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Objective: To review empirical studies that assess outcome of patients with schizophrenia
and evaluate the degree to which reported outcome is affected by research methodology,
treatment variables, prognostic factors, epidemiologic factors, and patient resilience.
Method: We reviewed studies that used control subjects and lasted for a decade or more,
comparing them with respect to research methodology and choice of outcome variables.
Results: Like other mental illnesses and medical illness in general, the natural course of
schizophrenia showed itself to have a threefold division of mild, moderate, and severe.
Although a great deal of variance in outcome occurred across the studies reviewed,
schizophrenia is nevertheless a disorder with relatively poor outcome. Patients with
schizophrenia consistently showed poorer courses and outcomes than patients with other
psychotic and nonpsychotic psychiatric disorders. On the positive side, subgroups of
schizophrenia patients had extended periods of recovery—some without the benefit of
extensive mental health aftercare treatment—and patients with schizophrenia did not show
a progressive downhill course.
Conclusion: While documenting the heterogeneity in outcome and the generally poorer
outcomes of patients with schizophrenia, the studies reviewed also alert us to the danger of
suicide and early death in schizophrenia. In addition, they expose problems in clinical
management and treatment and also help us anticipate the possibility of intervals or periods
of recovery, some of which appear spontaneously and may be tied to individual patient
factors such as resilience.
(Can J Psychiatry 2005;50:892–900)
Information on funding and support and author affiliations appears at the end of the article.

Clinical Implications
· While schizophrenia is generally a poor-outcome disorder, a moderate-to-large subgroup of
patients potentially experience periods of recovery (including both the absence of major
symptoms and adequate psychosocial functioning) lasting several years or longer.
· Mental health professionals should be alerted to the high risk of completed suicide among
schizophrenia patients, especially in the first 10 to 12 years of this disorder.
· Long-term outcome is influenced by current treatments, but the personal strengths, the
developmental achievements, and the resiliency of individual patients are equal or more
important influences.
Limitations
· This review focuses primarily on long-term North American studies of schizophrenia and also
on the WHO study. There is less focus on European studies.
· This review only focuses somewhat on prognostic factors that may be involved in outcome
and recovery.
· The lack of uniform methods among long-term outcome studies limits generalizations
regarding the difference between current outcomes in schizophrenia and outcomes prior to the
advent of current treatments.
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mong the major psychiatric disorders, schizophrenia’s
longitudinal course and outcome has been studied the
most extensively (1). In part, this is because fundamental
concepts about the nature of schizophrenia were formerly
based on views about its longitudinal course. The disorder
was originally viewed as having a progressive downhill
course (2). Considerable longitudinal research has changed
this outlook to one that is less negative. These long-term
follow-up studies have provided more detailed information on
course and outcome in schizophrenia; on diagnostic issues,
specific symptoms, and problems in functioning; on
treatment; and on important prognostic factors.

A

In addition, these long-term follow-up studies—a few of
which cover periods before the introduction of psychotropic
medication—have helped to gradually strengthen the operational definitions of both the diagnosis of schizophrenia and
the definition of recovery. The outcomes of most psychiatric
disorders, as well as of most medical illnesses, show heterogeneous results that are usually divisible into the categories of
mild, moderate, and severe. Schizophrenia, however, has traditionally been associated with concepts of progression,
relapse, and chronicity. It is now possible to say with a high
degree of certainty that schizophrenia can also be grouped
with other major disorders that have a heterogeneous outcome. Some of the heterogeneity is influenced by
patient-related factors, such as age of onset, acuteness of
onset, and other prognostic factors that can influence later outcome and may be linked to the disorder’s severity (3–5).
Antipsychotic medications and responses to them have contributed to reduced morbidity and relapse rates. They have
contributed more dramatically during the acute phase of
psychosis by drastically reducing the duration and intensity of
florid psychotic symptoms.

