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Latent profile analysis identifies four different clinical
schizophrenia profiles through aberrant salience
Matteo Aloi 1, Renato de Filippis 2, Elvira Anna Carbone 2, Marianna Rania 3, Angela Bertuca4, Marisa Golia4, Rosina Nicoletta4,
Cristina Segura-Garcia 5 and Pasquale De Fazio 2✉

Understanding the role of aberrant salience (AS) in psychosis is crucial for comprehending schizophrenia spectrum disorders
(SSDs). Researchers emphasize the importance of salience attribution in schizophrenia, acknowledging its interaction with
environmental stressors and multiple neurotransmitter systems. Childhood trauma and adversities (CTA) play a significant role in
SSDs, potentially contributing to prodromal symptoms characterized by AS. While empirical evidence supports the relationship
between AS and SSD, the interplay between different AS patterns, CTA, and psychotic symptoms remains unclear. Clinical
diagnosis followed DSM-5 criteria, and participants completed assessments including the Aberrant Salience Inventory (ASI),
Childhood Trauma Questionnaire – Short form (CTQ-SF), and Positive and Negative Symptom Scale (PANSS). Latent profile analysis
(LPA) was employed to identify distinct AS profiles within the sample, with subsequent analyses examining differences in
psychopathological variables among these profiles. Among 262 participants, four distinct AS profiles emerged from LPA: low AS,
high AS with severe symptoms and CTA, intermediate AS with sexual abuse correlation, and chronic AS with specific childhood
trauma associations. Profile distinctions included differences in age, hospitalizations, psychotic symptoms, and CTA. Logistic
regression analyses showed significant associations between the four profiles and emotional and sexual abuse, physical neglect
and clinical variables. Subtyping individuals with SSD based on AS revealed four distinct profiles, each with unique clinical
characteristics and associations with CTA. Future studies should investigate whether these profiles correspond to diverse
treatment outcomes. These findings highlight the complexity of schizophrenia presentation and underscore the importance of
considering individualized diagnostic and therapeutic approaches.
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INTRODUCTION
The construct of aberrant salience (AS) is intimately connected to
the psychopathology of psychosis, characterized by the attribu-
tion of undue importance to normally insignificant stimuli1,2. This
cognitive mechanism is linked to dysregulated dopaminergic
neurons and significantly contributes to the onset and continua-
tion of psychotic disorders by promoting delusional ideation3.
Kapur suggests that dysregulated mesolimbic dopaminergic
signaling aligns with the abnormal attribution of salience
observed in psychosis4. Consequently, there have been sugges-
tions to recognize the importance of salience attribution in
diagnostic classifications of schizophrenia5. However, the dopa-
mine hypothesis has also faced numerous criticisms, outlining
significant limitations6,7, since it is more accurately described as
addressing the pathophysiology rather than the etiology of
schizophrenia. Its limitations in explaining symptoms beyond
psychosis, along with evidence of the involvement of other
neurotransmitters such as glutamate and adenosine, point to a
broader view of the disease8. Therefore, researchers and clinicians
have attempted to update the Kapur’s hypothesis, grounding its
neurobiological basis in subsequent empirical discoveries. They
particularly focus on the Salience Network and its interaction with
other functional networks9,10, which are modulated by environ-
mental stressors11. In this regard, psychosocial stressors, such as
childhood trauma and adversities (CTA), migration, and urban

living, have been linked to various psychiatric disorders, including
schizophrenia, and might mediate the association between the
salience network and aberrant functional networks associated
with disruptions in corticostriatal connectivity and abnormalities
in salience processing. Consequently, dysfunction in these
mechanisms due to prolonged exposure to stress may offer
insights into how common environmental factors contribute to a
wide array of psychotic symptoms12. In doing so, they avoid
oversimplifying the etiology of psychosis to the action of a single
neurotransmitter. This approach aligns with research demonstrat-
ing abnormalities in multiple neurotransmitter systems in
psychosis, including glutamate, GABA, and serotonin13.
Among environmental stressors, CTA seem to play a key role in

the onset, development and maintenance of schizophrenia
spectrum disorders (SSDs)14,15. Indeed, the duration and severity
of psychotic episodes, as well as the emerging psychopathological
dimensions, could also be related to specific features of CTA16. In
this context, CTA can be seen as a distal risk factor contributing to
the prodromal stage characterized by AS.
While some empirical evidence supports the relationship

