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Objectives: High prevalence of trauma has been reported in
psychosis.While role of trauma as a risk factor for develop-
ing psychosis is still debated, its negative impact on outcome
has been described. Few studies have explored this issue in
first-episode psychosis (FEP) patients. We assessed rate of
stressful events, aswell aspremorbidandoutcomecorrelates
of past sexual and/or physical abuse (SPA) in an epidemi-
ological FEP patients cohort.Methods: The Early Psycho-
sis Prevention and Intervention Centre admitted 786 FEP
patients between 1998 and 2000. Data were collected
frompatients’ files using a standardized questionnaire.A to-
tal of 704 files were available, 43 excluded because of a non-
psychotic diagnosis at end point and 3 due to missing data
regarding past stressful events; 658 patients were analyzed.
Results:A total of 83%patients had been exposed to at least
one stressful event and 34% to SPA. SPA patients were
more likely to have presented other psychiatric disorders be-
fore psychosis onset (posttraumatic stress disorder, sub-
stance use disorder), to have made suicide attempts in the
past, and to have had poorer premorbid functional levels.
Additionally, SPA patients had higher rate of comorbid di-
agnosis at program entry and were more likely to attempt
suicide during treatment. Conclusions: SPA prevalence
is high in FEP patients and must be explored by clinicians
considering its durable impact on psychological balance and
link with long-lasting suicidal risk. More research is war-
ranted to better understand mechanisms involved between

trauma and its potential consequences, as well as to develop
psychological interventions adapted to this very sensitive
and complex issue.
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Introduction

Several publications have recently focused on the relation
between trauma and psychosis. Bebbington et al1 have
found evidence, in the second British National Survey
of Psychiatric Morbidity, of an excess of victimizing
experiences in people suffering from psychosis compared
with normal population as well as with patients with
other types of mental illness. Available literature suggests
that prevalence of childhood sexual abuse among
patients with schizophrenia-spectrum disorder ranges
from 30% to 60% for women and from 25% to 30%
for men.2 In bipolar disorders, rate of trauma exposure
during childhood ranges from 45% to 68%,3–6 with 15%
to 21% of patients exposed to sexual trauma and 21% to
28% to physical trauma.
While there is still a controversy regarding a possible

causal relationship between childhood trauma and later
development of a psychotic disorder,7–9 the potential
long-lasting impact of trauma not only on affective be-
havior but also on neurochemistry and brain structure3

has led to the exploration of possible relationships be-
tween trauma in childhood and both characteristics of ill-
ness and its course over time. Cross-sectional studies in
schizophrenia-spectrum patients have shown that
patients with a history of childhood abuse have higher
levels of positive symptoms and cognitive deficits and
poorer social functioning.10–13 Extending these cross-
sectional findings, Lysaker et al2 showed that higher
symptom levels and poorer social functional levels are
maintained over time. In bipolar disorder patients, the
negative impact of early physical and sexual abuse on ill-
ness course (longer delay to treatment initiation, higher
rate of comorbid substance use disorders (SUDs), in-
creased severity of mania, higher rates of suicide) has
also been observed.3,4,14
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However, the studies mentioned above were conducted
in samples of chronic patients, with the potential selec-
tion biases of sampling poorer outcome patients and
the effect of long-lasting illness or treatment. To our
knowledge, only 5 studies were conducted in first-episode
psychosis (FEP) patients. Four of them are based on sam-
ples of patients with a first admission for psychosis.
Greenfield et al15 reported a rate of 53% of childhood
trauma in a sample of 38 first-admission psychotic
patients and found elements suggesting a more chronic
course in trauma patients. In a cohort of 426 patients,
Neria et al5 found that 68% had been exposed to trauma
defined as ‘‘event involving harm or threat to physical in-
tegrity and that would be markedly distressing to almost
everyone.’’ In a further publication,6 they reported on
a cohort of 109 first-admitted bipolar I patients with psy-
chosis and found that previous physical assault was a risk
factor for poorer outcome at 6- and 24-month follow-up
(including higher risk of relapse, general distress, and
higher levels of depression). Finally, in a pilot study based
on 18 first-admitted patients, Compton et al16 found ele-
ments suggesting that childhood sexual and physical
abuse may be a risk factor for cannabis and other
SUD in the early course of schizophrenia.

Focusing on first hospital admission leads however to
the potential bias of selecting subjects suffering from
more severe forms of a disorder compared with those
who would not need an initial hospital admission. In a re-
cent study on a group of 57 first-episode schizophrenia
patients, Ucxök and Bikmaz17 reported that 30% had ex-
perienced sexual abuse during childhood and 14% phys-
ical abuse and that exposure to these events influenced
types of symptoms presented at first assessment. The
sample size is however limited, and only two-thirds of
patients treated at this center were included in the study.
Finally, none of these FEP studies provide information
regarding the period elapsing between occurrence of
trauma and development of psychosis.

Considering these elements and limitations, we
planned this study with the aim to examine, in an epide-
miological cohort of FEP patients, (1) prevalence rate of
various types of stressful events and (2) pretreatment,
baseline, and outcome differences between subjects
who did and did not report past sexual and/or physical
abuse (SPA).