Overview of Major North American Follow-Up
Studies of Schizophrenia Lasting 10 or More
Years
In this review, we have focused on 10 long-term studies:
9 from North America and the WHO-coordinated ISoS (6).
Most of these also have been reviewed by McGlashan (7).
Abbreviations used in this article
CFU

Chicago Follow-Up Study

ECT

electroconvulsive therapy

GAF

Global Assessment of Function Scale

GAF-D

GAF Disability Scale

ISoS

International Study of Schizophrenia
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The Iowa 500 Follow-Up Study
The Iowa 500 study is one of the landmark follow-up studies (8). It addressed important methodological issues, such as
use of control groups (both medical and psychiatric), rigorous
diagnostic criteria, and a sample of patients exhibiting a natural course without modern medication, ECT, or specific
psychosocial treatments, at least during the initial course of
their disorder. As a result, this study more completely documented the negative course of schizophrenia than did any
other long-term study (9–11). This retrospective study of
500 psychiatric patients admitted to Iowa State Psychiatric
Hospital between 1934 and 1944 used the restrictive Feighner
criteria to diagnose both schizophrenia and affective disorders (12). Over 60% of the original patients with a chart
diagnosis of schizophrenia were rejected as not meeting the
Feighner criteria. Follow-up data were acquired between
1972 and 1976, averaging roughly 35 years after the index
hospitalization; 95% of the original schizophrenia cohort
were characterized. Each of the 4 outcome dimensions (symptom severity, work history, marital status, and residential status) were scored on a 3-point scale indicating poor, fair, and
good outcome. The 200 patients with schizophrenia had a substantially poorer outcome on all outcome dimensions, compared with other psychiatric patients and nonpsychiatric
surgical patients. Despite the overall poor outcome, 30% of
the schizophrenia cohort were married, and 20% emerged
from the study symptom-free.
Vermont State Hospital Follow-Up Study
Almost at the opposite end of the recovery spectrum, the Vermont study exhibited far different results. Harding and others
conducted a retrospective study of 268 psychiatric patients
diagnosed according to DSM-I criteria, 168 of whom received
a diagnosis of schizophrenia. Patients were recruited from the
hospital if they met criteria to enter a new rehabilitation program between 1955 and 1960 (13,14). The average age at
follow-up in 1982 was 61 years for the 82 patients who further
qualified by meeting the DSM-II and DSM-III criteria for
schizophrenia. The criteria for referral to the outpatient rehabilitation program provided a selection bias for higherfunctioning patients. Also, the DSM-I diagnosis did not
require 6 months of active symptoms or dysfunction. Even so,
there was no difference in outcome among the groups diagnosed according to the DSM-I, the DSM-II, and the DSM-III.
After 20 years, 60% of the schizophrenia cohort scored over
61 on the GAF. In contrast to the Iowa study, there was no difference in outcome between schizophrenia patients and other
psychiatric patients. This was a most unusual result that has
not been replicated in any of the many other comparable
follow-up studies. Equally surprising, the schizophrenia
cohort scored very well on the Strauss and Carpenter outcome
dimensions (15), with 68% showing minimal or no symptoms
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and 61% employed in the last year of the study, although the
criteria for employment status were not reported (15). This
study of patients with schizophrenia in their 60s opens up the
possibility of some gradual improvement as patients with
schizophrenia get older. The differences in outcome between
this study and the Iowa 500 are attributable not only to diagnostic criteria and a positive selection bias but also to the fact
that the Vermont cohort of schizophrenia patients benefited
both from medication and from intensive outpatient rehabilitation (16,17).

Chestnut Lodge Follow-Up Study
A closer parallel to the Iowa 500 study was conducted by
McGlashan and others on a cohort of chronically ill,
medication-resistant patients. This study followed 532
patients discharged from Chestnut Lodge, a 90-bed private
tertiary care hospital in Rockville, Maryland, between 1950
and 1975 (18,19). (This hospital has recently closed, in part
because of the recent de-emphasis on long-term inpatient
care.) The sample predominantly comprised patients from an
upper socioeconomic background. All patients were
rediagnosed according to DSM-III criteria, and 8 different
diagnostic groups were followed, including patients with
s c h iz o p h r e n ia, s c h izo p h r e n if o r m p s yc h o s is , an d
schizoaffective psychosis. Outcome was assessed between
1977 and 1983, with an average of 15 years’ follow-up by personal interviews. On a 5-point global outcome scale, the
163 patients with schizophrenia were distributed as follows:
recovered, 6%; good, 8%; moderate, 22%; marginal, 23%;
and continuously incapacitated, 41%. The average score for
the schizophrenia cohort on a scale similar to the GAF
(Luborsky’s Health-Sickness Rating Scale, 20) was 37.