between AS and SSD17–20, it remains unclear whether different
patterns of AS are linked to CTA and psychotic symptoms in
patients with SSD. Specifically, a deeper understanding of the
heterogeneity in their presentations is needed. In this framework,
latent profile analysis (LPA) emerges as a fitting method for more
accurately profile and characterize individuals displaying distinct
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patterns of AS21,22. LPA serves as a valuable tool for conducting
person-centered analyses, which stand apart from variable-
centered methodologies. Essentially, LPA is a statistical procedure
that employs continuous variables (i.e. indicators) to reveal hidden
subgroups within a given population (i.e. latent profiles) based on
specific variables of interest. This methodology operates under
the premise that individuals can be assigned to different profiles
or groups with different probabilities23.
Currently, there are no studies in the literature that have

investigated the relationship between AS, CTA, and psychotic
symptoms in SSD patients using LPA. Hence, it would be very
useful, from a clinical point of view, to shed light on the
relationship between these dimensions by investigating different
subgroups characterized by specific AS symptoms in order to
structure more targeted interventions in the clinical practice.
Based on the above, the present study seeks to investigate the

heterogeneity of AS symptoms within a group of patients with
SSD using LPA. The first aim is to use LPA to identify potential
hidden profiles with different AS symptoms. Next, we analyze
distinctions between individuals within each profile regarding
psychopathological variables, including CTA, psychotic symptoms,
and clinical data such as age of onset of the disorder and number
of hospitalizations. Finally, logistic regression models are used to
explore relationships between profile memberships and the
variables of interest. Even though this study is exploratory, we
formulate several hypotheses about aberrant salience profiles
based on the existing literature. We hypothesize that one profile
would be characterized by high levels of AS associated with severe
positive psychotic symptoms. Another profile was expected to
feature low levels of AS, associated with milder positive psychotic
symptoms. Additionally, we predict a third profile characterized by
moderate levels of AS, with a mix of both positive and negative
psychotic symptoms.

METHODS
Participants
Partakers eligible to participate were chosen from individuals who
sought treatment at the Psychiatry Unit of the University Hospital
“Renato Dulbecco” of Catanzaro (Italy), and at the outpatient unit
of the Centro di Salute Mentale of Lamezia Terme (Catanzaro),
between July 2020 and February 2024. Inclusion criteria required
that participants: 1) be between 18 and 65 years old and able of
providing valid informed consent; 2) have been diagnosed with
schizophrenia or schizoaffective disorder by a senior psychiatrist
following the DSM-5 diagnostic criteria24; and 3) have been under
the unit’s care for a minimum of 12 consecutive months.
Clinical diagnosis was made using the Structured Clinical

Interview for DSM-5 (SCID-5-CV)25, in accordance with DSM-5
criteria24, by a psychiatrist experienced in performing neuropsy-
chiatric assessments.
Participants were excluded if they met any of the following

criteria: 1) diagnosis of dementia, intellectual disability, or
other severe medical conditions associated with secondary
psychiatric symptoms that could potentially skew the assess-
ment; 2) diagnosed with a substance use disorder in the past
six months; 3) inability to complete the assessment due to
conditions such as language disorders or a lack of proficiency
in the Italian language; and 4) failure to provide valid informed
consent for participation in the study procedures.
This study adhered to the ethical principles outlined in the

updated Declaration of Helsinki26 and received approval from the
Ethical Committee of the “Regione Calabria, Sezione Area Centro”
(identifier: Prot. 66/15.03.2018). Before completing the question-
naires, participants provided written informed consent.

Measures
Clinical and sociodemographic characteristics. An ad hoc form
was completed to assess demographic and clinical characteristics
of participants. Information collected included psychiatric history,
age at first onset of symptoms, duration of untreated psychosis
(DUP), previous admissions to psychiatric hospitals, and treatment
with antipsychotic medications. The prescribed daily dosage of
antipsychotics was standardized to the equivalent daily dose of
chlorpromazine, following international consensus27.