Methods

Patients Sample

Details of study methodology and context have been
given elsewhere.18 The initial sample on which this
file-audit study is based comprised a population-based
cohort of 786 patients with FEP patients, consecutively
admitted to the Early Psychosis Prevention and Interven-
tion Centre (EPPIC) in Melbourne between 1998 and
2000. The EPPIC program provides a comprehensive

early intervention treatment program with a usual epi-
sode of care of 18 months. At the time of the study,
EPPIC had a mandate to treat all FEP patients aged
15–29 years in the catchment area with little if any leak-
age to private psychiatrists; as such, the study sample rep-
resents an epidemiological cohort.
While 786 patients were admitted to EPPIC during the

study period, 82 files (10%) sent to other services at time
of discharge were not available for the study. Excluded
patients did not differ regarding diagnostic distribution
and available demographic characteristics (age and gen-
der). Among 704 available files, 43 were excluded because
of a nonpsychotic diagnosis at end point and only3 due to
missing data regarding past stressful events. Data on 658
patients were analyzed.

Procedure

During their treatment at EPPIC, patients benefited from
various components of the program, and all information
on pretreatment, baseline (admission to EPPIC), and
outcome characteristics during the 18-month treatment
at EPPIC were systematically documented in one single
file. Patients were treated according to guidelines that
were later published as the Australian Guidelines for
Early Psychosis,19 and clinical assessments were based
on the Royal Park Multidiagnostic Instrument for Psy-
chosis.20,21 Data for the current study were sourced
from the First-Episode Psychosis Outcome Study
(FEPOS).22–30 A local ethics committee granted approval
for this file-audit study. Patient’s medical files were
assessed exclusively by 2 experienced psychiatrists
(M.L. and P.C.) using a specifically designed file-audit
tool (Early Psychosis File Questionnaire; EPFQ).18

Diagnostic Assessment

Clinical diagnoses at EPPIC are the consensus result of
an intensive diagnostic and treatment process, first within
the initial 6 weeks of admission by well-trained clinicians
working in a specialized assessment and crisis-assertive
community treatment team and then throughout the en-
tire duration of treatment. Diagnoses for FEPOS were
derived according to Diagnostic and Statistical Manual
of Mental Disorders (Fourth Edition) (DSM-IV) crite-
ria31 and on basis of information gathered from the med-
ical file. In case of disagreement with clinical diagnoses
reported in the file, a consensus rating between both re-
search psychiatrists and the patient’s case manager was
performed.25

Validity of the FEPOS diagnoses was established by
the following procedure: Between 1998 and 2000, 230
of the 786 patients treated at EPPIC have been included
in prospective trials. Their main and comorbid diagnoses
were defined within 6 weeks of admission using the Struc-
tured Clinical Interview for DSM-IV (SCID).32 The
SCID and FEPOS diagnoses of 115 patients randomly

P. Conus et al.

1106



selected within this sample of 230 were compared. The
calculated kappa values revealed a very good concor-
dance for both psychosis diagnoses (j = 0.80) and
comorbid SUD diagnoses (j = 0.74).

Assessment of History of Past Trauma

Clinicians at EPPIC are trained to conduct an extensive
assessment of patients, including all potential psychoso-
cial stressors that may have contributed to the emergence
of psychosis. Additional information is gathered with
family and relatives. Patients are seen on an average
rate of 90 visits over the 18-month treatment, which pro-
vided a framework for the establishment of a trusting re-
lationship where clinicians get an extensive knowledge of
patients’ history. The EPFQ contains a table where expo-
sure to stressful events mentioned in the file can be
recorded. A global item is scored according to presence
or absence of any past stressful event. In case of a positive
answer, a list of possible stressful events is listed (sexual
abuse, physical abuse, death or loss of close other, migra-
tion, adoption, separation of parents, partner problems,
and others), with additional recording of time of occur-
rence relative to psychosis (before or after onset of first
psychotic episode). ‘‘Sexual abuse’’ refers to sexual mo-
lestation and/or rape. ‘‘Physical abuse’’ refers to physical
attack or assault or being repeatedly beaten by parents,
relatives, or caregivers during childhood.

Pretreatment, Baseline, and Outcome Characteristics

Pretreatment Characteristics. Premorbid functioning
was assessed with the Global Assessment of Functioning
(GAF) Scale,31 as recommended by the Early Psychosis
Association for the definition of prodromal patients at
high risk for transition to psychosis.33 Social adjustment
was assessed with one item of the Premorbid Adjustment
Scale (PAS)34; the complete PAS, commonly used in pro-
spective studies, was considered too complex to reliably
extract data from files. Age at onset was defined as the
age when first sustained positive psychotic symptoms oc-
curred, according to theDuration of Untreated Psychosis
(DUP) Scale,20,21 on the basis of a procedure detailed
elsewhere.29 Past psychiatric diagnoses were also assessed
according to DSM-IV criteria and past suicide attempts
according to International Classification of Diseases,
Tenth Revision, classification.35

Baseline andOutcomeCharacteristics. Severity of illness
at baseline and discharge was assessed with the Clinical
Global Impressions-Severity of Illness Scale (CGI-S)36

and level of functioning with the GAF.31 Insight into ill-
ness was assessed on the basis of one item with anchors
ranging from absent to partial and full insight.18 Patients
were rated as ‘‘working at entry’’ (having employment/
occupation at entry) on the basis of the Modified Voca-
tion Code Index and Modified Location Code Index

(MVCI and MLCI)37 if they fulfilled following criteria:
having a job (full time or part time) or being a student
at school or university for at least the previous 4 weeks.
‘‘Medication nonadherence’’ was defined as failure to
take medication for 1 week or longer in accordance
with Robinson et al.38 Patients were also dichotomized
according to the evolution of SUD during treatment pe-
riod in the following 3 groups: (a) absence of SUD (b)
decrease or stopping of SUD over treatment period,
and (c) persistence, increase, or commencement of
SUD over treatment period.22 Interrater reliability (be-
tween M.L. and P.C.) was established for CGI-S
(j = 0.87), GAF (j = 0.88), PAS (j = 0.82), and insight
score (j = 0.89).