Columbia Psychiatric Institute Follow-Up Study
This retrospective study shared some similarities with the
Chestnut Lodge Study: chronic patients were selected and
treated with inpatient, psychoanalytically oriented psychotherapy. Stone and others retrospectively examined
552 patients with a DSM-III diagnosis who had at least a
3-month hospitalization at New York State Psychiatric Institute (21). Of the total number of patients, 99 met criteria for
schizophrenia. Interestingly, this was the only study to control
for IQ (it used a cut-off score of 90). Patients were followed up
for between 10 and 23 years, and 92% of the total sample completed the follow-up. The results again showed that other psychiatric patients did substantially better than the
schizophrenia patients, who, on average, had a GAF score of
39 (range 6 to 81). The cut-off for “good” or “recovered” was
a GAF score of 61, achieved by only 8% of the schizophrenia
patients.
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Vaillant’s Follow-Up Studies
George E Vaillant conducted 2 follow-up studies using
patients admitted to the Massachusetts Mental Health Center,
one of the university teaching hospitals in Boston,
Massachusetts. The first, a retrospective study, provided
important data on prognostic factors associated with outcome
in schizophrenia (22).
Vaillant’s second study attempted to identify a group of
patients who could sustain remission and to determine which
of 7 prognostic variables best predicted this positive outcome
result. He selected 51 of 56 patients from the first study who
had achieved complete remission between 1959 and 1962.
This cohort of good-prognosis patients was followed prospectively for 4 to 16 years. Sustained remission was defined by
5 conditions: freedom from psychotic symptoms for at least
1 year, freedom from Bleuler’s primary symptoms for at least
1 year, reattainment of premorbid level of adjustment, no use
of antipsychotic medication, and finally, having at least one
friend (23). Results showed that 61% of patients sustained
remissions, whereas 39% could not and developed a chronic
course. Most important, Vaillant’s hypothesis that prognostic
criteria could not discriminate outcome completely was partly
confirmed, although the successful prediction for 61% of the
schizophrenia patients does suggest some degree of accuracy.
The results also confirm that patients with schizophrenia can
sustain remissions for long periods of time (5,22). Vaillant’s
important study of prognostic variables may provide clues
concerning some of the person-related factors that contribute
to the heterogeneity often found in outcome for
schizophrenia.
Phipps Clinic Follow-Up Study
Another attempt to find predictors of outcome, or prognostic
factors, was the follow-up study conducted by Stephens and
others (3). Stephens used the Phipps Clinic in Baltimore,
Maryland, to test the predictive power of the process–reactive
distinction. This large retrospective study included
472 patients discharged with a diagnosis of schizophrenia
after their first hospital admission of at least 3 weeks’ duration. Their charts were classified as process or nonprocess and
were scored for presence or absence of 43 prognostic variables. Follow-up averaged 10 years, and 3 outcome categories
were defined. Patients considered recovered (24%) had complete recovery without evidence of further relapses and remissions. The second category, improved (46%), included
patients who showed repeated relapses and remissions as well
as those who showed continuous residual symptoms. The
third category, unimproved (30%), included patients who
remained hospitalized or who had continuous psychotic
symptoms. Stephens proved that those who were lost to
follow-up did not bias the outcome. With conclusions differing slightly from Vaillant’s, Stephens, who also contributed to
W Can J Psychiatry, Vol 50, No 14, December 2005
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the prognostic literature, was more optimistic about the value
of the process–reactive groups and the prognostic variables as
predictors of outcome (4,24,25).

bipolar disorder, and 134 patients with other types of psychotic and nonpsychotic disorders. Information was available
for another 37 patients who had died, many by suicide (36,37).

Alberta Follow-Up Study
Among the North American long-term studies, only one
Canadian study effectively controlled for geographic distribution and incidence of schizophrenia. This was the Alberta
Hospital Follow-Up Study conducted by Bland and others (26). The Alberta study drew patients equally from all
parts of the province of Alberta, Canada. Like the Vermont
study, the Alberta study also showed a more positive overall
outcome than was seen in the other studies, which relied disproportionately on city populations with potential downward
social mobility. In 1976, the first part of the Alberta study followed up 92 patients who met DSM-II criteria and who had a
first admission to the Alberta Hospital in 1963. Deceased
patients were included, and 88 patients were successfully
examined for 6 levels of outcome graded from full recovery to
chronic, unremitting institutionalization. Surprisingly, 58%
of the patients fell into the full recovery category, and only 8%
fell into the chronic category. These results were of further
interest because 45% of the patients had discontinued their
psychotropic medication 10 months after discharge from the
hospital. This finding was one of the first indications that
some patients not on psychotropic medications may have
good outcomes.

