Overall

Table 1

Study Recovery % (95% Cl)
Hong Kong (incidence cohort, WHO) ‘ | 0.0(0.0, 0.4)
Johanson 1958 . | 1.2 (1.0, 1.4)
Bond 1921 . | 2.1(1.7, 2.5)
Suvisaariet al. 2009 * | 3.1(2.7, 3.5)
Auslanderand Jeste 2004 * | 3.2 (3.0, 3.4)
Wolteret al. 2010 ¢ : 3.9(3.5, 4.3)
Dublin (DOSMed incidence cohort) * } 5.0(4.0, 6.0)
Nagasaki (DOSMed incidence cohort) * | 5.8(5.2, 6.5)
Rupp and Fletcher 1940 4 | 6.4 (6.2, 6.6)
Mélleret al. 2011 . i' 7.3(6.8, 7.8)
Gottlieb 1940 * | 8.0(7.5, 8.6)
Delisi et al. 1998 ¢ 25% percentile 8.0(7.2, 8.8)
Lambert et al. 2009 * | 8.1(8.0, 8.2)
Obembe et al. 1995 * 8.7 (7.5, 9.9)
Nyman and Jonsson 1983 4 |l 9.0 (8.4, 9.6)
Mannheim (RAPyD incidence cohort) 4 | 9.1(8.2, 10.0)
Kaleda 2009 L 2 lr 9.7 (9.3, 10.1)
Lauronen et al. 2005 * |r 9.9 (9.2, 10.6)
Sofia (RAPyD incidence cohort) ¢ { 10.0 (9.0, 11.0)
Huber et al. 1980 * | 10.0 (9.7, 10.3)
Mulleret al. 1951a * | 12.0(11.3, 12.7)
Beijing (prevalence cohort, WHO) ¢ | 12.1(11.2, 13.0)
Prague (DOSMed incidence cohort) * | 12.5(11.4, 13.6)
Malamud and Render 1939 ¢ | 13.0(12.5, 13.5)
Harris et al. 1956 * | 50% percentile 13.0 (12.4, 13.6)
Harrow et al. 1978 . 13.9(13.1, 14.7)
Langfeldt 1937 ¢ 16.0 (15.2, 16.8)
Bland and Orn 1978 ° 16.3 (15.1, 17.5)
Robinson et al. 2004 . 16.4 (15.5, 17.4)
Qureshi et al. 1987 . 16.7 (15.5, 17.9)
Achte 1967b N 16.8 (16.0, 17.6)
Henisz 1966 |L 16.9 (16.3, 17.5)
Achte 1967a N |0 17.7 (16.9, 18.5)
Angst and Preisig 1995 | * 18.4 (17.4, 19.1)
Woottonet al. 1935 | 4 18.9(18.0, 19.8)
Henry et al. 2010 | 2 19.0 (18.5, 19.5)
Modestin et al. 2003 ¢ 75% percentile 19.7 (19.1, 20.3)
Mulleret al. 1951b g 20.0(19.1, 20.9)
Nottingham (DOSMed incidence cohort) | * 20.4 (19.2, 21.6)
Vazquez-Barquero etal. 1999 | 4 23.0(21.9, 24.1)
Rennie 1939 | ¢ 25.2 (24.5, 25.9)
Ciompi 1980 | * 26.6 (26.0, 27.2)
Holmboe and Astrup 1957 | * 29.0(28.3, 29.7)
Cali (IPSS prevalence cohort) | L 4 31.8(30.1, 33.5)
Ogawaet al. 1987 I ¢ 32.4(31.1, 33.7)
Moscow (DOSMed incidence cohort) | * 32.4 (30.6, 34.2)
Chennai(incidence cohort, WHO) | * 36.4 (35.1, 37.8)
Chandigarh, urban (DOSMed incidence cohort) | * 37.0(34.7, 39.3)
Agra (IPSS prevalence cohort) | * 51.9 (49.2, 54.6)
Rajotte and Denber 1963 | 58.0 (55.9, 60.1)

16.4 (14.5, 18.2)
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* The aim is to present key results of recent systematic reviews and meta-analyses on outcomes of schizophrenia.
* The included reviews focus on proportion of recovery in schizophrenia and how other clinical and functional outcomes are predicted by family history of psychosis, onset age, and duration of untreated psychosis (DUP).

RECOVERY

Recovery was defined as improvements In both clinical and social domains
with a two-year good outcome for at least one of the domains. In all studies, a

follow-up of at least two years was required (Jaaskelainen et al.