Assessment
Participants completed the following set of questionnaires:

● The Aberrant Salience Inventory (ASI)28, a self-administered
assessment comprising 29 items with binary (yes/no)
responses, designed to gauge individual tendencies towards
aberrant salience and susceptibility to psychosis. This scale
explores five dimensions: feelings of increased significance
(FIS, 7 items), sense sharpening (SS, 5 items), impending
understanding (IU, 5 items), heightened emotionality (HE, 6
items), and heightened cognition (HC, 6 items). The overall
severity of aberrant salience is derived from the total score
across all factors (ranging from 0 to 29) used for analysis. The
Italian adaptation of the ASI29 utilized in this study demon-
strated satisfactory psychometric properties. The Kuder-
Richardson 20 coefficient, which is analogous to Cronbach’s
alpha for dichotomous data, was 0.92 in this study.

● The Childhood Trauma Questionnaire Short-Form (CTQ-SF)30 is
a self-administered assessment comprising 28 items, utilizing
a Likert-type response scale ranging from 1 (never) to 5 (very
often). This questionnaire describes five subscales: emotional
abuse, physical abuse, sexual abuse, emotional neglect, and
physical neglect. In this study, internal consistency was
evaluated using McDonald’s omega, yielding the following
values: physical abuse (0.84), emotional abuse (0.88), sexual
abuse (0.84), emotional neglect (0.91), and physical neglect
(0.85).

● The Positive and Negative Symptom Scale (PANSS)31 is a
standardized clinical interview utilized to assess the severity
and occurrence of positive and negative symptoms, along-
side general psychopathology, among patients with schizo-
phrenia in the preceding week. This instrument consists of
30 items using a Likert-type response scale ranging from
1 (absent) to 7 (extreme). Specifically, the positive and
negative symptom subscales each contain seven items (score
range: 7–49), while the general psychopathology subscale
encompasses 16 items (score range: 16–122). The McDo-
nald’s’ omega were: 0.85, 0.88, 0.89 for PANSS positive,
negative and general respectively.

All measures were administered in a single session by the same
trained practitioner, following this order: socio-demographic data
collection, PANSS, ASI, and CTQ. The entire assessment took
approximately 60 min to complete.

Statistical analyses
The analyses were conducted using SPSS Version 26.0 and R
Version 4.3.1, with the tidyLPA package32. To determine the
number of profiles within the sample, models ranging from one to
five profiles were assessed using information statistical criteria,
including Consistent Akaike’s Information Criteria (cAIC), Bayesian
Information Criteria (BIC), sample size-adjusted BIC (saBIC), and
approximate weight of evidence criterion (AWE). Lower values
of these indices indicate higher predictive accuracy. Participant
classification accuracy was assessed utilizing standardized
entropy, with values ranging from 0 to 1. Values surpassing .80
indicate robust group differentiation33. Regarding sample size,
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there is no definitive recommendation for the minimum sample
size in LPA34.
To empirically distinguish profiles linked to aberrant salience

impairments in individuals with SSDs, we conducted an LPA based
on their scores across the five subscales of the ASI.
Following the identification of an LPA solution, individuals were

assigned to a class based on their most likely class membership. In
case of departure from the homoscedasticity assumption, Welch
ANOVA, followed by Dunnet T3 post hoc tests, was employed to
identify differences among the empirically derived profiles in the
self-reported measures.
Finally, logistic regression models were employed to explore

relationships between profile memberships and the variables of
interest (i.e. clinical characteristics, CTA, PANSS symptomatology).
Statistical significance was defined at p < 0.05.

RESULTS
Description of the sample
Of the 281 patients initially contacted for the study, 22 were
excluded during the screening or enrollment phase for the
following reasons: nine patients (3.2%) were deemed ineligible
due to an active substance use disorder; seven (2.5%) withdrew
before completing the assessment and were consequently
excluded; and six (2.1%) met the exclusion criteria for intellectual
disability. Thus, a total of 262 patients (N= 221 schizophrenia,
N= 41 schizoaffective disorder) met,inclusion criteria and were
enrolled with a dropout rate of 7.8%.
In the final sample, 165 (63.0%) individuals identified them-

selves as males and 97 (37.0%) as female. The mean age of
participants was 42.9 ± 13.3 years and the mean years of
education was 11.3 ± 3.8. Most participants (71%) reported no
familial history of SSD. Finally, the majority of the sample was
single (80.6%) and unemployed (51.1%). All enrolled patients were
taking antipsychotic therapy at the time of enrollment. Table 1
presents the socio-demographic characteristics of the sample.