Data Analysis

The prevalence estimates of the various types of stressful
events (adoption, separation of parents, partner prob-
lems, sexual abuse, physical abuse, death or loss of close
other, and migration) were calculated based on this total
number of patients.
Considering that there was no way to retrospectively

assess patient’s perception of the traumatizing intensity
of various forms of stressful events, we felt some events
such as parental divorce, eg, may not have been perceived
as traumatizing by some patients. We therefore focused
our analysis on correlates of SPA, considering that such
events would be experienced as traumatizing by anyone.
This also allows comparison with data reported in FEP
by others.5,17 Descriptive statistics in the form of means
and SDs are provided for scale data, and counts and fre-
quencies are presented for categorical variables. To deter-
mine differences between those who did and did not have
history of SPA, a series of independent samples t tests
were conducted for dependent variables that were contin-
uous in nature while the chi-square test was used for cat-
egorical dependent variables. For treatment and outcome
variables, it was important to control for time in service
as the length of contact varied. For continuous dependent
variables, time in servicewas entered as a covariate in a se-
ries of one-way analyses of covariance. For categorical
dependent data, a series of logistic regressions were
used with time in service entered into the first step and
SPA (yes/no) entered into the second step. For these anal-
yses, the odds ratios (ORs) and the 95% confidence inter-
val (CI) of the ORs were calculated, and the Wald
statistic (z) was used to determine the significance of
the associations (only P values are reported for these
analyses). Symptomatic remission was defined on the ba-
sis of receiving a CGI-S score of no worse than ‘‘mild’’
(score � 3) at discharge. Functional remission was de-
fined as employment based on MVCI (paid or unpaid
full- or part-time employment, being an active student
in school or university, head of household with employed
partner [homemaker], or full- or part-time volunteer) and
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independent living based on MLCI (head of household;
living alone, with partner, or with peers; and living with
family with minimal supervision) at discharge. For symp-
tomatic remission, baseline CGI-S was also entered as
a covariate into the logistic regression. For functional re-
mission, baseline functioning (employment and indepen-
dent living) was entered as a covariate into the model.

Results

Rates of Various Types of Trauma

Information on trauma was available for 658 patients
with FEP. Exposure to at least one type of stressful event
was found in 547 patients (83%). The most frequently oc-
curring stressful events were separation of parents
(42.1%, n = 277) followed by physical abuse (26.0%,
n = 171), death or loss of close other (21.1%, n = 139),
migration (18.5%, n = 122), problems with partner
(17.5%, n = 115), and sexual abuse (16.0%, n = 105). In
98% of cases, trauma had occurred before psychosis on-
set. Fifty patients had a premorbid history of both sexual
and physical abuse, 55 had a history of sexual abuse but
no physical abuse, and 121 with a history of physical
abuse but no sexual abuse. These 226 patients (34%) com-
prised the SPA category and were contrasted to 432
patients who had not experienced such trauma.

Correlates of Exposure to SPA

Demographic,Diagnostic, andPremorbidVariables. The
relationship between SPA and demographic, diagnostic,
and premorbid variables is depicted in table 1. Patients
who had a history of SPA were more likely to be female
(P< .001); to have fewer years of education (P< .001); to
have poorer premorbid functioning (as indicated by the
premorbid GAF and PAS, both P < .001); to have a lon-
ger DUP (P = .002); to have a past history of psychiatric
disorder (P = .001), particularly posttraumatic stress dis-
order (PTSD, P = .001); to have a past history of suicide
attempts (P < .001); and to have a lifetime diagnosis of
a SUD (P = .020). There was no association between SPA
and diagnosis.

Characteristics at Entry to the Service

Descriptive statistics for characteristics at entry to service
can be found in table 2. At entry to the service, a history
of SPA was related to presence of a comorbid diagnosis
(P = .007), polysubstance abuse/dependence (P = .005),
unemployment (P < .001), and living away from family
(P < .001).

Treatment and Outcome Characteristics

Patients who had a history of SPA were more likely to be
noncompliant with treatment (P = .003; OR = 1.68, 95%
CI= 1.19–2.38) and to have attempted suicide during treat-
ment(P< .001;OR=2.72,95%CI=1.56–4.74) (seetable3).

SPA was not related to either symptomatic (P = .150,
OR = 0.88, 95% CI = 0.75–1.05) or functional remission
(P = .249, OR = 0.80, 95% CI = 0.55–1.17) at discharge.

