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Abstract

Objective: To evaluate the relationships between perceived stigma and duration of untreated
psychosis (DUP), demographic characteristics, and clinical and psychosocial functioning in
persons with first episode of psychosis (FEP).

Method: A total of 399 participants with FEP presenting for treatment at 34 sites in 21 states
throughout the U.S. were evaluated using standardized instruments to assess diagnosis, symptoms,
psychosocial functioning, perceived stigma, well-being, and subjective recovery.

Results: Perceived stigma was correlated with a range of demographic and clinical variables,
including DUP, symptoms, psychosocial functioning, and subjective experience. After controlling
for symptom severity, perceived stigma was related to longer DUP, schizoaffective disorder
diagnosis, more severe depression, and lower well-being and recovery. The associations between
stigma and depression, well-being, and recovery were stronger in individuals with long than short
DUP, suggesting the effects of stigma on psychological functioning may be cumulative over the
period of untreated psychosis.

Conclusion: The findings suggest that independent of symptom severity, perceived stigma may
contribute to delay in seeking treatment for FEP, and this delay may amplify the deleterious effects
of stigma on psychological functioning. The results point to the importance of reducing DUP and
validating interventions targeting the psychological effects of stigma in people with FEP.
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In modern usage, the word stigma is used to refer to “any attribute, trait or disorder that
marks an individual as being unacceptably different from the ‘normal’ people with whom he
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or she routine interacts, and that elicits some form of community sanction.” The effects of
the stigma of mental illness on persons with psychiatric disorders are profound and
widespread.2~ The majority of people with a severe mental illness report experiencing
discrimination related to their psychiatric condition,® which contributes to reduced
employment, housing, and social opportunities,® and is associated with poorer treatment of
medical problems’® and lower credibility as crime victims with law enforcement officials.®
While the cost of stigma in lost human potential is high to individuals, families, and society,*
a more pernicious effect is its impact on engagement in treatment.

Negative, stigmatizing attitudes and beliefs about mental illness held by family members,
other people, and individuals themselves play a major role in reducing the willingness of
people with a psychiatric disorder to seek treatment.®-11 This delay in involvement in care
can prolong the distress and disability associated with the untreated disorder. The
consequences of increasing the duration of untreated psychosis (DUP) are especially dire.
Extensive research documents that the longer the DUP, the worse the outcome.12-14
Furthermore, a longer DUP is associated with an attenuated response to comprehensive
treatment for first episode psychosis.1>-17,

Perceptions of stigma have been reported to be associated with a delay in seeking treatment
for individuals with a first episode of psychosis,16-18 and are moderately correlated with
internalized negative beliefs about mental illness or self-stigma in this population.1® In
addition, people who have developed psychosis often experience significant social anxiety
and shame about their disorder, and feelings of social marginalization that can contaminate
their social interactions with others.20 Consequently, among people with a recent onset of
psychosis, there is some evidence that experienced stigma is associated with a worse quality
of life,19:21 greater levels of distressing symptoms such as depression and anxiety,22-24 and
more impaired psychosocial functioning.25:26

While stigma appears to play a role in both engagement in treatment and functioning
following a first episode of psychosis, there are inconsistent findings across the studies,
often due to small sample sizes.1926 Furthermore, little is known about the potential
interactions between stigma, DUP, and adjustment in this population.

Aims of the Study

The present study was conducted in order to evaluate the demographic, clinical, and
functional correlates of stigma in a large sample of individuals recently engaged in treatment
for a first episode of psychosis. Analyses were also undertaken to explore whether clinical
and psychosocial correlates of stigma differed as a function of DUP.

Material and methods

The study is based on baseline data collected in the Recovery After Schizophrenia Episode-
Early Treatment Program (RAISE-ETP) project, a cluster randomized control trial
conducted at 34 sites across the U.S., with sites randomized to provide either coordinated
specialty care (the NAVIGATE program) or usual community care.1> A previous publication
from this study examined demographic and clinical correlates of DUP,27 and found that
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longer DUP was associated with a younger age at onset of psychotic symptoms, an older age
at enrollment in the RAISE-ETP study, more severe positive symptoms and overall
symptoms, and worse psychosocial functioning. Correlates of DUP with perceived stigma,
well-being, or sense of recovery were not reported. Out of 404 participants in the study, 399
completed stigma measures and were therefore included in this analysis.

