










































Schizophrenia: A World Health Organization Ten-Country Study

to a number of patients which may vary with the
factor of two or three among centres. For
aetiological studies exploring the cause ofschizo­
phrenic disorders, the similarity of incidence
rates at the S+ CATEGO class levels is an
important finding.

The absence of marked variation in the
incidence of schizophrenia will not easily lend
itself to an interpretation, unless the nature of
the relationship of the schizophrenic phenotype
to the underlying causes and pathophysiology of
the disorder is clarified. Linked to this is the
question whether schizophrenia is a single
disease entity or a heterogeneous group of

·..i. conditions which exhibit a 'common final
] pathway'.

I
..... In a lucid overview of the state of knowledge

in this respect, Bleuler (1981) classified the
different views on the subject into three
'schools'. The first, which he termed 'elemen­

J
~ tary' school, adheres to the formula' one disease

- one cause'. The second, or 'middle' school
regards schizophrenia as 'many diseases, each
with its own causes'. The third, or' high' school,
would see in schizophrenia neither a single
disease, nor a collection of single diseases, but
rather a manifestation of a developmental
disorder in which 'multiple influences shape
symptomatology and course'. This position goes
full circle back to the views of Kraepelin (1920)
who, at the end of his career, came to regard
schizophrenia as 'a common reaction of man­
kind to the most varied forms of noxious events'.
According to Kraepelin, 'the affective and
schizophrenic forms of mental disorder do not
represent the expression of particular patho­
logical processes but rather indicate the areas of
our personality in which these processes un­
fold ... It must remain an open question whether
hereditary factors make certain areas more sus­
ceptible and accessible to pathological stimuli'.

.: Current hypotheses about schizophrenia as a
;.neurodevelopmental disorder, which build on
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recent advances of cerebral morphology, gen­
etics and pathophysiology (e.g. Murray & Lewis,
1988) in fact echo the conjectures referred to
above. Such a model would be in agreement
with the epidemiological data. If schizophrenia
is conceptualized not as a single disease but as a
'common final pathway' for a variety of cerebral
disorders and neurodevelopmental lesions, simi­
lar rates of its incidence in differen t populations
could be seen as the expression of a more or less
uniformly distributed liability for a schizo­
phrenic type of reaction to different causes. This
liability must have a genetic basis which may
be more complex than currently assumed. A
'nuclear' schizophrenic syndrome (identified by
CATEGO S+ in the present study) - with its
clinical consistency and uniform occurrence - in
different cultures, may be the manifestation of a
specific segment of a complex genotype with a
much wider range of phenotypical expression.

However. the question whether the apparently
similar rates of manifestation of schizophrenic
syndromes iIi different populations are primarily
due to a uniformly distributed genetic liability,
or to some ubiquitous constellation of environ­
mental factors interacting with it, or to a
similarity in expression of genetically different
disorders, should be addressed in future research.
The present study has developed an extensive
database which fills a number of important gaps
in the descriptive phenomenology and epidemi­
ology of schizophrenia worldwide. As linkage
studies and genome mapping techniques are
now preparing the ground for a 'molecular'
epidemiology of schizophrenia, a new role may
be emerging for comparative epidemiological
research across different populations and geo­
graphical areas: that of guiding neurobiology to
more clearly defined targets, taking into account
the ultimate role of culture as the context in
which gene-environment interactions shape the
clinical picture of human disease.



Conclusion: A synopsis of the main
findings

I The study on Determinants of Outcome of
Severe Mental Disorder (Outcome study) is a
cross-cultural investigation, coordinated by
WHO, of schizophrenic and related disorders in
I3 geographical areas in 10 countries (Colombia,
Czechoslovakia, Denmark, India, Ireland,
Japan, Nigeria, the Union of Soviet Socialist
Republics, the United Kingdom, and the United
States of America).

2 The study is based on an initial examination
and two follow-up examinations, at annual
intervals, of 1379 patients. Of the total number,
78·2 % completed the follow-up and were re­
assessed two years after the initial examination.

3 The patients included in this study were
new cases, in the sense that they had contacted
a 'helping agency' for their mental health
problem for the first time in their lives during the
three months preceding the initial examination,
and had practically no previous exposure to
psychiatric treatment or care. The reasons for
making a first contact with a 'helping agency'
were similar in the developing and the developed
countries (behaviour perceived as .odd' and
feared violent behaviour towards self or others
being cited in about 90 % of the cases). The
mean length of previous illness (i.e. prior to
inclusion into the study) was practically the
same for patients in developing countries and
patients in developed countries. The majority
(86 %) of the patients were recruited for the
study within less than a year of the first
appearance of symptoms.

4 In 39 % of the cases the first help-seeking
contact was made with a psychiatrist; however,
especially in the developing countries, traditional
medicine is a frequent resource in the event of
mental disorder and is often utilized simul­
taneously with the services of 'Western' mental
health care. It has been estimated that about 200
cases eligible for this study would have been
missed if traditional practitioners had not
cooperated in case-finding.