Latent profile analysis
Among the statistics evaluated to compare model fit, the 4-class
solution emerged as the most balanced option. Notably, the
elbow plot showed a more pronounced shift in information
criteria between the 3- and 4-profile models (Fig. 1). overall, the
four-class model appeared to offer the best fit to the data. This
model demonstrated the lowest values for AIC, cAIC, BIC, saBIC,
and AWE. Additionally, the four-class model showed the highest
entropy (.84), indicating a clear distinction between profiles33.
This solution revealed a baseline profile with low ASI scores

in all domains, comprising 61 (23.3%) participants (Profile 1). In
contrast, a second class consisting of 56 (21.4%) participants
exhibited high aberrant salience impairment in all ASI domains
(Profile 2). Interestingly, a third (N= 56, 21.4%; Profile 3) and a
fourth (N= 89, 34%; Profile 4) profiles showed a mirrored trend
across ASI score domains. Specifically, members of Profile 4
reported high scores on feelings of increased significance,
impending understanding, and heightened emotionality, whereas
those in Profile 3 showed high scores on sense sharpening, and
vice versa. Both profiles showed similar scores in heightened
cognition (Table 2).
Figure 2 illustrates the standardized group means across ASI

dimensions for the four-profile solution.

Comparison of psychopathological variables between the four
profiles
Differences were found in age and hospital admissions, with
members of profile 4 reporting a higher mean age than those in
the Profiles 1 and 3; conversely, Profile 2 showed a higher number
of hospital admissions than Profiles 1 and 4. No differences were
found in DUP and age of onset among the four profiles.
Regarding the average dose of chlorpromazine equivalents, the

only difference was that Profile 2 reported the highest average
dose compared to Profile 1.
In terms of the mean scores for the variables of interest, no

significant differences were found across the three PANSS
dimensions.
Finally, with respect to CTA, both Profile 2 and Profile 4 reported

higher scores on all CTQ subscales than Profiles 1 and 3, except for
sexual abuse, where members of Profiles 2 and 3 reported higher
scores than Profiles 1 and 4.

Association between group membership and
psychopathological variables
A sequence of univariate logistic regressions with multinomial
outcomes was conducted to assess the relationships between
group membership and the variables of interest (Table 3), with
adjustments made for their common variance. A high age of
onset, low levels of emotional abuse, and low levels of physical
neglect were associated with Profile 1. Furthermore, individuals
with a higher number of hospital admissions had higher odds of
belonging to Profile 2, whereas those with high scores for sexual
abuse were more likely to be classified in Profile 3. Finally,
individuals with high levels of emotional abuse and physical
neglect and a low number of hospital admissions were more likely
to be in Profile 4.

DISCUSSION
This research is the first attempt to identify potential hidden
profiles of stable patients suffering from schizophrenia and
receiving antipsychotic treatment according to their AS, and to
discriminate their clinical characteristics based on childhood
traumas, positive, negative and general psychotic symptomatol-
ogy and clinical variables (i.e. frequency of hospitalizations, age of
onset, etc.). In addition, we examined the differences between

Table 1. Socio-demographic and clinical characteristics of the whole
sample.

N= 262

Fr %

Mean age (years)a 42.9 (13.3)

Sex Male 165 (63.0)

Female 97 (37.0)

Civil status Married 37 (14.1)

Divorced 14 (5.3)

Single 211 (80.6)

Education (years)a 11.3 (3.8)

Employment Employed 40 (15.3)

Unemployed 134 (51.1)

On pension 22 (8.4)

Unpaid activity 46 (17.6)

Invalid/Retired 20 (7.6)

Diagnosis Schizophrenia 221 (84.4)

Schizoaffective Disorder 41 (15.6)

Familiarity for psychosis Yes 76 (29.0)

No 186 (71.0)

aData are expressed as means and (standard deviation).

M. Aloi et al.

3

Published in partnership with the Schizophrenia International Research Society Schizophrenia (2024)    93 



profiles concerning various psychopathological variables, includ-
ing CTA, psychotic symptoms, and clinical data such as the age of
onset of the disorder and the frequency of hospital admissions.
The present results partially confirmed our hypotheses. This

analysis identified four distinct profiles. As anticipated, we found a
high AS/high psychotic symptoms profile (Profile 2) and a low AS/
low psychotic symptoms profile (Profile 1). However, instead of a
single intermediate profile, our findings revealed two intermediate
AS profiles (Profile 3 and Profile 4).
Profile 1 is characterized by low levels of AS, as well as milder

