onset (1, 2). Fur-
thermore, approximately 15% of schizophrenia patients 
display deficit pathology (i.e., syndromes characterized by 
chronic negative symptoms and poor outcome), and the 
proportion rises to 25%–30% in more chronic populations 
(3, 4). Mortality through suicide in schizophrenia patients 
has a lifetime risk of 4.9% (5). The cost of the disorder is 
substantial, as it largely affects young adults at the start 
of their careers and relationships. Between 63% and 86% 
of patients have no regular employment and are socially 
and functionally impaired after 10 years or more (6–10). 
Relative to the general population, schizophrenia patients 
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bined population, 295,000). The areas were similar in sociode-
mographic characteristics (urbanicity and mean educational and 
income levels) and opportunities for employment (25). The early-
detection program combined information campaigns about psy-
chosis with easy access to mental health care. It is described in 
detail elsewhere (15, 16). Patients from both areas were treated 
according to a 2-year standard treatment protocol that included 
antipsychotic medication, supportive psychotherapy, and multi-
family psychoeducation.

The cohort was recruited between 1997 and 2001. The inclu-
sion criteria, described in detail elsewhere (25), were first-episode 
schizophrenia, schizophreniform disorder, or schizoaffective 
disorder (core schizophrenia), delusional disorder, mood disor-
der with mood-incongruent psychotic features, brief psychotic 
disorder or psychosis not otherwise specified, living in one of 
the participating sites, and being 18–65 years old and within the 
normal range of intellectual functioning (WAIS-R-based IQ esti-
mate >70). All study participants gave informed consent. Of eli-
gible patients, 23% declined to participate. Those who declined 
had a longer duration of untreated psychosis on average (32 
weeks compared with 10 weeks, p<0.00) and were slightly older 
on average (30.4 years old compared with 28.1 years old, p=0.05). 
There was no significant difference between the early-detection 
and usual-detection areas in number of patients who declined or 
their duration of untreated psychosis, which minimized the risk 
of biased comparison. At all sites, health care services were based 
on catchment area and were publicly funded. An original sample 
of 281 patients entered the study. Figure 1 provides an overview of 
the flow of participants through follow-ups at 1, 2, 5, and 10 years.

Table 1 summarizes the baseline characteristics of patients 
with and without 10-year follow-up. Between patients in the 10-
year follow-up group and patients lost to follow-up, there were 
no differences in age, score on the GAF, diagnostic distribution, 
or substance abuse at enrollment. In the early-detection area, 
there were fewer males in the 10-year follow-up group than in the 
group lost to follow-up (odds ratio=0.4, 95% confidence interval 
[CI]=0.2–0.8, p=0.026), and patients lost to follow-up had a signifi-
cantly longer median duration of untreated psychosis (p=0.006). 

health care area practicing intensive and comprehensive 
early detection of psychosis were compared with those 
of patients from a comparison area practicing the usual 
methods of detection. In the early-detection area, the du-
ration of untreated psychosis was reduced from a median 
of 26 weeks to 5 weeks (14), while the usual-detection area 
had a median of 16 weeks (15). Patients from the early-
detection area had fewer positive and negative symptoms 
at presentation, at 2 years, and at 5 years, and they had 
fewer negative, cognitive, and depressive symptoms at 2 
and 5 years.

In this article, we present the 10-year follow-up to these 
original findings. Comparing long-term outcomes in psy-
chosis remains a challenge because substantially differ-
ent outcome criteria have been used across studies and 
include the Global Assessment of Functioning Scale (GAF) 
(7, 9, 16, 17), individual symptom dimensions (18), psy-
chotic symptoms as a whole (7), and different definitions 
of symptom remission (19–21). The Remission Working 
Group (22) introduced standardized symptom remission 
criteria and suggested that symptom state be combined 
with functional criteria to make one standard outcome 
measure labeled “recovery” (23). Level of functioning has 
implications for quality of life, mental health care depen-
dency, and income (24, 25).

Several studies have investigated functional outcome. 
Bottlender et al. (6) observed that 20% of schizophrenia 
patients had no impairment in work role behavior 15 years 
after illness onset. In the Chicago follow-up study (8), 19% 
of schizophrenia patients assessed at 15 years had worked 
more than half time in the previous year and had low 
symptom levels. In the International Study of Schizophre-
nia, 16% of patients were labeled as recovered both symp-
tomatically and functionally at 15-year follow-up (7). A 
15-year substudy found that 14% of patients had no social 
disability and worked full time (10). Similar figures were 
found in Nottingham, U.K. (follow-up at 13 years); Sofia, 
Bulgaria (16 years); and Manchester, U.K. (10 years); posi-
tive results ranged from 14% to 21% (9, 16, 26).