5 There was a considerable amount of simi-
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larity in the early behavioural manifestations or;l
psychotic illnesses across the centres. In bothi~
developing and developed countries 'negative'~

behavioural disturbances (neglect of usual ac-~i.
tivities, social withdrawal) were described more~
often as the earliest perceived signs of illness~

than frank I;>sychotic manifesta~ions such as t.alk..·..t....·..·.~of persecutIOn, harm or bewitchment, or be-,'
having as if hearing voices. Family members and'
key informants in the community appeared to:
be sensitive observers and served well as a case­
finding resource in the majority of the centres. "'~

6 Of all included cases, 82 % were assigned toj
CATEGO classes S, P, or 0 which, together
with a clinical rCD diagnosis of schizophrenia
and schizophrenia-related disorders (paranoid
psychoses, reactive paranoid and schizopheni­
form psychoses, unspecified psychoses, alcohol
and drug induced psychoses with hallu.cinatory
or paranoid symptoms, schizoid and paranoid
personality disorders) were considered to con­
stitute a broad group of schizophrenia and
related disorders in this study. The classification
of a patient into the broad group of schizo­
phrenic disorders required either one of the ICD
diagnoses listed above or a CATEGO class S, P,
or O. Between 60 % and 95 % of the patients in
the different centres met both criteria. It should,
however, be emphasized that the inclusion of
cases into the study through a screening process
was based on specified symptoms and behav­
iours, and not on diagnosis.

7 More than one half (56 %) of the study
population had CATEGO class S+ (' nuclear'
schizophrenia), defined by the presence of one
or more of Schneider's first-rank symptoms
(Schneider, 1959). These patients were found to
have high scores on all types' positive' psychotic
symptoms, and could be considered to be a more
severely disturbed subgroup than the rest of the
patients.

8 The PSE profiles of the patients meeting the
'broad' inclusion criteria of this study were'
similar in the developed and the developing
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years of follow-up : 50·3 % had a single psychotic
episode and a further 31'1 % had two or more
psychotic episodes followed by remissions. Only
15·7 % of the patients had an unremitting,
continuous psychotic illness. The remitting pat­
terns were more common among patient popu­
lations in the developing countries.

13 On five out of six course and outcome
dimensions patients in the developing countries
had a markedly better prognosis than patients in
the developed countries. The tendency for a
more favourable course and outcome was not
limited to acute schizophrenic episodes; it was
also clearly present in the subset of cases which
had a gradual or insidious onset of schizo­
phrenia. The only variable which did not
distinguish clearly between patients in devel­
oping countries and patients in developed
countries was the proportion of the follow-up
period during which patients were in psychotic
episodes. On the other hand, the variable on
which patients in the two kinds of setting differed
most was the proportion of the follow-up period
during which patients were in incomplete remis­
sions: the mean percentage of time in such state
was considerably higher for patients in the
developed countries.

14 About one third of all the patients in the
study were never admitted to a psychiatric
hospital; of those admitted, the majority spent
only brief periods in hospital treatment. On the
other hand, 95 % of the total study sample were
prescribed neuroleptic medication for varying
lengths of time in the course of the study;
patients in the developed countries were pre­
scribed anti-psychotic drugs over longer periods
of time than patients in the developing countries.

15 The different sets of inclusion criteria
(' broad' versus' restrictive ') did not result in the
selection of patients differing according to their
prognosis. The CATEGO class assigned on
initial examination had no prognostic signifi­
cance; however, the clinical subtyping of schizo­
phrenic disorders according to ICD-9 criteria
was associated with some significant differences
in course and outcome. The hebephrenic and
paranoid subtypes tended to have the worst
course and outcome, while the acute schizo­
phrenic episodes had the best course and
outcome.

16 Type of onset (i.e. acute, subacute, and
gradual) and setting (developing country or
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.' ~. countries. In the latter, visual hallucinations·r

.. 'f tended to occur more often, and in the former,
~: affective symptoms, especially depression, were

, :. more common. However, these differences could
be regarded as relatively insignificant, consider­
ing the great similarity in the scores of the
remaining symptoms.

9 Schizoid traits: sensitivity, suspiciousness
and reserve, were described as manifest during
adolescence in a high proportion of the patients.
However, contrary to expectations, presence of
'positive' pre-morbid personality traits was more
frequent in patients who were classified as
CATEGO S+.

10 The annual incidence of new cases of
'broadly' defined schizophrenia was in the range
between I· 5 and 4·2 (both sexes) per 100000
population at risk (age 15-54). The incidence of
schizophrenia defined by CATEGO class S +

J was in the range between O'7 and 1·4 per 100000.
.)

The morbid risk (expectancy) for schizophrenia,
determined on the basis of the incidence data, is
between 0·5 and 1·72 % for the 'broad' di-

. agnostic category, and between 0·26 and 0·54 for
CATEGO S+. The incidence of 'broadly'
defined schizophrenia was highest in India (both
the rural and the urban area of Chandigarh).

•..1-... The differences between the incidence rates for
the' broad' diagnostic category of schizophrenia

.. in the different centres were significant and
indicate the necessity of future studies in some of
the centres, particularly the Chandigarh areas,
to further explore the nature of their high
incidence rates. In every centre, the incidence

; .. rates tended to decrease as more specific defin­
, '~..

· ,itions of 'caseness' for schizophrenia were
· ~,applied. At the level of CATEGO S+, there
'~. were no significant differences across the study
,: { areas. .
; ~ II In all the study areas, the age- and sex­
: ;r'specific curves of the incidence of schizophrenia
.•' ;1{; followed a similar pattern. It was demonstrated
!${that in developed and in developing countries

~\~, alike, the onset of schizophrenia tended to occur
· tf~t a later age in females as compared to males.
" 1j'The similarity of age- and sex-related patterns of
; 'J(pnset of schizophrenia across the study areas is
; ~;~ strong evidence that the same basic type of
, af;'9isorder has been identified and investigated in

'i~be different cultural settings of the study.
~jc 12 The majority of the patients in the study
~bad a remitting pattern of course over the two
~.~..
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