Correlates Associated With Specific Types of Traumas

In order to explore if there were specific correlates to spe-
cific types of trauma, post hoc analyses were conducted
to determine which factors were specifically associated
with a history of sexual abuse only and a history of phys-
ical abuse only. Individuals who had history of both sex-
ual and physical abuse (n = 50) were excluded from these
analyses. The comparison group was composed of 432
patients who had not experienced SPA.

Correlates Associated With Sexual Abuse. Factors re-
lated to a history of sexual abuse only include gender,
with females more likely to have a history of sexual abuse
(v1

2 = 53.89, P < .001); a past diagnosis of PTSD
(v1

2 = 8.58, P = .003); an increased rate of polysubstance
use at entry to service (v1

2 = 7.62, P = .006); and living
away from family at entry (v1

2 = 12.23, P <.001). Sexual
abuse was neither related to symptomatic remission
(Wald z = 0.35, P = .55, OR = 1.10, 95% CI = 0.81–
1.50) nor to functional remission (Wald z = 0.18,
P = .68, OR = 1.15, 95% CI = 0.80–2.21).

Correlates Associated With Physical Abuse. Factors as-
sociated with a history of physical abuse only include
fewer years of education (t536 = 4.29, P < .001), a past
history of substance use (v1

2 = 11.98, P < .001) and
a higher rate of suicide attempts (v1

2 = 7.09, P = .008),
lower premorbid functioning (premorbid GAF
t545 = 4.37, P < .001; PAS t548 = �4.86, P < .001), a lon-
ger DUP (t542 = �3.32, P< .001), a SUD at service entry
(v1

2 = 5.03, P = .026); unemployment or not studying at
service entry (v1

2 = 10.16, P = .001), and treatment non-
compliance (Wald z = 9.36, P = .002, OR = 2.03, 95%
CI = 1.29–3.19). A history of physical abuse only also re-
lated significantly to diagnosis (v5

2 = 16.56, P = .005)
with patients with schizophrenia being more likely to
have a past history of physical abuse but only as com-
pared with patients with a diagnosis of bipolar I disorder
(P = .026). A history of physical abuse was neither re-
lated to symptomatic remission (Wald z = 2.82,
P = .093, OR = 0.84, 95% CI = 0.68–1.03) nor to func-
tional remission (Wald z = 1.31, P = .252, OR = 0.76,
95% CI = 0.47–1.22).

Discussion

To our knowledge, this is the largest naturalistic study
exploring rate of trauma as well as correlates of sexual
and physical trauma in FEP patients, including charac-
teristics before onset of psychosis. FEP cohorts allow
studying patient and illness characteristics within the en-
tire scope of psychosis, ranging from subjects who will
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present a unique psychotic episode to those who suffer
from a chronic and relapsing form of illness. Addition-
ally, FEPOS data are based on an epidemiological cohort
from a geographically circumscribed area, composed of
all patients treated at EPPIC during the study period,
including those who have been treated exclusively as out-
patients. This provides data from a patient sample repre-
sentative of the whole spectrum of FEP. The common
biases of nonepidemiological FEP studies are avoided,
such as exclusion of patients with milder symptoms if
studying first hospital admission patients exclusively
or, more commonly, exclusion of those with highest ill-
ness severity, higher rates of SUD, and poor
engagement in treatment when conducting pro-
spective studies in the context of an informed consent
procedure.39,40

Key Findings

Our data reveal a high prevalence of trauma exposure in
FEP patients. The commonness of abuse in psychosis

patients supports Read et al7 suggestion that this issue
should always be explored when treating such patients.
The rather broad trauma definition adopted in the
EPFQ probably explains why we found a significantly
higher percentage of patients exposed to at least one
type of trauma compared with other studies on trauma
in FEP.5,15–17 Yet, when restricting our analyses to
SPA, we find prevalence rates that are similar to those
reported by these authors, thus confirming their results
in a larger andmore representative sample. As mentioned
by Ücxok and Bikmaz,17 such rates are however on the
lower range of what has been reported in cohorts of
patients suffering frommore chronic forms of psychosis.7

Considering the suggested link between trauma and
poorer outcome in psychosis,2,10–13 this relatively lower
rate may reflect the absence, in FEP studies, of selection
bias toward patients with chronic outcome and could
therefore offer a more realistic picture of the prevalence
of such events in the whole range of psychosis patients.
The observation that female patients are more likely than
male patients to have been exposed to at least one form of

Table 1. Demographic, Diagnostic, and Premorbid Factors Related to a Premorbid History Sexual Abuse and/or Physical Abuse

Statistic
Total
(n = 658)

Sexual and/or Physical Abuse
Test
Statistic Value df P ValueYes (n = 226) No (n = 432)

Demographics
Age, y M (SD) 22.0 (3.4) 22.2 (3.6) 22.0 (3.3) t test �0.58 656 .57
Gender, % male % (n) 65.7 (432) 51.8 (117) 72.9 (315) v2 29.43 1 <.001
Years in school M (SD) 10.5 (1.5) 10.2 (1.5) 10.7 (1.4) t test 4.27 637 <.001

Diagnosisab

Schizophrenia % (n) 42.7 (281) 39.9 (112) 60.1 (169) v2 6.96 3.00 .73
Schizophreniform % (n) 18.8 (124) 27.4 (34) 72.6 (90)
Schizoaffective % (n) 9.7 (64) 43.8 (28) 56.3 (36)
Bipolar I disorder % (n) 17.9 (118) 24.6 (29) 75.4 (89)
Major depressive disorder % (n) 2.7 (18) 44.4 (8) 55.6 (10)
Other % (n) 8.1 (53) 28.3 (15) 71.7 (38)