positive, negative, and general psychotic symptoms. Although
these differences are not statistically significant, Profile 1 also
exhibits a low impact from CTA and a later age of onset. This
combination of features and outcomes suggests a less severe
condition with fewer risk factors typically associated with youth.
This data is particularly relevant due to the limited research on
these specific aspects. In fact, if on the one hand a high level of AS,
especially if juvenile, intuitively and scientifically correlates with
higher psychotic symptoms, the opposite, although conceivable, is
not widely investigated3,35. Furthermore, the higher age of onset
observed in this group may support the thesis that lower levels of
AS are associated with later onset. This is because marked AS is
often linked to abnormal dopaminergic circuits and structural
brain anomalies, which are typically associated with an earlier and
more acute onset of psychotic symptoms36. Therefore, the later
onset seen in this group could suggest that underlying biological
vulnerabilities, such as these aberrant circuits and abnormalities,
are less pronounced, thus contributing to a later and potentially
less severe manifestation of the disorder.
Profile 2 presents a high level of AS in all domains, associated

with more marked psychotic symptoms, greater number of
hospitalizations and high level of childhood trauma, outlining a
juvenile, acute and severe clinical manifestation. This too finds
support in the literature on the subject, which has long supported
the idea of a mediating effect of aberrant salience between
childhood traumas and psychotic symptoms, which would be
more marked when the other two variables are present19,37.
Consequently, some authors have proposed that AS could be
directly correlated not only with general psychotic symptoms but
specifically with first-rank symptoms, and, therefore, ASI could
serve as a tool for delineating psychopathological dimensions
within the schizophrenic spectrum, rather than relying solely on
categorical diagnoses38. Furthermore, the most striking result was
the association between the frequency of hospitalizations and
membership in the identified profile. It is crucial to emphasize that
a higher frequency of hospital admissions indicates more relapses,

with a known detrimental impact on the prognosis of the
disorder39–41. In summary, the characteristics of Profile 2 under-
score the critical need for early intervention and targeted
treatment strategies to mitigate the long-term impact of frequent
hospitalizations and severe psychopathology in this high-
risk group.
Profile 3 involves intermediate levels of AS, with a marked sense

sharpening and a significant association with childhood sexual
abuse. Therefore, it could be speculated that this condition could
be related to the presence of a sexual trauma as a triggering
element even in the absence of a high initial level of other
psychopathological elements. This association of variables also
finds support in the literature, if we consider how sexual abuse in
childhood impacts the possibility of developing major psychiatric
disorders in adulthood42,43. These mechanisms of this connection
are undeniably intricate, with hints of cross-contributions at
genetic, neurophysiological, behavioral, cognitive, and emotional
levels44Most theories highlight that child sexual abuse emerges as
a an important precursor to psychosis, offering theoretical insights
into the generation of psychotic symptoms and clinical pathways
to improve cognitive-behavioral treatment approaches45,46.
Finally, Profile 4 appears to be characterized by a high level of

feelings of increased significance, impending understanding, and
heightened emotionality among the ASI domains, with a reduced
number of hospitalizations and higher average age. Further,
belonging to this profile is associated with high level of physical
neglect and emotional abuse. This description seems to match
that of a chronic and less productive condition, with fewer positive
symptoms and acute relapses, not necessarily corresponding to a
less severe form in the past, but certainly no longer as active
anymore. This is not surprising given the history of schizophrenia,
its nomenclature, its chronic-relapsing natural history and the high
risk of cognitive impairment associated with it47. In the context of
CTA, our findings are consistent with those of Gil and colleagues,
who investigated the impact of specific types of childhood
adversity on functional capacity in schizophrenia. They found a
significant correlation between disability in schizophrenia and
experiences of physical neglect and emotional abuse. Particularly
notable was the strong association between functional outcome
and physical neglect48. What had not been sufficiently explored
before is the association between different levels of AS and CTA.
Although our study provides cross-sectional data and does not
track changes in AS over time, it is conceptualized that AS could
vary similarly to other clinical and psychopathological variables,
such as the number of relapses, hospitalizations, and symptoma-
tology (e.g., positive, negative and general). Future longitudinal