We 1dentified 50 studies with data suitable for iInclusion

proportion (25%—75% quantiles) of patients who met our recovery criteria was

13.5% (8.1%-20.0%) (Table 1).
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Table 2
Number of Studies Median%® IQR"
Sex 24
Males 12 12.9 10.0-19.4
2013) _ Females 12 12.1 7.5-29.0
Midpoint of the collection of the sample® 48
Betore 1941 11 13.0 6.4-20.0
" 1941-1955 5 17.7 13.0-19.7
. The median 19561975 11 16.9 16.3-32.4
19761995 19 9.9 5.8-19.0
After 1996 2 6.0 3.9-8.1
Economic index of the site® 50
Low or lower-nuddle 5 36.4 16.7-37.0
Upper-middle 5 12.1 10.0-31.8
40 13.0 7.7-19.0

Recovery proportions did not differ by gender. Proportion of recovered cases High

had not increased In recent decades. Countries with poorer economic status

had higher recovery proportions. See Table 2.

“Median weighted by sample size.
PIQR. inter quartile range.
‘Metaregression, f-test.
dClassified as in Warner (2004).

“‘Income classes: low-income economies (51005 or less) or lower middle-income economies ($1006-$3975) vs upper middle-income
economies ($3976-%512,275) vs high-income economies ($12,276 or more) (data.worldbank.org).

PREDICTORS OF CLINICAL AND FUNCTIONAL OUTCOMES

14 studies Investigated associations between
family history of psychosis and outcomes.
Family history of psychosis was associated
with poor occupational (r=0.17) and global
(r=0.13) outcome (Kakela et al. 2014).

Family history

Outcomes correlation (95% CI)

—_——

Occupational outcome (n=3) 0.17 (0.04, 0.29)

Social and occupational outcome (n=3) L B -0.02 (-0.13, 0.09)
Global outcome (n=11) ; 0.13 (0.05,0.21)
| [ T
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33 studies Investigated associations between
DUP and outcomes. DUP assoclated with poor
general symptomatic outcome, more severe

positive and negative symptoms, lower
likeltihood of remission, poor social
functioning, and poor global outcome

(correlations 0.13-0.18) (Penttila et al. 2014).

outcomes DUP Correlation (95% Cl)
General symptomatic —0.15(—=0.22 to —0.09)
outcome (n=15) ——
Positive symptoms (n=8) = —0.14 (—0.22 to —0.07)
Negative symptoms (1 =18) ={8m— —0.13 (—=0.21 to —0.05)
Hospital treatments (n=11) ° —0.09 (—0.22 to 0.04)
Social fUNCHONINE (N = 14 ) e e —0.18 (—0.27 to —0.09)
Employment (n=7) . —0.05 (—0.16 to 0.06)
Global outcome (n=19) * — —0.17 (—0.26 to —0.07)
Quality of life (n=7) —— O m— —0.10 (—=0.22 to 0.01)
Remission (n=10) > —0.14 (—-0.23 to —0.06)
I I | |

Longer DUP and worse outcome

—-03 —-02 0.1 0.1

CONCLUSIONS

81 studies Investigated associations

between

onset age and outcomes. Earlier onset age

assoclated with more hospitalizations,

negative

symptoms, relapses, worse social/occupational

Relapse (n=3)

0.15 (-0.00, 0.31)

functioning, and poorer global outcome
(correlations 0.11-0.17) (Immonen et al. In
press).
Outcome Onset age Correlations (95% Cl)
Remission (n=6) 0.00 (-0.01, 0.02)
General clinical outcome (n=7) 0.05 (-0.11, 0.20)
Positive symptoms (n=5) 0.07 (-0.02, 0.16)
Social/occupational functioning (n=10) 0.11 (0.02, 0.20)
Global outcome (n=13) 0.12 (0.04, 0.20)
A5 (
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Negative symptoms (n=8)
Hospitalization (n=9)

Total symptoms (n=3)

0.16 (0.06, 0.26)
0.20 (0.03, 0.36)

0.25 (-0.05, 0.56)
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Earlier onset and worse outcome

Despite major changes In treatment options in recent decades, the proportion of recovered
cases has not increased. Current outcomes are unsatisfactory and their exact mechanisms,
trajectories, and predictors are partly unknown.

= Family history of psychosis has a relatively small but statistically significant negative
effect on the occupational and global outcome.

= Longer duration of untreated psychosis was associated with poorer outcomes.

= Earlier age at onset has a small, but significant negative impact on some of the outcomes.

= Studied predictors, family history, onset age and duration of untreated psychosis, may
correlate with each other and further studies are needed to study their interactions.




