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of the episode of inclusion, with no further
episodes. Stephens' figures for . unimproved'
patients range from 4 to 84 % with a mean of
52 %. The corresponding figures for developed
countries in our study are 58 to 74 % with a
mean of 65 %. The much narrower range is
almost certainly due to standardization of
methodology in the IPSS. Since Stephens'
review, a five-year follow-up study has been
published (Watt el al. 1983) which is of particular
relevance since the patients were examined with
the PSE. A feature of the study which added to
its rigor, but renders it less comparable with the
IPSS, is that the sample of patients was
epidemiologically based. The proportion of
patients with a single episode and no impairment
was 16 %, while the proportion with repeated
episodes and no return to normality was 52 %.
These figures indicate a rather better outcome
than the corresponding data for the London
centre (POC 1, 5%; POC 6+ 7,62%) and may
be attributable to the nature of the catchment
area, which was semi-rural with little socio­
economic deprivation.

1n a more extensive presentation of their
findings, Shepherd et al. (1989) analysed the
relationship between clinical outcome and social
outcome. This was found to be approximately
linear, with 25 % of the variation in overall
social adjustment being attributable to clinical
status at follow-up. In no case with severe global
social impairment was clinical status unim­
paired, but in a small number of patients social
function was unimpaired in the presence of
severe clinical morbidity. Shepherd et al. suggest
that the good social outcome of these patients
may be a consequence of family support and the
fact that they were able to stay in employment.
This speculation may be relevant to the findings
for the Cali patients.

Extensive comparisons of the IPSS data with
very long-term follow-up studies (Bleuler, 1972;
Huber el al. 1975; Tsuang el al. 1979: Ciompi,
1980; Harding el al. 1987) are not productive
because of differences in method and the
suggestion from these studies that a progressive
improvement occurs in schizophrenia over
several decades.

To turn to studies in developing countries,
one of the earliest was conducted in Mauritius
by Murphy & Raman (1971). They identified all
first admissions to the only hospital on the
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'pre-morbid personality and the occurrence of a
-life event before onset. These are all familiar

.'·from previous studies, but none of them ex­
'plained the good outcome of patients in deve!­
. oping countries. This finding is identical with

that from the two-year follow-up (WHO, 1979),
and could be ascribed to a differential self­
selection of patients attending scarce medical
facilities in developing countries compared with
the situation in developed countries. This ex­
planation has been rendered implausible by the
congruent findings of the Determinants of
Outcome Study (Sartorius el a1. 1986) in which
the samples of patients were epidemiologically
based.

The five-year follow-up data from the IPSS
need to be put in the context of other long-term
follow-up studies of schizophrenia. Studies in
developed countries will be considered first,
followed by those in developing countries. There
has been a large number of relevant studies in
developed countries, incurring the usual dis­
advantage of a great variety of methods of
selection of patients, assessment and categor­
ization of course and outcome. Stephens (1978)
reviewed 38 studies involving a long-term follow­
up of schizophrenic patients. Of these 13 are of
most immediate relevance to our design, since
the follow-up was at least five years but averaged
less than ten. Stephens classified outcome as
. recovered' - complete recovery without evi­
dence of residual pathology; 'unimproved'­
active chronic psychosis; and 'improved'­
either the subject has residual symptoms at time
of follow-up or appears recovered, but has had
repeated exacerbations and hospitalizations
since entering the study. The category
'recovered' corresponds to our Pattern of
Course I, while that of 'unimproved' is very
similar to our Patterns of Course 6 and 7
combined. In the 13 studies reviewed by
Stephens, the proportion of' recovered' patien ts
varied from 6 to 39 %, this wide range almost
certainly reflecting' methodological differences.
The average was 21 %, more than double the
mean of 9% for developed countries showing
Pattern of Course I in our study (Table 5).
However if Patterns of Course 1 and 2 are
combined, the mean for developed countries
rises to 23 %. This figure, which is very similar to
that derived from Stephens' review, includes
patients who have had a full or partial remission
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Chandigarh could be explained by the relative
incompleteness of follow-up. This explanation
has some cogency since the current study has
shown that in an extended follow-up it is the
patients with the best outcome who are most
likely to be lost from the cohort. Furthermore,
in the Determinants of Outcome Project
(Sartorius et al. 1986) follow-up of an epidemi­
ologically based sample ofschizophrenic patients
in the Chandigarh centre revealed a significantly
better outcome than comparable patients in
developed countries. Evidence against this in­
terpretation is provided by data from the Cali
centre (Table 12) in which the follow-up was
virtually complete, while the proportion of
patients with the best pattern of course was low.
On the other hand, Ibadan had the least complete
follow-up of the IPSS centres, but a high
proportion of patients with the best outcome.