Premorbid variables
Premorbid GAF M (SD) 69.4 (10.6) 66.5 (10.6) 71.0 (10.3) t test 5.22 650 <.001
PAS level M (SD) 2.8 (1.2) 3.2 (1.1) 2.6 (1.1) t test 5.66 653 <.001
Duration of prodrome (in d)c M (SD) 55.7 (81.6) 53.8 (68.8) 56.7 (87.6) t test �0.65 590 .519

Median 26.1 32.6 25.9
Duration of untreated
psychosis (in wk)c

M (SD) 36.4 (83.8) 44.1 (83.8) 32.3 (74.2) t test 3.04 647 .002

Median 8.7 13.0 8.7
Age of onset of psychosis, y M (SD) 21.3 (3.6) 21.2 (3.9) 21.3 (3.4) t test 0.33 647 .743
Past history of psychiatric
disorder

% (n) 47.7 (314) 59.7 (135) 41.4 (179) v2 19.92 1 <.001

Depression % (n) 27.4 (180) 31.4 (71) 25.2 (109) v2 2.86 1 .091
Personality disorder % (n) 7.1 (47) 5.8 (25) 9.7 (22) v2 3.49 1 .062
Posttraumatic stress disorder % (n) 3.8 (25) 7.1 (16) 2.1 (9) v2 10.13 1 .001
Past history of suicide attempts % (n) 14.3 (93) 22.1 (49) 10.3 (44) v2 16.58 1 <.001
Past history of SUD % (n) 74.2 (488) 79.6 (180) 71.3 (308) v2 5.40 1 .020

Note: GAF, Global Assessment of Functioning; PAS, Premorbid Adjustment Scale; SUD, substance use disorder.
aBased on final discharge diagnosis.
bPercentages based on frequency of sexual abuse within each diagnostic category, rather than distribution of diagnoses within sexual
and physical abuse (yes/no) categories.
cAnalyses based on logarithmic (plus constant 1) transformation due to extreme positive skewness.
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trauma is also in keeping with previous results5; it should
however be stressed that if this was true in the subgroup
of patients exposed to SPA for sexual abuse, it was not
the case for physical abuse. Clinicians should therefore
not neglect to raise this issue with male patients as well.

Patients who suffered SPA were more likely to have
presented with psychiatric disorders before FEP. While
history of childhood trauma is more prevalent in psy-
chotic patients than in the normal population,10 Spataro
et al41 found that childhood sexual abuse increases the
risk for other childhood and adult mental disorders,
such as anxiety disorders, major depression, or personal-
ity disorder. More studies are needed to determine if
some elements of past psychiatric history may belong
to a pathway toward psychosis, where impact of trauma
would translate first into anxiety, depression, and non-
clinical psychotic symptoms and then contribute to the
development of an at-risk state for psychosis.42

The observation of a higher rate of comorbidities at
baseline in abused patients suggests however that some
of these disorders persist over time, despite emergence of
psychotic symptoms. These disorders may therefore be-
long to a wider spectrum of potentially coexisting con-
sequences of trauma. Three specific diagnoses (PTSD,
SUD, and suicide attempts in the past) were signifi-
cantly more prevalent in the past history of abused com-
pared with nonabused patients. First, the increased risk
of PTSD in SPA patients at baseline confirms findings
from Neria et al5 and reveals the profound and durable

impact of such events. Second, considering that psycho-
sis patients report using substances mainly in order to
promote positive mood alteration and to cope with neg-
ative affects,43 the observed excess of SUD in the past of
SPA patients could be linked to the psychological im-
pact of trauma and may represent an attempt to cope
with these events and their consequences. However,
on the basis of our data, it is impossible to say if
SUD was, as suggested by others,5 a risk factor for
trauma or rather, as proposed byCompton et al,16 a con-
sequence of its occurrence, and this question needs ad-
ditional research. Third, in agreement with Ücxok and
Bikmaz,17 we found a higher likelihood for SPA patients
to have attempted suicide in the past; even more con-
cerning is our observation that, during treatment phase,
suicide risk remained much higher in these patients who
were close to 3 times more likely to attempt suicide. This
suggests the necessity for both vigilance regarding a pos-
sible new attempt and again provision of adapted and
intense psychological support. Taken together, the ele-
ments mentioned above highlight the long-lasting na-
ture of the psychological turmoil related to childhood
trauma and confirm that psychological approaches to
the treatment of early psychosis must imperatively be
broadened beyond the sole issue of psychosis.18

SPA patients had poorer functional levels before psy-
chosis onset, as measured both by the premorbid GAF
and the PAS. Even though there was no significant
difference in GAF levels at baseline between both groups

Table 2. Characteristics at Admission Related to a History of Sexual Abuse and/or Physical Abuse

Variables of Interest Statistic
Total
(n = 658)

Sexual and/or Physical Abuse
Test
Statistic Value df P ValueYes (n = 226) No (n = 432)