This research has used the longitudinal data to focus on
course, outcome, potential suicide, and potential recovery in
schizophrenia and bipolar disorders. It also has studied the
course of key symptoms, including psychosis, thought disorders, negative symptoms, depression, and anhedonia, as
well as major factors involved in thought disorder, psychosis,
and work disability in schizophrenia (38–42).

Bland’s group then did a second follow-up of the same
cohort (27). Stricter criteria for diagnosis, including Feighner
criteria for “probable” schizophrenia, narrowed the sample to
45 subjects. Roughly the same period (1963 to 1977) was chosen, and the same outcome criteria were used. The percentage
in the first category (fully recovered) dropped from 41% to
21%, but the extent of time on medication remained roughly
the same at 51%. This research clearly showed how strong a
role the diagnostic criteria used to select the sample played in
determining the outcome.
Chicago Follow-Up Study
One of the few prospectively designed multifollow-ups of
some length is the CFU, directed by our own research group.
In this study, which is ongoing, a large sample of patients with
schizophrenia and other types of psychotic, as well as
nonpsychotic, disorders were originally studied at the acute
phase. The same cohort was then followed up 2 years
later (28), 4.5 years later (29), 7.5 years later (30,31), 10 years
later (32,33), 15 years later (34), and 20 years later (35).
This prospectively designed study of an initially young and
relatively early-onset sample of patients (mean age at index
hospitalization, 23 years) from 2 Chicago hospitals included,
at the 15-year follow-up, 73 patients with schizophrenia,
40 patients with schizoaffective disorder, 40 patients with
Can J Psychiatry, Vol 50, No 14, December 2005 W

In terms of course and outcome for schizophrenia, on the negative side, the longitudinal data over 20 years indicated that, at
each follow-up, patients with schizophrenia showed poorer
outcomes than patients with other types of psychotic disorders. Most of these modern-day schizophrenia patients fluctuated over time between moderate disability and severe disability, with several experiencing some intervals of complete
recovery.
On the positive side, while functioning more poorly than
patients with other types of psychotic disorders, over 40%
showed periods or intervals of recovery (including both adequate psychosocial functioning and the absence of major
symptoms) that could last for several years (34). Several
schizophrenia patients from this subgroup were able to function effectively for a period of years without antipsychotic
medications. Most of this smaller subgroup were schizophrenia patients with better premorbid developmental achievements and more internal resources, which played a large role
in their relatively favourable course while they were
untreated. A methodological caution for other studies is that
these untreated patients who left the mental health caretaking
system are not included in some of the other follow-up studies, nor are they included in many of the classical
medication-versus-placebo studies, since they are less likely
to come to the attention of clinicians and researchers who
work with and study patients in treatment clinics.
The longitudinal design comparing control groups with other
types of psychotic disorders and also patients with bipolar
mania has produced findings indicating that 1) thought disorder is not continuous over time in all or most patients with
schizophrenia, as Bleuler had originally proposed; and
2) thought disorder is not unique to schizophrenia and is a factor in acute mania in patients with bipolar disorder (43,44).
Similarly, other data have indicated that negative symptoms
are not unique to schizophrenia and are not continuous in all
patients with schizophrenia (45,46).
The CFU also has shown that schizophrenia patients have
greater vulnerability to subsequent depressive syndromes
than was once thought (65% by the 20-year follow-up),
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although some, and perhaps much, of this relatively high rate
is linked to the use of first-generation antipsychotics (47).

all the difference in outcome between developed and
developing countries (66).

The CFU was one of the early studies to show that, when followed longitudinally, patients with bipolar mania taking lithium do not have the 70% to 80% success rate indicated by
earlier data (48,49).

Assessed only according to the Bleuler Scale for outcome, the
living ISoS subjects did well, with 56% of the incidence
cohort and 60% of the prevalence cohort scoring a 4 (recovered). However, assessed with both a Bleuler Scale score of 4
and a GAF-D score of greater than 60, only 37.8% of subjects
with schizophrenia and 54.8% of subjects with other psychoses within the incidence cohort would be rated as recovered.
Again, if treatment received within the past 2 years was controlled for, only 16.3% of subjects with schizophrenia and
35.8% of subjects with other psychoses in the incidence
groups qualified as recovered. Even using the strictest criteria
for recovery, there remained some level of symptoms and disability among some recovered patients.