Participants and Sites

Measures

Study inclusion criteria were: between 16 and 40 years of age; currently experiencing a first
episode of psychosis (defined as the first experience of a period of psychotic symptoms in
the absence of a full symptom remission); no more than six months prior use of
antipsychotic medication; diagnosis of schizophreniform disorder, schizophrenia,
schizoaffective disorder, brief psychotic episode, or psychosis NOS. Study exclusion criteria
included: diagnoses of substance-induced psychosis, psychosis due to general medical
condition or affective psychosis; clinically significant head trauma; or other serious medical
conditions. All participants spoke English. Written informed consent was obtained from
participants age 18 or over; individuals younger than 18 years of age provided assent, while
their parents or guardians provided consent for participation. Participant characteristics can
be found in Table 1. The study was approved by the institutional review boards of the
participating sites and all procedures were overseen by the NIMH Data and Safety
Monitoring Board.

Trained interviewers conducted all diagnostic and symptom assessments at baseline of the
study using two-way live video conferencing, which has been shown to be a reliable
assessment format.28 Abbreviated versions of three self-report measures (see below) were
used to reduce assessment burden on the study participants.

Diagnosis.—The Structured Clinical Interview for Axis | DSM-1V disorders (SCID-1V)2°
was administered to obtain primary psychiatric diagnosis and duration of untreated
psychosis at study entry. When examining the association between stigma and DUP, due to
the wide range in DUP, the median split (74 weeks) was used to dichotomize participants
into low vs. high DUP.15:27

Stigma.—Seven items were drawn from the Stigma Scale3° to evaluate perceived mental
health stigma in the RAISE-ETP study. The Stigma Scale is a 28-item self-report measure
assessing perceived prejudice and discrimination related to mental illness, with items rated
on a 5-point Likert scale ranging from strongly disagree (0) to strongly agree (4), with
higher scores pertaining to greater perceived stigma. For this study, in order to use a similar
scale for all the self-report measures, participants rated the seven items from the Stigma
Scale on a 7-point scale ranging from strongly disagree (1) to strongly agree (7). The seven
items were selected based on the investigators’ evaluations of representative questions
tapping the construct of perceived stigma, and included: “Sometimes | feel that | am being
talked down to because of my mental health problems,” “Some people with mental health
problems are dangerous,” “Very often | feel alone because of my mental health problems,”
“People’s reactions to my mental health problems make me keep to myself,” “People have
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avoided me because of my mental health problems,” “I feel the need to hide my mental
health problems from my friends,” and “I do not feel embarrassed because of my mental
health problems.” Examination the item-to-total correlations of these seven items indicated
that all were significant at p < .001 (range: s = .31-.74), except for the last item (r=-.01,
NS), which was subsequently dropped. The remaining six items had a moderate internal
consistency at the baseline assessment (a = .72), which was slightly higher (o = .78) at the
six month assessment. The test-retest reliability of the abbreviated Stigma Scale between
baseline and six months among the participants in the usual community care group was
highly significant (r= .40, p< .001).

Clinical measures.—Psychiatric symptoms were assessed using the Positive and
Negative Syndrome Scale (PANSS).3 The analyses utilized a five factor structure including:
positive, negative, disorganization, excitement, and depression.32 Depression ratings were
also obtained using the Calgary Depression Scale for Schizophrenia (CDSS).33

Fifteen of the 30 items on the Mental Health Recovery Measure (MHRM) were used to
obtain self-reported ratings of general recovery,34 with items selected based on the
investigators’ judgments of which questions most tapped the construct of recovery. All items
were rated on a 7-point scale ranging from strongly disagree (1) to strongly agree (7), with
higher scores reflecting greater sense of recovery. The fifteen items showed high internal
reliability (a = .93) in this sample. Eighteen of the 84 items from the Scales of
Psychological Well-Being (SPWB)3® were used to obtain self-report ratings of well-being.
Items were rated on a 7-point scale ranging from strongly disagree (1) to strongly agree (7),
with higher scores reflecting better well-being. Three items from each of the following six
SPWB subscales were selected: environmental mastery, autonomy, personal growth, positive
relationships, purpose in life, and self-acceptance. The internal consistency for all 18 items
within this sample was fair (e = .51).

