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Abstract

background — Knowledge of pathways to care by help-seeking patients prior to the 
onset of psychosis may help to improve the identification of at-risk patients. This study 
explored the history of help-seeking behavior in secondary mental health care services 
prior to the onset of the first episode of psychosis.

method — The psychiatric case register in The Hague was used to identify a cohort of 
1753 people in the age range of 18–35 at first contact who developed a psychotic disorder 
in the period from 1 January 2005 to 31 December 2009. We retrospectively examined 
the diagnoses made at first contact with psychiatric services.

results — 985 patients (56.2%) had been treated in secondary mental health services 
prior to the onset of psychosis. The most common disorders were mood and anxiety 
disorders [n = 385 (39.1%) and substance use disorders [n = 211 (21.4%)]. Affective psy-
choses were more often preceded by mood/anxiety disorders, while psychotic disorder 
NOS was more often preceded by personality disorder or substance abuse. The interval 
between first contact and first diagnosis of psychosis was approximately 69 months in 
cases presenting with mood and anxiety disorders and 127 months in cases presenting 
with personality disorders.

conclusion — This study confirms the hypothesis that the majority of patients with 
psychotic disorders had been help-seeking for other mental disorders in secondary 
mental health care prior to the onset of psychosis.
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Introduction

Many risk factors contribute to the development of psychotic disorders. Some are distant, 
such as genetic and other pre- and perinatal risk factors (Harrison & Weinberger, 2004; 
Keshavan et al., 2005). Others are more proximal, such as cannabis abuse in adolescence 
(Moore et al., 2007). The development of psychopathology has in many cases been found 
to be a prodromal sign for the development of psychotic disorders. Social decline, depres-
sion and anxiety problems, sleeping problems, cognitive disturbances and psychotic-like 
experiences (PLEs) often precede the onset of psychosis (Häfner et al., 2005; Häfner, 
2000; Klosterkötter et al., 2001; Krabbendam & Os, 2005; Velthorst et al., 2010; Yung, 
Yung, et al., 2005).

Retrospectively, PLEs almost always precede frank psychosis, but prospectively only 8% 
of new cases with PLEs in the general population develop a psychosis within 24 months 
(Hanssen et al., 2005).

PLEs do not differ in intensity in patients compared with non-patients, but both groups 
do differ in their need for care (Stip & Letourneau, 2009) and in the distress associated 
with the symptoms (Yung, Buckby, et al., 2005). Need for care and distress are important 
determinants of help-seeking behavior, and seeking help for disorders other than psycho-
sis might be an important mode of presentation of psychosis. It is also shown that people 
who report sub-clinical psychosis are more help-seeking than those subjects who do not 
report sub-clinical symptoms (Murphy et al., 2010). The combination of risk factors does 
raise the odds of developing a psychotic disorder. For instance, in a population-based 
study (NEMESIS) two or more sub-clinical psychotic symptoms with depressed mood 
result in a forty percent chance of developing a psychosis within 24 months (Hanssen et 
al., 2005).

A review by Anderson et al. (2010) found help-seeking behavior in 33–98% of patients 
who experienced a first psychotic episode. Some of the studies included in the review 
found that patients contacted their GPs before the onset of schizophrenia psychosis 
(Norman et al., 2004). Only two studies have explored help-seeking behavior during the 
prodromal stage in more detail. In a retrospective study in a cohort of 24 schizophrenia 
patients, 19 patients (75%) sought help prior to the onset of psychosis (Bota et al., 2005). 
Of these patients, 14 were diagnosed with an Axis I diagnosis and 15 were prescribed 
medication or had a psychological intervention. Another retrospective study found 
evidence for prodromal disorders in 80% of 86 first-episode (schizophrenia) patients of 
whom 40% showed prodromal help-seeking behavior for these disorders (Addington et 
al., 2002). These proportions of help-seeking behavior (40 and 75%) are based on small 
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sample sizes, and a more accurate estimate of the prevalence of help seeking behavior in 
larger populations entering the secondary mental health services before the onset of the 
disorder would be helpful.

Does help-seeking in secondary mental health services result in the detection of frank 
psychosis at a much earlier stage? Apparently it does not. Researchers found that the 
delay in secondary mental health care services was associated with a duration of un-
treated psychosis that was seven times longer than a direct referral to a first-episode 
psychosis department. They concluded that intervention is required in secondary as well 
as primary care services to reduce the duration of untreated psychosis (Boonstra, Wun-
derink, Sytema, et al., 2008; Brunet et al., 2007). Health care professionals do not seem to 
detect the development of psychosis when treating other disorders, or perhaps they are 
convinced that the psychotic symptoms are secondary to other problems. If a substantial 
proportion of patients who are likely to develop psychosis in the future do seek help in 
secondary mental health services, then screening for sub-clinical psychotic symptoms 
might be a strategy to prevent a lengthy period of untreated psychosis. Targeted inter-
vention might even postpone or prevent a first psychotic episode. An important question 
remains: what proportion of people with a first psychotic episode has been help-seeking in 
health services at the prodromal stage?