Clinical characteristics at entry
CGI-S score M (SD) 5.5 (0.8) 5.5 (0.8) 5.5 (0.8) t test 0.56 656 .575
CGI-S depression score baseline M (SD) 2.0 (1.6) 2.1 (1.7) 1.9 (1.6) t testa �1.37 420.5 .172
GAF baseline M (SD) 32.2 (9.7) 31.8 (9.7) 32.4 (9.7) t test 0.76 654 .449
Insight at baseline
% No insight % (n) 62.4 (408) 58.6 (30) 64.4 (278) v2 3.97 2 .138
% Partial insight % (n) 28.7 (188) 29.7 (66) 28.2 (122)
% Full insight % (n) 8.9 (58) 11.7 (26) 7.4 (32)

Comorbidity
Overall comorbidity (not SUD), %yes % (n) 17.5 (115) 23.0 (52) 14.6 (63) v2 7.30 1 .007
Comorbid depression % (n) 36.5 (42) 32.7 (17) 39.7 (25) v2 0.60 1 .438
Comorbid personality disorder % (n) 42.6 (49) 44.2 (23) 41.3 (26) v2 0.10 1 .750

Substance use
Overall substance use, % yes % (n) 61.4 (404) 65.9 (149) 59.0 (255) v2 2.98 1 .084
Cannabis use or dependence, % yes % (n) 47.0 (309) 47.8 (108) 46.5 (201) v2 0.09 1 .758
Polysubstance use, % yes % (n) 10.8 (71) 15.5 (35) 8.3 (36) v2 7.89 1 .005

Functional level at entry
Working at entry, % number % (n) 51.8 (340) 62.1 (139) 46.5 (201) v2 14.24 1 <.001
Living with family, % number % (n) 37.5 (244) 49.1 (108) 31.6 (136) v2 19.12 1 <.001

Note: CGI-S, Clinical Global Impressions-Severity of Illness Scale; GAF, Global Assessment of Functioning; SUD, substance use disorder.
aTest statistic and df adjusted because of violation of homogeneity of variance.
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(probably due to the ceiling effect of the presence of psy-
chotic symptoms in all patients), SPA patients also had
fewer years of education and were less likely to be work-
ing at entry to the service. This highlights that poorer
functioning may be associated with SPA prior to the
emergence of psychotic symptoms. SPA patients had
a significantly longer DUP. Longer duration of untreated
illness has already been reported in bipolar disorder
patients who had been exposed to childhood trauma3,14;
in these patient groups, however, age at onset was lower
in patients who had been abused, and delayed treatment
was probably partly related to failure to diagnose bipolar
illness in younger subjects. In our sample, there was no
significant difference in age at onset of psychosis between
both groups, and therefore, other factors may explain this
longer delay until treatment initiation. First, SPA
patients were less likely to live with their family, which
may contribute to a later contact with mental health pro-
fessionals, considering previous findings that 30% of
mental health contacts are initiated by family and that
contacts made by families are more successful than those
initiated by patients themselves.44 Second, SPA patients
were less likely to be in a school or working environment
at the time of psychosis onset where behavioral anomalies
may have been more likely to be identified. Thirdly, SPA
patients higher rate of SUD may have led either to blur-

ring of the pathopsychological presentation of the initial
episode or to failure to consider a diagnosis of psychosis
when SUD was already identified. Finally, it is also pos-
sible that exposure to SPA may have had such a psycho-
logical impact that exposed patients had more difficulties
building a trusting relationship with health-care profes-
sionals and were therefore less likely to seek help despite
experiencing distress.
Contrary to previous publications,17 we did not find

any difference in symptomatic intensity at baseline be-
tween trauma patients and those who had not been ex-
posed to such events. This may be linked to the
epidemiological nature of this study and to the fact
that every files of patients treated at EPPIC during the
study period could be assessed, allowing the inclusion
of highly symptomatic patients who would certainly
have refused prospective research assessment based on
informed consent procedure. Intensity of symptoms dis-
played by the majority of FEPOS patients results in a me-
dian CGI level of 5.5 that probably induces some degree
of ceiling effect. Additionally, patients who had been ex-
posed to SPA did not display a worse symptomatic or
functional outcome than others, which is in contrast
with all but one15 previous FEP publications on trauma.
Two factors may have played a role in this matter. First,
the epidemiological nature of this study may here again

Table 3. Treatment and Outcome Characteristics Related to a History of Sexual Abuse and/or Physical Abuse

Variables of Interest Statistic
Total
(n = 658)

Sexual and/or Physical Abuse
Test
Statistica Value df P ValueYes (n = 226) No (n = 432)

Length of time in service (in wk) M (SD) 63.5 (34.1) 65.0 (32.1) 62.7 (35.1) t test �0.80 656 .423

Admitted to hospital, % yes % (n) 73.9 (486) 72.1 (163) 74.8 (323) Wald 0.66 1 .417

Number of admissions M (SD) 1.4 (1.5) 1.6 (1.7) 1.4 (1.4) F statistic 6.68 1655 .084

Noncompliance to treatment, % yes % (n) 60.6 (377) 68.5 (150) 56.3 (227) Wald 8.69 1 .003

Suicide attempt in treatment % (n) 8.7 (57) 14.3 (32) 5.8 (25) Wald 12.49 1 <.001