We adopted the Andreasen et al. remission criteria (22) 
and combined them with a standardized functional out-
come measure based on the Strauss-Carpenter Level of 
Function Scale (24). We assessed whether differences in 
symptom levels between early- and usual-detection areas 
would be maintained at 10-year follow-up and whether 
patients from the early-detection area would have higher 
rates of recovery.

M ethod

The TIPS study used a quasi-experimental design, and four 
Scandinavian health care sectors participated. Two sectors in 
Rogaland County, Norway, which had implemented an early-
detection system for psychosis, made up the early-detection area 
(approximate population, 370,000). The Ullevaal Health Care Sec-
tor in Oslo County, Norway, and the mid-sector, Roskilde County, 
Denmark, made up the usual-detection areas (approximate com-

FIGURE  1 . O ve rv iew  o f Pa tien t Partic ip a tion  in  a  Long -Te rm  
Fo llow -Up  S tudy  o f  Ea rly  D e te c tion  in  P sycho sis
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sion and adequate functioning. Thus, all patients who met the 
two criteria had been in remission for at least 12 months.

Reliability was assessed throughout the study, and results have 
been published in previous articles (15). The reliability was satisfac-
tory for all measures. For diagnosis, kappa was 0.81, and intraclass 
correlation coefficients (one-way random-effects model) were 0.86 
for GAF function scores and 0.91 for GAF symptom scores.

At 10 years, the raters were trained using videotaped interviews 
and vignettes, and cases were discussed regularly to avoid drift. 
Twenty-six patients gave informed consent for video recording 
of the PANSS interviews (seven in the early-detection group and 
19 in the usual-detection group).The PANSS or GAF scores of the 
videotaped patients were not significantly different from those of 
patients who were not videotaped. The videotapes were rated by 
an experienced psychologist not involved in the project who was 
blind to all ratings; however, because of differences in dialects 
between sites, full blinding was not possible. For the five PANSS 
components, the intraclass correlations ranged from 0.61 to 0.82. 
For the GAF, the intraclass correlations were 0.83 for symptoms 
and 0.88 for function.

The statistical analyses were conducted using the Predictive 
Analytics SoftWare package, version 18.0 (31), and the R pro-
gram, version 2.10.0 (32). There may have been selective attrition 
at 10-year follow-up, which had to be taken into account in data 
analysis. First, analysis of variance (ANOVA) was applied to inves-
tigate the possibility of an interaction between type of symptoms 
at last follow-up and early- or usual-detection group dropout. 
Second, data from continuous outcome variables (PANSS and 
GAF scores) were analyzed using linear mixed-effects models. We 
used symptom scores as dependent variables, and we used health 
care sector, time, and their interaction as independent variables, 
exploring illness courses in early-detection and usual-detection 
areas and differences between them. Estimates were corrected 
for possible effects of the covariates gender, age, and duration of 
untreated psychosis, the latter being log-transformed to obtain 
less spread in the distribution. Data on clinical measures at base-
line induced a clear nonlinearity and were excluded. In addition 
to the linear mixed-effects analyses, group differences were es-

Twelve patients in the early-detection area and 16 in the usual-
detection area had died. These were included in the “lost” group 
as there were no significant baseline differences on any of the 
variables between dead patients and surviving patients who were 
lost to follow-up. The Regional Committee for Research Ethics 
Health Region East and the Regional Committee for Science Eth-
ics Region Zealand approved this study.

Assessments were carried out at baseline, 3 months, and 1, 2, 5, 
and 10 years. Symptom levels were measured by the Positive and 
Negative Syndrome Scale (PANSS; 27, 28). Duration of untreated 
psychosis was measured as the time in weeks from emergence of 
the first positive psychotic symptoms (PANSS score of 4 or more 
on positive scale items P1, P3, P5, or P6 or on general scale item 
9) to the start of the first adequate treatment of psychosis (i.e., en-
rollment in the study). Ten-year assessments were conducted by 
specialized health personnel (one psychiatrist [U.H.], one clinical 
psychologist [W.t.v.H.], and one psychiatric resident [J.E.]). The 
Structured Clinical Interview for DSM Disorders (SCID) was used 
for diagnostic purposes (29), and the level of functioning was as-
sessed using the GAF. GAF scores were split into symptom and 
function scores (30).