Fig. 1 Fit indices for the latent profile analysis of the ASI. Information criteria values are shown on the left, and entropy values are shown on
the right.
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studies would be necessary to explore how AS changes over time
and its relationship to these variables. The diminished cognitive
engagement and emotional reactivity in Profile 4 may contribute
to the reduced frequency of acute episodes, suggesting a state of
cognitive impairment where the individual experiences less
pronounced symptom fluctuations but continues to be affected
by the long-term effects of prior trauma and ongoing cognitive
impairment.
Finally, it is relevant to note how a clinical stratification of

schizophrenia is not only desirable, to better characterize the
syndrome, but also emerging in the literature. In fact, our results fit
into a context of growing evidence regarding the characterization
of schizophrenia in different phenotypic profiles based on gray
matter volume, neurocognition, polygenic risk scores, and long-
itudinal functioning trajectories49,50.
While the innovative viewpoint presented in this research offers

the potential for a more precise delineation of the existing clinical
phenotyping of schizophrenia based on the interrelationships
among childhood trauma, AS, and psychotic symptomatology, it is
crucial to consider several limitations when interpreting these
findings, which make it difficult to generalize the results to the
entire population with schizophrenia.
First, the retrospective nature and self-report modality of CTQ

and ASI may be influenced by recall biases, which could
compromise accuracy and validity, thus influencing the observed
number of profiles. However, this limitation is partially addressed
by studies showing a strong validity of these instruments even in
populations affected by schizophrenia and with a long history of
illness37.
Secondly, our sample consisted of individuals undergoing

antipsychotic treatments. While this adheres to clinical standards
and international treatment guidelines and evidence51, it could
potentially affect the expression and associations between AS and
positive/negative symptoms. Thus, to attain a more comprehen-
sive understanding, it is advisable to replicate our findings in a
drug-naïve sample, preferably at the onset of the disorder or
within an at-high-risk population35,52, in order to mitigate this
potential bias. Third, the cross-sectional nature of the current
study precludes adequate interpretation of the derived clinical

profiles on temporal stability, illness trajectory, or outcomes of
symptomatology in schizophrenia. Future research should employ
a longitudinal approach, allowing for profile stability assessment,
assessment of premorbid adjustment profile stability, and predic-
tion of covariates using latent transition analysis (LTA). Lastly, it is
unclear whether clinical profiles simply reflect a linear severity
continuum or if they represent distinct variations in a subset of
individuals that correspond to different underlying biological
mechanisms, trajectories, or prognoses.
The implications of the study have significant relevance for

clinical practice. On one hand, these findings align with prior
research, suggesting that the diagnosis of schizophrenia alone
does not allow us to understand the broad clinical and phenotypic
complexity of this disorder, which may present completely
different pictures53–55. Our results also emphasize the importance
of reinforcing social adjustment during the prodromal phase to
improve patients’ subjective disorder assessment. Social adjust-
ment during this critical phase can significantly influence how
individuals perceive and interpret their early symptoms, which
may affect their willingness to seek help and adhere to treatment.
Establishing stronger social connections and support systems
early on can help patients gain a clearer understanding of their
condition, thereby minimizing the risk misinterpretation or denial
of symptoms56,57.
Moreover, building profiles based on clinical features may help

better identify the pharmacological, psychosocial, psychothera-
peutic or cognitive rehabilitation treatment needs of individuals
diagnosed with schizophrenia or from socio-health contexts with
limited resources for the treatment of mental disorders, thus
moving towards an individualization of diagnosis and therapy.

CONCLUSION
Subtyping individuals with schizophrenia based on AS has
identified four distinct profiles: one characterized by less-
impaired global phenotype in adults (Profile 1), another by early
onset and severe symptomatology (Profile 2), a third by
intermediate AS symptoms and correlations to sexual abuse
(Profile 3), and a fourth with an almost chronic trend (Profile 4). It

Fig. 2 Graphic representation of mean‐centered parameter estimates for ASI Profiles. Standardized group averages on ASI subscales for a
four-profile solution.
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is interesting to note that a modern statistical approach like
LPA, based on psychopathological features, results in a clinical
stratification reminiscent of the different subtypes of schizophre-
nia present up to DSM-IV-TR (i.e., paranoid, disorganized/
hebephrenic, catatonic, undifferentiated, and residual types). This
study has paved the way for a new understanding of the role of
AS in the clinical phenotyping of patients with schizophrenia,
revealing the existence of different clinical subtypes and their
associations with childhood trauma experiences and symptoms.
Future studies should investigate whether the four different
identified profiles also correlate with diverse treatment outcomes.
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