Washington International Pilot Study of Schizophrenia
Follow-Up
The other prospective study among the North American group
is the 11-year follow-up of the Washington, DC, cohort of the
International Pilot Study of Schizophrenia carried out by
Carpenter, Strauss, and others (50–53). The sample comprised 131 patients admitted to psychiatric units of general
hospitals in Prince George’s County, Maryland, in
1968–1969. Only acute and subacute patients diagnosed
according to DSM-III and ICD-9 criteria were included, and
the study followed 55 patients assessed at 5 and 11 years. Outcome was multidimensional and showed no significant difference in outcome status between the 5-year and 11-year
periods (53). On all outcome dimensions, which included
work status, hospital use, symptom severity, social functioning, and global outcome measure, schizophrenia patients
showed poorer outcome than patients with such other psychiatric disorders as bipolar disorder. An important contribution,
emphasized in the Carpenter–Strauss research, is that different outcome dimensions often only show modest to moderately strong relations to each other, rather than very strong
relations. Carpenter–Strauss emphasize that these outcome
dimensions represent loosely linked dimensions or, as they
put it, an open-linked system of outcome (51,53).
WHO Study
In addition to the North American long-term studies discussed
above, there are other important studies from North America,
Europe, and Asia (54–65). The WHO Study, known as the
ISoS, included an American component and is important
enough that we briefly summarize a few of its results. In the
ISoS, a total of 1633 subjects were followed up at 15 and 25
years; this sample comprised 14 culturally diverse treated
incidence cohorts and 4 prevalence cohorts (6). The ICD-10
was used to subcategorize diagnostically the surviving participants in the study. Important findings that emerged from the
ISoS study were data indicating that outcome in schizophrenia in developed industrialized countries is poorer than in
developing countries. Possibly, greater tolerance and a more
benevolent attitude exists in developing countries toward
some of the symptomatic and poorer-functioning patients;
this may contribute to the view that these patients are functioning moderately well, with some of their problematic feat u r e s b e i n g d o w n p l a y e d . H o w e v e r , mo r e r e c e n t
epidemiologic analysis suggests that this cannot account for
896