Psychosocial functioning.—The Quality of Life Scale (QLS) was used to measure
psychosocial functioning.3® The QLS is a 21-item interview-based scale consisting of four
subscales (interpersonal relations, intrapsychic foundations, instrumental functioning, and
common objects and activities), as well as a total score. Although the QLS was originally
created in order to measure the deficit symptoms of schizophrenia, since its development it
has been widely used as a measure of psychosocial functioning in persons with
schizophrenia-spectrum disorders.37-41

Statistical Analyses

Because perceived stigma could reflect the social effects of more severe symptoms, parallel
analyses were conducted to explore the associations between perceived stigma and
demographic, clinical, and psychosocial variables both without statistically controlling for
symptoms and controlling for symptom severity, using the PANSS total score. The zero-
order correlates of stigma with the demographic, clinical, and psychosocial variables were
examined by computing Pearson correlations, between groups #tests, and XZ analyses
between the mean score on the abbreviated Stigma Scale and continuous, binary, and multi-
level categorical variables, respectively. To explore the associations and possible interaction
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between living at the home with parents or grandparents (yes/no), marital status (ever/never
married), and stigma, a two by two analysis of variance (ANOVA) was conducted. A one-
way ANOVA comparing the three primary psychiatric diagnoses on stigma was also
conducted. To control for symptom severity for these analyses, partial correlations were
computed for continuous variables, and analyses of covariance (ANCOVAS), with PANSS
total score included as a covariate, were conducted for the categorical variables and the
analysis of the interaction between marital status and living situation.

In addition, because longer DUP was found to be related to higher stigma scores, worse
depression (Calgary), and lower ratings of recovery (MHRM) and well-being (SPWB) after
controlling for symptoms, we explored the associations between stigma and these clinical
variables within the low and high DUP subgroups. Specifically, we computed correlations
between stigma scores and the clinical measures within each DUP group (and partial
correlations controlling for symptom severity), and then performed rto ztransformations to
determine whether any of these correlations were significantly different between the low vs.
high DUP group.

Demographic Characteristics

Stigma was significantly related to marital status (4397) = -2.37, p=.018), with those who
had ever been married reporting more stigma (M = 4.70) than those who had never married
(M= 4.06). Living at home (with parents and grandparents) was also significantly related to
stigma (£397) = 3.39, p=.001), with those living at home reporting less stigma (M= 3.95)
than those who did not (M= 4.58). Living at home and marital status were significantly
related ()(2(1) =41.60, p< .001), with most participants who had never married living with
family (V= 269, 67.4%) and most participants who had married living elsewhere (A= 31,
7.7%). The ANOVA evaluating the relationship between living situation, marital status, their
interaction, and stigma revealed a significant interaction effect (A1, 395) = 6.98, p=.009),
with unmarried individuals living at home and married persons living elsewhere having
lower stigma than those who had married but lived at home and those who had never
married and lived elsewhere. However, when symptom severity was included in the
ANCOVA as a covariate, none of the group differences were significant, nor was the
interaction.

Stigma was not significantly related to any other demographic characteristics, including age,
gender, race, ethnicity, and education level, nor status as a student. Perceived stigma was
marginally significantly related to employment status, with participants who were not
working having higher stigma scores (M = 4.20) than those who were working (M= 3.73;
X(397) = 1.92, p=.056). However, when symptom severity was statistically controlled in the
ANCOVA, the effect of work status on stigma was no longer statistically significant,
suggesting that more severe symptoms were uniquely related to employment status but
stigma was not.
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Diagnoses and Duration of Untreated Psychosis (DUP)

The associations between stigma, primary psychiatric diagnoses, and DUP are presented in
Table 2. The t-test comparing the two DUP groups was also significant, with the long DUP
group reporting more stigma than the short DUP group.

The one-way ANOVA comparing the three psychiatric diagnoses on stigma was significant,
with post hoc Tukey tests indicating that participants with schizoaffective disorder reported
significantly more stigma than those with schizophrenia or schizophreniform disorder, who
did not differ. These results were unchanged when symptom severity was included as a
covariate in the ANCOVA.