Symptom remission was defined in accordance with the new 
international standardized criteria (22); patients could not score 
4 or higher for the past 6 months on any of the following PANSS 
items: P1 (delusions), P2 (disorganized thought), P3 (hallucina-
tory behavior), N1 (affective flattening), N4 (passive social with-
drawal), N6 (lack of spontaneity), G5 (bizarre posture), or G9 
(unusual thought content). Fulfilling these criteria indicated 
symptom remission. Social functioning was measured by the 
subscales measuring work and social interaction of the Strauss-
Carpenter Level of Function Scale (24) and the criteria of living 
independently: day-to-day living (independent living), role func-
tioning (work, academic, or full-time homemaking), and social 
interaction. A score of 0 indicated very poor functioning and 4 in-
dicated adequate functioning for the total period of the previous 
12 months. A score of 4 in all three subscales indicated adequate 
functioning. Recovery was operationalized as a single variable of 
“yes” for all patients who met criteria for both symptom remis-

TA BLE  1 . Charac te ristic s  o f  Pa tien ts  W ith  and  W ithou t 1 0 -Year Fo llow -Up  in  a  S tudy  o f  Ea rly  D e te c tion  in  P sycho sis

Usual-Detection Group Early-Detection Group

Measure
Follow-Up at 10 

Years (N=73)
No Follow-Up at 10 

Years (N=67)
Follow-Up at 10 
Years (N=101)

No Follow-Up at 10 
Years (N=40)

Mean SD Mean SD Mean SD Mean SD
Age (years) 31.2 10.3 30.9 10.7 26.3 7.8 25.8 7.3
Global Assessment of Functioning Scale
  Symptom score 27.1 7.6 27.1 6.1 30.5 6.3 32.1 6.5
  Function score 29.1 10.6 28.4 8.8 33.3 10.3 34.5 9.2
Positive and Negative Syndrome Scale
  Positive component score 16.3 3.8 16.4 4.4 14.4 4.4 14.2 3.7
  Negative component score 21.9 8.9 22.6 10.6 18.9 7.1 18.0 6.3
  Cognitive component score 7.9 3.3 7.9 3.3 6.8 3.3 6.4 2.8
  Depressive component score 13.3 4.2 13.5 4.1 11.0 3.7 11.1 3.8
  Excitative component score 10.6 4.9 11.1 4.8 8.7 3.9 8.6 3.1

N % N % N % N %
Malea 41 56 38 56 56 55 31 77
Alcohol abuse 9 12 15 22 13 13 8 20
Drug abuse 9 12 15 22 30 30 11 28
Core schizophrenia 41 56 42 63 65 64 27 68

Median Range Median Range Median Range Median Range
Duration of untreated psychosisb 13 0–520 22 0–966 4 0–416 18 0–1,196
a	The early-detection with 10-year follow-up group < early-detection without follow-up group, p<0.05.
b	The early-detection with 10-year follow-up group < early-detection without follow-up group, p<0.01.
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of higher scores in many patients who had not recovered. 
These models estimated a significant main effect over time 
of being from the early-detection area for the negative, 
cognitive, and depressive PANSS components.

Furthermore, the models suggested nonparallel illness 
courses in the two areas on positive, negative, cognitive, 
and excitative components (time by early-detection area, 
p<0.05 in all cases). Early-detection symptom levels were 
estimated to have been lower than usual-detection symp-
tom levels up until the 10-year follow-up, when differences 
disappeared or, in the case of excitative symptoms, were 
reversed. This effect was significant for all but the depres-
sive component. However, linear mixed-effects modeling 
assumes random attrition, whereas in our sample attrition 
seems to have been selective. We found no fully satisfac-
tory way of accounting for this and deduce that firm con-
clusions about symptom levels are unwarranted.

A significantly higher number of early-detection pa-
tients fulfilled recovery criteria (30.7% compared with 
15.1%) (Figure 2). Although remission rates were evenly 
distributed across the areas (47.9% in the usual-detection 
area compared with 52.5% in the early-detection area; 
odds ratio=1.20; 95% CI=0.66–2.19), a significantly larger 
proportion of patients in the early-detection area had 
full-time employment (27.7% compared with 11.0%), thus 
fulfilling recovery criteria. There were no significant dif-
ferences between groups in the amount of social contact 
with friends. More patients in the early-detection area 
lived independently (78% compared with 62%); however, 
living independently does not imply recovery. Only 17.9% 
of the patients living independently in the usual-detection 
area were fully recovered, compared with 48.4% for early-
detection patients.