Substance use disordersb

No substance use disorders % (n) 34.7 (228) 30.5 (69) 36.8 (159)
Increased or no change % (n) 25.2 (166) 27.0 (61) 24.3 (105) Wald 2.2 1 .139
Decreased or stopped % (n) 40.1 (264) 42.5 (96) 38.9 (168) Wald 2.01 1 .156

Symptomatic remission at
discharge, % yesc,d

% (n) 63.6 (418) 60.4 (136) 65.3 (282) Wald 2.07 1 .150

Functional remission at
discharge, % yese,f

% (n) 44.3 (245) 40.1 (75) 46.4 (170) Wald 1.33 1 .249

aCovariate was time in service.
bMultinomial logistic regression with ‘‘no substance use’’ as the reference category for the dependent variable.
cSymptomatic remission defined on the basis of discharge Clinical Global Impressions-Severity of Illness Scale (CGI-S) scores—CGI-S
score �3 ‘‘remission’’ whereas CGI-S scores >3 were indicative of poor outcome.
dSymptomatic remission is the dependent variable, and adjusted odds ratios are reported controlling for length of time in the service
and admission CGI-S score.
eFunctional remission defined on the basis of employment status (paid or unpaid full-or part-time employment, being an active student,
homemaker, or full- or part-time volunteer) and independent living (head of household, living alone, with partner, or with peers; and
living with family with minimal supervision).
fFunctional remission is the dependent variable, and adjusted odds ratios are reported controlling for length of time in the service,
premorbid Global Assessment of Functioning (GAF), and GAF at admission.
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have played a role. Second, it is also possible that the
type of treatment proposed to patients in a specialized
early intervention program may have had a positive
impact on patients outcome: major effort dedicated to
engagement through assertive case management, detailed
exploration of factors that may have led to development
of psychosis in the aim to promote a better psychological
integration of the first psychotic episode, and provision
of treatment in the frame of a positive and optimistic at-
titude aimed at recovery. Nevertheless, SPA patients were
more likely to be noncompliant to treatment and were, as
mentioned above, more likely to attempt suicide during
treatment, elements that again suggest that specific psy-
chological treatment should be developed for those who
have gone through such events.

Limitations

There are various limitations to this study. First, FEPOS
being based on a retrospective file audit; the usual limi-
tations to such studies need to be considered: poor quality
of file entries and absence of strategies to ensure both
interrater reliability and validity of the data. However,
in the present study, all efforts were made to reduce these
limitations as described in detail previously.18,25 Second,
despite relying on various sources for the assessment of
trauma (multiple interviews with patients, relatives, and
friends), this issue was assessed only retrospectively and is
therefore subject to underestimation as well as to overes-
timation. The assessment of trauma over the entire dura-
tion of treatment in the context of a trusting relationship
with case manager offers however a bigger chance for
patients to talk about this difficult issue than during a sin-
gle interview conducted by a research interviewer. Third,
while the occurrence of various subtypes of trauma was
assessed, no details were available regarding the number
of occurrence of each specific type of abuse as well as pre-
cise age when trauma occurred. Fourth, despite being
rather broad, the EPFQ list of possible traumatic events
did not include emotional neglect that has been shown to
be an important aspect of trauma in children.17 Finally,
duration of follow-up was relatively short, and it is pos-
sible that impact of trauma on outcome may become
manifest only later. Additionally, results regarding asso-
ciation between SPA and some pretreatment variables
must be interpreted with caution, considering that causal-
ity of relationship cannot be inferred from the statistical
analysis we conducted.

Clinical Implications

Our results provide a better insight into the prevalence
and impact of SPA in FEP patients. Clinicians should
be aware that such events are frequent and that their pos-
sible occurrence needs to be explored in all patients pre-
senting for a first psychotic episode. Not only do such
events have a durable impact on psychological balance

of exposed patients; but they also increase the risk for
them to disengage from treatment and to commit suicide.
More research in this domain is therefore warranted, not
only in order to better understand the mechanisms in-
volved and direction of causality between trauma and
its potential consequences but also to develop psycholog-
ical interventions that are well adapted to this very
sensitive and complex issue.

Funding

The FEPOS was supported by a grant from Eli Lilly
Company Australia (to M.L.) and the present study by
a grant from the Leenaards Foundation (Bourse Lee-
naards pour la Relève académique en médecine à Lau-
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17. Ücxok A, Bikmaz S. The effects of childhood trauma in
patients with first episode schizophrenia. Acta Psychiatr
Scand. 2007;116:371–377.

18. Conus P, Cotton S, Schimmelmann BG, McGorry PD,
Lambert M. The First-Episode Psychosis Outcome Study:
premorbid and baseline characteristics of an epidemiologi-
cal cohort of 661 first-episode psychosis patients. Early
Interv Psychiatry. 2007;1:191–200.

19. Edwards J, McGorry PD. Implementing Early Intervention in
Psychosis: A Guide to Establishing Early Psychosis Services.
London, UK: Martin Dunitz, Ltd.; 2002.

20. McGorry PD, Copolov DL, Singh BS. Royal Park Multidiag-
nostic Instrument for Psychosis: part I. Rationale and review.
Schizophr Bull. 1990;16:501–515.

21. McGorry PD, Singh BS, Copolov DL, Kaplan I, Dossetor
CR, Van Riel RJ. Royal Park Multidiagnostic Instrument
for Psychosis: part II. Development, reliability, and validity.
Schizophr Bull. 1990;16:517–536.