Clinical Variables

The correlations between perceived stigma and symptoms, well-being, and functioning with
and without controlling for psychiatric symptoms are presented in Table 3. Higher perceived
stigma was significantly correlated with more severe depression on the CDSS, and more
severe symptoms on the PANSS total, as well as more severe symptoms on the PANSS
positive, excitement, and depression subscales. Greater stigma was also significantly
correlated with lower ratings of well-being (SPWB), recovery (MHRM), overall functioning
(QLS total), and social relationships (QLS interpersonal). When partial correlations were
computed controlling for symptom severity, stigma continued to be significantly correlated
with more severe depression on the Calgary, lower well-being, and lower perceptions of
recovery, but was no longer related to symptoms on the PANSS, overall functioning, or
interpersonal functioning. Thus, perceived stigma was significantly related to depression,
well-being, and recovery independent of symptom severity, but not to other symptoms or
functioning.

Comparison of the correlations between stigma and depression, well-being, and recovery
between the two DUP groups indicated that perceived stigma was more strongly associated
with each measure in the long DUP group than the short DUP group. Specifically, for the
long vs. short DUP group, the correlations between stigma and depression were r=.29 vs. .
17, respectively; for stigma and well-being the correlations were r= -.46 vs. -.27,
respectively; and for stigma and recovery the correlations were r=.29 vs. .02, respectively
(all 75 except .02 significant at p < .001). The differences in the strength of the correlations
between the short vs. long DUP groups was statistically significant for stigma and well-
being (z=2.18, p=.015) and recovery (z=3.21, p=.001), but not for depression (z=
-1.26, p=.15). These significant differences were unchanged when controlling for
psychiatric symptoms.

In order to illustrate the stronger associations between stigma, depression, and the subjective
ratings in the high DUP group than the low DUP group, we used a mean split on the Stigma
Scale to divide the entire sample into low or high stigma (M= 4.11). We then created
histograms to compare the average depression, well-being, and recovery ratings of
participants with high levels of perceived stigma in the high vs. low DUP groups, and
participants with low stigma in the two DUP groups. As illustrated in Figure 1, participants
in the long DUP group with high levels of stigma had more severe depression on the CDSS,
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and worse well-being and recovery than similar participants with high stigma in the short
DUP group. In contrast, participants in the low stigma group tended to have less severe
depression and better subjective functioning regardless of DUP group.

Discussion

Perceived stigma was associated with a broad range of variables in this large, multi-site
sample of persons beginning treatment for a first episode of psychosis. Specifically,
perceptions of stigma were related to sociodemographic characteristics (living situation,
marital status), longer DUP, diagnosis of schizoaffective disorder (vs. schizophrenia or
schizophreniform), more severe symptoms (PANSS, CDSS), worse psychosocial functioning
(QLS, current employment status), lower subjective well-being (SPWB), and less perceived
recovery (MHRM). Individuals who have more severe symptoms may have more social
experiences with stigma, raising the question of whether perceptions of stigma merely
reflect symptom severity. Indeed, in the present study perceived stigma was related to higher
levels of depression on the Calgary, as well as more severe symptoms on the four most
socially conspicuous PANSS subscales (Positive, Disorganization, Depression, Excitement);
only the Negative subscale was not related to stigma. Statistically controlling for symptom
severity rendered the relationships between stigma and sociodemographic characteristics and
psychosocial functioning non-significant. However, the associations between stigma and the
other variables remained significant after controlling for symptom severity, suggesting that
perceptions of stigma may have important clinical implications independent of symptoms.

An important finding was that perceived stigma was significantly associated with a longer
DUP. Stigma has long been hypothesized to lead to delays in initiating treatment for mental
health conditions,*2-44 and meta-synthetic reviews identify either self-stigma or perceived
stigma as a common reason for not seeking treatment.#>46 Among persons with an FEP,
numerous qualitative studies point to the role of stigma in contributing to a longer DUP.
16,19.47-50 However, there is a dearth of quantitative studies addressing this question in
persons with FEP.

A recent quantitative study by Kular et al.18 did show that perceived stigma (using the full
version of the Stigma Scale3C used in this study) was significantly associated with a longer
DUP in a sample of 89 persons beginning treatment for FEP, although data on symptoms
were not reported. The present study extends the findings of Kular et al. by demonstrating
that perceived stigma is predictive of a longer DUP after controlling for symptom severity.
The findings are consistent with anecdotal reports and qualitative studies in the FEP
population and suggest that the association between stigma and DUP is not simply an
artifact of delays in treatment leading to more severe symptoms and ensuing social
experiences with stigma. The results also support efforts targeting the reduction of DUP
through public education campaigns aimed at reducing the stigma of mental illness.51:52