In the logistic regression, both forward and backward 
selection identified early-detection area (p=0.019), PANSS 
negative symptoms (p=0.005), and PANSS depressive 

timated using independent-samples t tests for continuous vari-
ables and odds ratios for categorical variables. Nonparametric 
analyses (Mann-Whitney U test) were applied for comparison of 
skewed data, and all tests were two-tailed. We made a single test 
on recovery as our main outcome measure. Ten additional tests 
on symptom outcome, GAF, and treatment and three tests on so-
cial functioning were carried out on specific outcome measures. 
Bonferroni-corrected alpha values were calculated in the case of 
multiple comparisons on symptoms and function. No Bonferroni 
correction was made for the measure of recovery, as this is a single 
variable. Finally, logistic regression analysis was applied to assess 
which factors predicted recovery. A stepwise variable selection 
routine was employed with PANSS symptom domains at baseline 
and age, gender, duration of untreated psychosis, and early- or 
usual-detection area as candidate predictor variables.

Re su lts

Table 2 summarizes the outcome scores observed at 10 
years for the PANSS symptom components and GAF scores 
across the early- and usual-detection areas. There were no 
significant differences in treatment (defined as still us-
ing antipsychotics and attending psychotherapy at least 
once a month), although the study’s standard treatment 
protocol was used for the first 2 years only. For the 10-
year follow-up, significantly more surviving patients were 
recruited from the early-detection area (78.3%, N=129) 
than from the usual-detection area (58.9%, N=124) (odds 
ratio=2.5, 95% CI=1.5–4.4, p=0.001). An ANOVA of 5-year 
symptom levels showed significant interaction effects 
between dropping out and usual-detection area for the 
negative (p=0.016) and cognitive (p=0.031) components. 
This indicates that the patients dropping out at 10 years in 
the usual-detection area had higher symptom levels than 
dropouts in the early-detection area.

Linear mixed-effects models estimated no significant 
differences between the two areas at 10 years on any PANSS 
component except for excitative symptoms (p=0.002), with 
higher scores in the early-detection area mainly because 

TA BLE  2 . Sym p tom  O u tcom e  and  Trea tm en t in  a  1 0 -Year Fo llow -Up  S tudy  o f  Ea rly  D e te c tion  in  P sycho sis

Usual-Detection Group 
(N=73)

Early-Detection Group 
(N=101) Analysis

Measure Mean SD Mean SD t df

Global Assessment of Functioning Scale
  Symptom score 8.95 3.8 10.04 5.8 0.99 171.77
  Function score 51.37 12.9 51.25 18.0 0.05 171.99
Positive and Negative Syndrome Scale
  Positive component score 8.95 3.8 10.04 5.8 –1.49 170.75
  Negative component score 15.66 6.2 17.17 8.2 –1.39 171.68
  Cognitive component score 4.58 2.1 4.92 2.7 –0.90 170.88
  Depressive component score 9.62 3.8 9.27 3.8 0.61 172.00
  Excitative component scorea 6.79 2.2 8.41 3.9 –3.46 163.62

N % N % Odds Ratio 95% CI
Remission (international standardized criteria) 35 47.9 53 52.5 1.20 0.66–2.19
Still in psychotherapy 38 52.1 38 37.1 0.56 0.3–1.0
Still on antipsychotic medication 54 74 67 66.3 0.69 0.4–1.4
a	The early-detection group > usual-detection group, p<0.0005 (corrected a=0.005).
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rates of recovery in spite of the selective loss of patients 
with lower symptom levels.

A skewed loss of patients was observed despite identical 
retention procedures in both areas. The greater participa-
tion of early-detection patients may have been related to 
the early-detection program with its focus over many years 
on recognizing psychotic illnesses coupled with easier ac-
cess to care. Such attention and persistence may have 
engendered greater rapport with patients and their fami-
lies. The early-detection program was implemented from 
1997 to 2000. A 4-year period without intensive informa-
tion campaigns followed study recruitment, but the full 
program was resumed in 2005 and has been active since. 
Perhaps easy access to mental health care for patients also 
meant easy access to patients for this study. It has also 
been noted that a longer duration of untreated psychosis 
can negatively influence recruitment to studies (33). In our 
sample, treatment delay was longer for those who declined 
than for those who participated, and a longer duration of 
untreated psychosis predicted study dropout at 10 years.