It is evident that completeness of the follow­
up is not a satisfactory explanation for the
divergent findings from developing countries.
But taken as a whole the data do indicate a
better outcome for schizophrenia in some devel­
oping countries compared with developed coun­
tries. One possible explanation is that the
samples from the developing centres contain a
disproportionate number of patients with acute,
rapidly resolving psychoses which have an
inherently better prognosis. This explanation is
not supported by the results of the log-linear
modelling, which demonstrated that acuteness
of onset as a predictive factor did not detract
from the effect of the developing/developed
dichotomy. Another explanation involves the
greater tolerance for and acceptance of schizo­
phrenic patients by family members in devel­
oping countries. We have referred to this above
in relation to the data from Cali, and evidence
for this is provided by the Chandigarh sub-study
on relatives' Expressed Emotion in the Deter­
minants of Outcome project (Leff et al. 1987.
1990). In Chandigarh, the low levels of relatives'
Expressed Emotion were associated with a better
clinical outcome at one-year and at two-year
fOllow-up. However, this was not the situation
in Cali where patients had a similar clinical
course to those in developed countries, but had
a superior social outcome. Therefore, although
the tolerance of relatives might be invoked as a
partial explanation for the better clinical out­
come of schizophrenic patients in Agra and
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Length of
follow-up % with full % with best
in years information outcomeLocation

IPSS cenlres
Aarhus 5 94 6 40
Agra 5 74 42 10
Cali 5 92 II 21
Ibadan 5 59 33 10
London 5 65 5 14
Moscow 5 86 6 21
Prague 5 86 9 23
Washington 5 53 17 23

Other slUdies
Mauritius 12 98 59 24
Hong Kong 10 62 2i'· l'
Chandigarh 5 58 29 32
Sri Lanka 5 98 40 29

island during the year 19.')6 who were given a
diagnosis of schizophrenia. They succeeded in
tracing 98 % of the sample 12 years after the first
admission, and defined the best outcome as
complete recovery from the initial episode and
no further episodes during the follow-up period.
This is identical with Pattern of Course I in this
study, allowing comparison between the two
sets of data. In the Mauritian follow-up 59 % of
the sample exhibited this outcome, a higher
proportion than in any of the IPSS centres. This
may be explained by the fact that the Mauritian
sample comprised first admitted patients only.
whereas the IPSS samples were mixtures of first
admissions and readmissions.

Two studies of first admitted. schizophrenic
patients with findings that conflict with those of
Murphy & Raman were conducted in Hong
Kong by Lo & Lo (1977) and in Chandigarh by
Kulhara & Wig (1978). In these two studies the
proportion of patients with a complete recovery
from the initial episode and no subsequent
relapse was 21 and 29 % respectively. Another
comparable study was carried out by Waxler
(1979) in Sri Lanka with results that supported
those of Murphy & Raman, since 40 % of her
sample conformed to the best outcome category.

The findings of these four follow-up studies in
developing countries are displayed alongside the
five-year follow-up data frOTh the fPSS centres
for comparison. At first, it might appear that the
contradictory results from Hong Kong and
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Table 12. Five-year outcome of IPSS
schizophrenic patients by centre compared with
other studies in developing countries .
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Ibadan, different factors must be operating in
Cali. These may be linked with the nature of the
city of Cali, which has moved further in the
direction of urbanization and industrialization
than either Agra or Ibadan. The sociodemo­
graphic and cultural differences between these
three IPSS centres need further exploration in
order to understand the variation in the outcome
ofschizophrenia revealed by the five-year follow­
up. It is noteworthy that patients in the IPSS
sample with diagnoses other than schizophrenia
also had better clinical and social outcomes in
developing than in developed countries. There­
fore it is possible that the social and cultural
factors responsible for a good outcome operate
across diagnostic boundaries.
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