In addition to the possible effects of stigma on delaying seeking treatment, the findings
suggest that perceived stigma has significant psychological effects on individuals with first
episode psychosis, independent of the overall severity of their symptoms. Perceived stigma
was significantly related to greater depression, in line with other first episode psychosis
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studies.?2-24 Relatedly, greater levels of perceived stigma were also related to lower
subjective well-being and sense of personal recovery, even after controlling for symptom
severity. These findings are consistent with other research in first episode psychosis
populations showing that higher internalized or perceived stigma are associated with lower
levels of well-being,53 satisfaction with lifel921 and family and social relationships,26:54 and
defeatist thinking.>*

Furthermore, the results suggest that delaying treatment for a first episode of psychosis may
have dire effects of the impact of stigma on depression, well-being, and recovery,
independent of overall symptom severity. When correlations between perceived stigma and
these subjective dimensions were examined separately within the two DUP groups, a clear
pattern emerged in which stigma was more strongly associated with worse psychological
functioning in the long DUP group than the short DUP group, with the differences in the
correlations between the groups significant for well-being and recovery (Table 3). As
illustrated in Figure 1, the negative impact of elevated perceptions of stigma on these
subjective dimensions appears to be amplified in the long DUP group, suggesting that the
effects of stigma on psychological functioning may accumulate over the period of untreated
psychosis. Since well-being and recovery are both correlated with depression (15 = -.38, -.
14 in this study, respectively), it may be speculated that the long-term impact of stigma on
the erosion of subjective well-being and sense of recovery is to increase risk of depression.
The significantly higher levels of stigma in participants with a diagnosis of schizoaffective
disorder than schizophrenia or schizophreniform disorder, controlling for symptom severity,
is also consistent with the cumulative impact of stigma on depression. However, as the data
are cross-sectional and the direction of effects cannot be established, other interpretations for
the increased associations between stigma and psychological functioning are possible.

Participants in the current study had moderate levels of perceived stigma, with an average
score on the abbreviated Stigma Scale of 4.11 (on a 7-point scale, ranging 1-7), indicating
slightly more perceived stigma than the midpoint of “neutral” (4). As would be expected
when compared to individuals with multiple episodes of mental illness, this level of
perceived stigma is somewhat lower than the average level of stigma in the sample of 193
service users (27% schizophrenia-schizoaffective disorder) reported on for the development
of the Stigma Scale,3° for which the average score for the total Stigma Scale was 2.23 (on a
5-point scale, ranging 0—4) and for the 6-item abbreviated scale was 2.43, between the
“neither agree nor disagree” (2) and “agree” (3) anchors. The level of perceived stigma in
this study also appears slightly higher than that reported in the Kular et al. study!8 of 89
persons with FEP, where the average rating on the 5-point Stigma Scale was 1.7, between
the “disagree” (1) and “neither agree nor disagree” (2) anchors. Interestingly, the DUP of
participants in the RAISE-ETP study was somewhat longer (median = 74 weeks) than in the
Kular et al. study (median = about 52 weeks), which could account for some of the higher
rate of perceived stigma in this study. Overall, the level of perceived stigma in this study
appears in line with what would expect based on previous research on the Stigma Scale with
multi-episode service users and other FEP populations.

Several limitations of the present study should be noted. Only one measure of perceived
stigma was used, and self-stigma was not directly assessed (i.e., the personal endorsement of
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stigmatizing beliefs about mental illness). Although, these two dimensions of stigma are
different, they are moderately strongly correlated with one-another (e.g. 7= .67 in one first
episode study9), suggesting they both reflect a shared experience related to the stigma of
mental illness. In addition, abbreviated versions were used of the Stigma Scale, the SPWB,
and the MHRS. This precluded our ability to examine different subscales of the Stigma
Scale and the SPWB, and may have compromised the integrity of the scales as they were
originally developed. On the other hand, the internal consistency of the abbreviated SPWB
was fair, and for the abbreviated Stigma Scale and MHRS it was moderate to high,
suggesting that each scale tapped a single construct.