Other Factors to Consider Concerning the
Longitudinal Course of Schizophrenia
Several factors in relation to course and outcome should be
c o n s i d e r e d . Th e r e l a t i v e l y r e c e n t ad d i t i o n o f
neuropsychological measures of neurocognitive impairment
in outcome studies and the emerging connection between
neurocognitive deficits and poorer outcome in schizophrenia
has strengthened the hypothesis that there is a substantial
neurodevelopmental component in the etiology of schizophrenia (67,68). The role of second-generation or atypical
antipsychotics in preserving cognitive function in patients
with neurocognitive deficits and in limiting the progression of
negative symptoms is only now being scrutinized in
follow-up studies (69). Our own data (from the CFU Study)
suggest that first-generation antipsychotics increase the rate
of depressive syndromes in schizophrenia patients and that
second-generation antipsychotics do not induce such
syndrome (35,47).
Of central importance, there is now evidence that a moderate
number of schizophrenia patients do have complete symptomatic remissions without further relapses, at least for a good
period of time, and that some of these patients do not require
maintenance medication (35,70). In addition, both the prognostic studies and the long-term follow-up studies indicate
that patient-specific factors can strongly affect an individual’s
resilience in overcoming psychotic episodes. As mental
health professionals, we sometimes overemphasize our treatments and forget the importance of patient efforts and the
importance of the patient’s internal resources in his or her
improvement and possible recovery (71). This also speaks to
the current criticism of “one size fits all” therapies or simple
treatment algorithms that ignore individual differences (72).
There are, however, serious challenges that need to be
addressed in the future. It would be desirable to standardize
methodology across follow-up studies, as was first attempted
W Can J Psychiatry, Vol 50, No 14, December 2005
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in the WHO study (6). To some degree, integrating the outcome field within the vast body of schizophrenia research has
been compromised by the following factors: 1) low comparability of long-term follow-up studies, arising from differing
criteria for both diagnosis and outcome variables; 2) different
statistical analyses; 3) the fundamental division between the
European phenomenological and the North American
criterion-based approaches; 4) selection biases between inpatient and outpatient indexing; and 5) prospective and
retrospective designs.
McGlashan’s 1988 and 1991 reviews of North American longitudinal outcome studies provide a point of origin to appraise
both the strengths and the weaknesses of the outcomeresearch field (7,73). Historically, the Iowa 500 study was the
first study to compare outcome in schizophrenia patients with
a comparison group of medical patients and other psychiatric
patients while using rigorous, modern diagnostic criteria. This
study established the expected result that schizophrenia
patients fared worse than patients with other psychiatric conditions and other medical disorders. However, the Feighner
criteria (which are extremely narrow diagnostic criteria) were
used to diagnose schizophrenia, which created a selection bias
toward severity in course. Nevertheless, these findings were
replicated by the Chestnut Lodge Follow-Up Study, which
used the more inclusive DSM-III criteria. This study also
showed that schizophrenia patients have poorer outcomes
than patients with schizoaffective disorder, schizotypal personality, and borderline personality disorder (74). Finally, our
own prospectively designed follow-up study has also consistently found large significant differences in course and outcome when schizophrenia patients are compared with patients
having other psychotic and nonpsychotic conditions (31,
32,34,35). Of the studies McGlashan examined, only the
Vermont study contradicted these results, finding no difference in outcome between schizophrenia patients and other
psychiatric patients. A subsequent analysis of this study, however, revealed several factors that may have influenced its
results. First, the average age of onset was substantially older
(this is a favourable prognostic factor). Second, some patients
were later rediagnosed as having a nonschizophrenic psychiatric disorder; there was a strong selection bias toward including them in the program and then studying high-functioning
patients because the “best workers in the hospital” were
thought to be the most appropriate patients for the study (7).
McGlashan’s review also supports a long-held clinical observation of European follow-up studies that schizophrenia plateaus several years after onset. In a New York City outpatient
clinic follow-up study that used outpatients for the index episode (75), 63% of patients who were rehospitalized were
admitted during the first 2 years of the follow-up. Even the
Vermont follow-up showed a definite stabilization and
Can J Psychiatry, Vol 50, No 14, December 2005 W

gradual improvement after 5 years. Despite the fact that a plateau or stabilization process appears to occur, this does not
imply homogeneity in the outcome of the later course of the
illness. Rather, there is partial independence of outcome variables in the broad mid-range of the spectrum, and there can be
a high degree of divergence among individuals (76). Also, this
stabilization process does not protect against a relatively high
mortality rate, which remains higher than that of most other
psychiatric patient groups. Overall, the lifespan for schizophrenia patients is shortened by approximately 10 years for
men and 9 years for women (77). The suicide rate was 8% in
the Chestnut Lodge Follow-Up Study and as high as 10% for
the Columbia Psychiatric Institute and Iowa 500 studies. In
our own longitudinal study, the rate of completed suicides was
about 10% by the 10-year follow-up (29,36) and over 12% by
the 20-year follow-up. Medical conditions, especially
infections and circulatory diseases, also contribute to the
increased mortality of schizophrenia patients (78).
The fundamental question raised by McGlashan’s review is
still with us today: how much of the heterogeneity in outcome
found in schizophrenia is due to the methodological differences in the studies, and how much is due to actual etiologic
subtypes or separate pathophysiological trajectories within
the disorder itself that interact with environmental factors?
McGlashan’s answer to this question was to divide chronicity
into 4 variables that could be measured within 3 of the 10 studies he reviewed, given their overlapping methodologies. The
results may have been independent of treatment, and
McGlashan concluded that “long-term follow-up studies have
yet to demonstrate clearly the effects of treatment on the natural history of schizophrenia” (7, p 531). One of the critical
problems here is the difficulty in following up patients who
leave the mental health care system so that they can be compared with a treatment group. Fenton and McGlashan concluded, and our data agree, that some of the schizophrenia
patients who leave the mental health care system, and thus are
usually not included in treatment studies, are patients who
have recovered (35,70). Further, some outcome studies that
followed patients retrospectively all the way back to before
the medication era found little difference in outcome, compared with later studies (25); however, others believe that,
because of modern hospital care, short-term hospital stays,
and widespread use of antipsychotic medication as well as
psychosocial treatments, fewer schizophrenia patients are
dying from multiple medical diseases and fewer are becoming
long-term, chronically institutionalized patients.
These follow-up studies again show heterogeneity in
long-term outcome, with between 21% and 57% showing
good outcome, depending on the strictness of the criteria used
to diagnose schizophrenia. The strictness of diagnosis appears
to be related to the degree to which affective symptoms are
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excluded, since they are associated with better outcome when
present during the acute phase. Also, some of these studies
measured negative symptoms, which seem to be associated
with cognitive impairments, poor outcome, and work and
social impairment. Some of the studies from the Carpenter–
Kirkpatrick research group (79,80) have led to a reframing of
the concept of negative symptoms, with a focus on an important subgroup of schizophrenia patients who have a more
enduring type of negative symptoms, labelled “deficit syndrome,” and who have poorer outcomes, as well as other
important differences.