We observed a tendency for symptom levels in the usu-
al-detection group, which were initially more severe, to 
improve over time, with the symptom levels in the early-
detection group (initially milder) not changing signifi-
cantly. The model could not, however, fully account for the 
nonrandomness of the study sample attrition. Hence, it 
should be considered with caution, especially since simi-
lar trends were not observed at any of the other follow-ups 
at 1, 2, and 5 years, at each of which the early-detection 
sample was significantly less impaired with deficit psy-
chopathology. Also, the median duration of untreated psy-
chosis of 16 weeks in the usual-detection area was shorter 
than in most other studies that had been published at that 
time (12, 13), possibly raising the threshold for demon-
strating differences in symptom severity between the ar-
eas. It could also mean that active psychosis in its early 
phase may be more progressive than is realized.

The early-detection recovery rate of 30% was relatively 
high compared with recovery rates from other studies of 
first-episode psychosis (6, 7, 34). This finding was of par-
ticular interest considering our strict definition of recov-
ery, which required both stable symptomatic remission 
and intact functional capacity for at least 1 year.

It may seem paradoxical that the logistical regression 
analysis of recovery did not include duration of untreated 
psychosis as a predictor while coming from the early-de-
tection area did. This could be explained by the fact that 
early detection of psychosis is not simply equal to short 
duration of psychosis. Early detection not only establishes 
a detection system but also provides a lower threshold for 
entering treatment irrespective of the duration of untreat-
ed psychosis (i.e., patients do not need to display frighten-
ing suicidality or dramatic symptoms to be “allowed” into 
the treatment system). Furthermore, fewer negative symp-
toms at baseline also predicted recovery. It is well known 
that negative symptoms are linked to functional outcome 

symptoms at inclusion (p=0.06) as predictors of recov-
ery. Thus, being from the early-detection area predicted 
recovery (odds ratio=2.7, 95% CI=1.2–6.2), as did having 
fewer negative symptoms at inclusion (odds ratio=0.92, 
95% CI=0.9–1.0) (Table 3). When early-detection area was 
entered into the model, age, duration of psychosis, and 
PANSS symptom components other than the negative and 
depressive components were excluded for low contribu-
tions. The depressive component’s contribution was not 
significant, however.

Of those recovered, seven patients (63%) in the usual-
detection area and 17 patients (55%) in the early-detection 
area received a diagnosis of core schizophrenia spectrum 
disorder at the 10-year follow-up. No relation between 
being recovered and being diagnosed with schizophre-
nia spectrum disorder was found (odds ratio=0.7; 95% 
CI=0.2–2.9).

D iscu ssion

This study produced three main findings. First, selective 
attrition occurred; more patients with higher negative and 
cognitive symptom levels dropped out in the usual-detec-
tion area than in the early-detection area. Second, differ-
ences in negative, cognitive, and depressive components 
from 1, 2, and 5 years were not maintained at 10 years. 
The early-detection area had significantly higher excita-
tive symptom levels among patients who did not recover. 
Third, the early-detection area had significantly higher 

FIGURE  2 . Functiona l O u tcom e  and  Re cove ry  in  a  1 0 -Year 
Fo llow -Up  S tudy  o f  Ea rly  D e te c tion  in  P sycho sis
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a	Early-detection compared with usual-detection odds ratio=2.5, 
95% CI=1.2–5.4, p=0.017.

b	Early-detection compared with usual-detection odds ratio=0.5, 
95% CI=0.2–0.9, p=0.027 (corrected a=0.017).

c	Early-detection compared with usual-detection odds ratio=3.1, 
95% CI=1.3–7.3, p=0.007 (corrected a=0.017).
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TA BLE  3 . B inary  Lo g istic  R e g re ssion  A na ly sis  W ith  Re cove ry  a t 1 0 -Year Fo llow -Up  a s D ependen t Variab le

Measure Standardized Coefficients Odds Ratioa 95% CI

Early detectionb 2.34 2.7 1.2–6.2
Positive and Negative Syndrome Scale negative componentb –2.83 0.92 0.9–1.0
Positive and Negative Syndrome Scale depressive component –1.9 1.10 1.0–1.2
Constant –1.62 0.26
a	Odds ratio of regression coefficient. PANSS negative component score at baseline entered on step 1; early detection entered on step 2; PANSS 

depressive component score at baseline entered on step 3.
b	Main effect p<0.05.
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