These limitations notwithstanding, several strengths of the present study are also noteworthy.
The study sample was a large number of individuals seeking treatment for a first episode of
psychasis at their local treatment provider, drawn from 34 community mental health centers
located in 21 states across the continental U.S., and thus is broadly representative of the first
episode population in this country. Rigorous standardized assessments were conducted to
evaluate psychiatric diagnoses and DUP, symptoms, psychosocial functioning, and
subjective well-being and recovery. The study is the first to show that perceived stigma is
related to DUP in persons with a first episode of psychosis, controlling for the effects of
symptom severity. Furthermore, stigma was found to be related to higher depression and
worse well-being and sense of recovery after controlling for symptoms, with stronger
associations among participants with a longer DUP, suggesting the effects of stigma on
psychological functioning are cumulative during the period of time following the onset of
symptoms before treatment begins. The findings underscore the importance of increasing the
speed at which individuals with a first episode of psychosis can access comprehensive
treatment, and highlight the further need for research on interventions targeting the effects of
stigma on well-being and psychosocial functioning in this population.>°:26
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Significant Outcomes and Limitations

. Higher levels of perceived stigma were significantly associated with a longer
duration of untreated psychosis when controlling for psychiatric symptoms.

. Perceived stigma was significantly related to more severe symptoms, worse
psychosocial functioning, and lower subjective well-being and sense of
recovery.

. When overall symptom severity was statistically controlled, perceived stigma

was related to worse depression, and lower well-being and recovery.

. Only one (abbreviated) measure of perceived stigma was used and self-stigma
was not directly assessed.
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Figure 1. Depression, Well-being, and Recovery Ratings for Participants with Low Perceived

Stigma (vs. High) and with Short (vs. Long) Duration of Untreated Psychosis (DUP)

Note: 1Calgary Depression Scale, 2Scales of Psychological Well-Being, 3Mental Health

Recovery Measure.
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Demographic and Diagnostic Characteristics of Participants (N = 399)

Characteristic M SD
Age 2312 5.05
N %
Gender
Male 290 727
Female 109 273
Ethnicity
Hispanic or Latino 73 18.3
Not Hispanic or Latino 326 817
Race
American Indian or Alaska Native 21 53
Asian 12 3.0
Black or African American 151 378
Native Hawaiian or Other Pacific Islander 1 0.3
White 214 536
Marital status
Married 24 6.0
Divorced, widowed, or separated 21 5.3
Never married 354 887
Currently in school
Yes 76 19.0
No 323 810
Currently working
Yes 57 14.3
No 342 857
Living situation
Live alone 38 9.5
Supported living arrangement 3 0.8
Structured environment 11 2.8
Family (parents/grandparents) 283 709
Family (spouse/children) 33 8.3
Homeless 17 43
Other 14 35
Education
Some graduate school 5 13
Completed college 15 3.8
Some college 103 259
Completed high school 132 332
Some high school 123 309
Completed 8t grade 14 35
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Characteristic M sD
Some grade school 6 14
Diagnosis
Schizophrenia 211 529
Schizoaffective disorder 81 20.3
Schizophreniform disorder 65 16.3
Other 42 105

Note: One participant is missing education data.
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Associations between Mean Stigma, Diagnosis, and Duration of Untreated Psychosis (N = 399)

Table 2.

Characteristic M SD df F p
Psychosis diagnosis 2,354 6.926 .001
Schizophrenia (n = 211) 409 124
Schizoaffective (n = 81) 456 118
Schizophreniform (n = 65) 383 1.28
Duration of untreated psychosis 396 -4.28 .001
< 74 weeks (n = 200) 3.84 1.23
2 74 weeks (n = 198) 438 4.38

Note: One participant was missing duration of untreated psychosis data.
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Table 3.

Correlations between Stigma and Clinical Measures

Clinical measure Correlation Partial Correlation Controlling for PANSS?
r p r p
Calgary Depression Scale 27 .001 19 .001
Well-being Scale -39 .001 -.36 .001
Mental Health Recovery Scale -14 004 -.14 .007
Quality of Life Scale
Interpersonal subscale -.15 .003 -.06 272
Instrumental subscale -.03 533 .05 321
Intrapsychic subscale -.10 .055 .03 .605
Common objects subscale -.01 931 .07 164
Total score -12 015 .003 .951
Positive and Negative Syndrome Scale
Positive factor .20 .001
Negative factor .04 474
Disorganization factor .04 481
Excitement factor .18 .001
Depression factor .26 .001
Total score .27 .001
Note:

a .. .
Positive and Negative Syndrome Scale total score.
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