Overall Outlook
When one surveys the research on long-term course and outcome in schizophrenia, one can find several flaws in the studies outlined above. These include, among others, a lack of
uniform criteria used to diagnose schizophrenia, a lack of uniform assessment methods, different statistical approaches, a
lack of clarity regarding the stages of the disorder at which
patients were being studied, and the study of patients under
different treatment regimes. At the same time, while each of
the studies is imperfect, each has produced some unique
advances in the field. In addition, when considered as a group,
they have substantially increased our knowledge of schizophrenia and provided many new leads concerning issues
about schizophrenia that need further study. In regard to our
current knowledge of course and outcome in schizophrenia,
the studies have provided data showing both negative and
positive aspects of outcome. On the negative side, the
long-term studies that compare schizophrenia patients with
other types of patients have produced data indicating that,
even with current treatments, schizophrenia patients as a
group show poorer outcome than patients with other types of
psychiatric disorders; in this sense, schizophrenia is a
poor-outcome disorder. On the positive side, these studies
have provided important data on prognostic factors, as well as
overwhelming evidence that very few patients with schizophrenia show a progressive downhill course and that a subgroup of schizophrenia patients shows intervals or periods of
recovery. However, still open to question is the percentage of
patients with schizophrenia who have this potential for
recovery as well as all the factors involved in facilitating
recovery.
Overall, we now have a much better understanding of how the
course of schizophrenia differs from that of other disorders,
and we have been alerted to the danger of suicide and early
death among schizophrenia patients. We have also been
alerted to potential problems in the management and treatment of schizophrenia as well as the possibility of intervals or
periods of recovery. Even the heterogeneity that has been
found should alert us to explore in greater detail the internal
898

characteristics of our schizophrenia patients that lead to this
heterogeneity.
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Résumé : Le résultat à long terme de patients souffrant de schizophrénie : une analyse
Objectif : Examiner les études empiriques qui évaluent le résultat de patients souffrant de
schizophrénie et qui estiment le degré auquel le résultat déclaré est influencé par la méthodologie de
recherche, les variables du traitement, les facteurs pronostiques, les facteurs épidémiologiques et la
résilience des patients.
Méthode : Nous avons examiné des études qui utilisaient des sujets témoins et duraient dix ans ou
plus, et les avons comparées quant à la méthodologie de recherche et au choix des variables de
résultat.
Résultats : Comme d’autres maladies mentales ou maladies somatiques en général, le cours naturel
de la schizophrénie s’est avéré comporter trois divisions : doux, modéré et grave. Même s’il y avait
beaucoup de variance dans les résultats des différentes études examinées, la schizophrénie est
néanmoins un trouble dont le résultat est relativement mauvais. Les patients souffrant de
schizophrénie montraient de façon constante des cours et résultats plus mauvais que ceux des patients
souffrant d’autres troubles psychiatriques psychotiques et non psychotiques. Du côté positif, les
sous-groupes de patients souffrant de schizophrénie avaient des périodes de rémission prolongées —
certains sans les avantages d’un traitement de suivi prolongé en santé mentale — et les patients
souffrant de schizophrénie ne montraient pas de cours descendant progressif.
Conclusion : Tout en documentant l’hétérogénéité des résultats et les résultats généralement mauvais
des patients souffrant de schizophrénie, les études examinées nous avertissent aussi du danger de
suicide et de décès précoce dans la schizophrénie. En outre, elles exposent les problèmes de prise en
charge et de traitement cliniques, et nous aident à prévoir la possibilité d’intervalles ou de périodes de
rémission, dont certains apparaissent spontanément et peuvent être liés aux facteurs individuels du
patient, comme la résilience.
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