




































































countries. In the latter, visual hallucinations
tended to occur more often, and in the former,
1 affective symptoms, especially depression, were
4 more common. However, these differences could
§ be regarded as relatively insignificant, consider-
q 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 1-5 and 42 (both sexes) per 100000
population at risk (age 15-54). The incidence of
schizophrenia defined by CATEGO class S+
was in the range between 0-7 and 1-4 per 100 000.
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).
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
4 incidence rates. In every centre, the incidence
4" 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.

- 11 In all the study areas, the age- and sex-
specific curves of the incidence of schizophrenia
followed a similar pattern. It was demonstrated
that in developed and in developing countries
alike, the onset of schizophrenia tended to occur
at a later age in females as compared to males.
The similarity of age- and sex-related patterns of
onset of schizophrenia across the study areas is
a strong evidence that the same basic type of
isorder has been identified and investigated in
e different cultural settings of the study.

12 The majority of the patients in the study
ad a remitting pattern of course over the two
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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
157% 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