22. Lambert M, Conus P, Lubmann DI, et al. The impact of sub-
stance abuse disorder on clinical outcome in 643 patients with
first episode psychosis.ActaPsychiatr Scand. 2005;112:141–148.

23. Lambert M, Conus P, Naber D, McGorry PD, Schimmell-
mann BG. Olanzapine in subjects with a first-episode
psychosis non-responsive, intolerant or non-compliant to
a first-line trial of risperidone. Int J Psychiatr Clin Pract.
2005;9:244–250.

24. Lambert M, Conus P, Schimmelmann BG, et al. Comparison
of olanzapine and risperidone in 367 first-episode patients
with non affective or affective psychosis: results of an open
retrospective medical record study. Pharmacopsychiatry.
2005;38:206–213.

25. Schimmellmann B, Conus P, Edwards J, McGorry PD,
Lambert M. Diagnostic stability after a first diagnosis of
psychosis. J Clin Psychiatry. 2005;66:1239–1246.

26. Schimmelmann B, Conus P, Schacht M, McGorry PD,
Lambert M. Predictors of service disengagement in first ad-
mitted adolescents with psychosis. J Am Acad Child Adolesc
Psychiatry. 2006;45:990–999.

27. Wood SJ, Berger GE, Lambert M, et al. Prefrontal N-
acetylaspartame:creatinine ratio predicts functional out-
come eighteen months after a first psychotic episode.
Arch Gen Psychiatry. 2006;63:969–976.

28. Schimmelmann BG, Conus P, Cotton S, McGorry PD,
Lambert M. Pretreatment, baseline and outcome differences
between early-onset and adult-onset psychosis in an epide-
miological cohort of 636 first-episode patients. Schizophr
Res. 2007;95:1–8.

29. Schimmelmann BG, Lambert M, Cotton S, McGorry PD,
Conus P. Impact of duration of untreated psychosis in an ep-
idemiological first-episode psychosis cohort. J Psychiatr Res.
2008;42:982–990.

30. Morley KI, Cotton SM, Conus P, et al. Familial psychopa-
thology in the First Episode Psychosis Outcome Study. Aust
N Z J Psychiatry. 2008;42:617–626.

31. APA, American Psychiatric Association.Diagnostic Criteria
from DSM-IV 1994;Washington, DC: American Psychiatric
Press.

32. Ventura J, Liberman RP, Green MF, Shaner A, Mintz J.
Training and quality assurance with the Structured Clinical
Interview for DSM-IV (SCID I/P). Psychiatr Res.
1998;79:163–173.

33. Yung AR, Phillips LJ, McGorry PD, et al. Prediction of psy-
chosis. A step towards indicated prevention of schizophrenia.
Br J Psychiatry Suppl. 1998;172:14–20.

34. Cannon-Spoor H, Potkin S, Wyatt RJ. Measurement of pre-
morbid adjustment in chronic schizophrenia. Schizophr Bull.
1982;8:470–484.

35. Dilling H, Dittmann V. Psychiatric diagnosis following the
10th revision of the International Classification of Diseases
(ICD-10). Nervenarzt. 1990;61:259–270.

36. Guy W. 1976; ECDEU Assessment Manual for Psychophar-
macology, Revised. National Institute of Mental Health.
Rockville, Md: DHEW publication (ADM) 76–338.

37. Tohen M, Hennen J, Zarate CM, Jr, et al. Two-year syndro-
mal and functional recovery in 219 cases of first-episode
major affective disorder with psychotic features. Am J Psychi-
atry. 2000;157:220–228.

38. Robinson DG, Woerner MG, Alvir JM, Bilder RM,
Hinrichsen GA, Lieberman JA. Predictors of medication
discontinuation by patients with first-episode schizophrenia
and schizoaffective disorder. Schizophr Res. 2002;57:209–219.

39. Friis S, Larsen TK, Melle I, et al. Methodological pitfalls in
early detection studies––the NAPE Lecture 2002. Nordic As-
sociation for Psychiatric Epidemiology. Acta Psychiatr Scand.
2003;107:3–9.

40. Menezes NM, Arenovich T, Zipursky RB. A systematic
review of longitudinal outcome studies of first-episode psy-
chosis. Psychol Med. 2006;10:1349–1362.

41. Spataro J, Mullen PE, Burgess PM, Wells DL, Moss SA.
Impact of child sexual abuse on mental health: prospective
study in males and females. Br J Psychiatry. 2004;184:
416–421.

42. Latatser T, van OS J, Drukker M, et al. Childhood victimisa-
tion and developmental expressions of non-clinical delusional
ideation and hallucinatory experiences: victimisation and
non-clinical psychotic experiences. Soc Psychiatry Psychiatr
Epidemiol. 2006;41:423–428.

1113

Trauma in FEPOS



43. Green B, Kavanagh DJ, Young RmcD. Reasons for cannabis
use in men with and without psychosis. Drug Alcohol Rev.
2004;23:445–453.

44. Addington J, van Mastrigt S, Hutchinson J, Addington D.
Pathways to care: help seeking behaviour in first episode psy-
chosis. Acta Psychiatr Scand. 2002;106:358–364.

1114

P. Conus et al.