In this study prodromal help-seeking behavior and diagnoses over time were retrospec-
tively explored in all consecutive cases with a psychotic disorder recorded in a psychiatric 
case register during five years in a well-defined urban catchment area. Additionally, we 
examined the time between first contact and first diagnosis of psychotic disorder.

Method

Subjects

The cohort of subjects was identified in the psychiatric case register of the Parnassia 
Psychiatric Institute (n = 1753). This institute has been the single provider of adult mental 
health care (18 years and over) in The Hague for over four decades. The Hague is one of the 
five largest cities of the Netherlands and the catchment area covers approximately 450 000 
inhabitants. The psychiatric case register contains data about inpatient and outpatient 
service utilization as well as patient characteristics such as all the diagnosis and demo-
graphic information from the earlier contact on. This afforded the opportunity to examine 
the clinical history of patients who experienced a first episode of any psychotic disorder 
between 2005 and 2009. The current study explored the clinical help-seeking pathways of 
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patients aged between 18 and 35. The 14–35 year age group is considered to have the highest 
risk of developing psychosis (DeLisi, 1992). However, Parnassia only provides adult care 
(18 years and over) and therefore we had to use the age criterion of 18–35 years.

The inclusion criteria for this study were:
1.	 The development of a first registered DSM IV-diagnosis of affective (schizoaffective 

disorder, bipolar disorder or mood disorder with psychotic features) or non-affective 
psychosis (schizophrenia and other psychotic disorders) between January 2005 and 
December 2009;

2.	 Age between 18 and 35 years at first contact with Parnassia;
3.	 Residence in The Hague.

Excluded were patients with substance-induced psychotic disorders.

Statistical analyses

The distribution assumptions of the data were tested and did not meet the criteria for 
parametric tests. Non-parametric Mann-Whitney-tests, Kruskal-Wallis tests and two-
tailed multinomial logistic regression were applied for differences in time between first 
contact and transition into psychosis for the different psychotic diagnoses and the dif-
ferent first contact diagnoses. Mann-Whitney-U tests were used to follow up significant 
findings of the Kruskal-Wallis tests. We used Bonferroni correction to ensure the Type 
I errors did not build up to more than a .05 level of significance (critical value of .05 
divided by the number of Mann-Whitney-U tests we have conducted). Kaplan-Meier 
analysis was performed for survival analyses: this study uses backward recurrence times. 
The Kaplan-Meier analysis is therefore only used to explore the time from first contact 
until diagnosis in the psychosis spectrum (Allison, 1985). Chi-square analyses were used 
to test the association between type of psychotic onset and clinical history. Adjusted 
standardized residuals of chi-square cross-tabulation analyses were conducted between 
first contact diagnosis and psychotic disorders in which negative adjusted residuals in 
a cell correspond to a smaller number of cases than expected by chance and positive 
residuals correspond to more cases (corrected for small N in the groups).



40 Chapter 3

Results

Subjects

In the years 2005 to 2009, 1753 people aged between 18 and 35 years at first contact with 
Parnassia were diagnosed with a psychotic disorder: 1015 men and 738 women. The mean 
age of first contact with services was 26.0 years (sd = 5.1, median = 26.0) and the mean age 
when diagnosed with psychosis was 32.1 (sd = 7.9, median = 32.0) years.

All patients diagnosed with first-episode psychosis  (January 2005–December 2009) 
Affective psychotic disorders N= 611 

Psychosis NOS N= 787 
Schizophrenia N= 355

Patients with 
psychiatric history 

N= 985

Patients without 
psychiatric history 

N= 768 

Affective 
psychotic 
disorders 
17.8%
(137/768)

Psychosis NOS
53.3% 
(409/768)

Schizophrenia 
28.9% 
(222/768)

Affective 
psychotic 
disorders 48.1% 
(474/985)

Psychosis NOS 
38.4% 
(378/985)

Schizophrenia 
13.5% 
(133/985)

Anxiety and 
mood disorders
50.4% 
(239/474)

Substance use 
disorders 
15.4% (73/474)

Other disorders 
12.7%(60/474)

Adjustment 
disorders 12.2% 
(58/474)

Personality 
disorder 4.4% 
(21/474)

No diagnosis 
4.9% (23/474)

Anxiety and 
mood disorders
28.3% 
(107/378)

Substance use 
disorders 27.0% 
(102/378)

Other disorders 
19.0%(72/378)

Adjustment 
disorders 10.6% 
(40/378)

Personality 
disorder 9.3% 
(35/378)

No diagnosis 
5.8% (22/378)

Anxiety and 
mood disorders 
29.3% 
(39/133)

Substance use 
disorders 
27.1% (36/133)

Other disorders 
17.3%(23/133)

Adjustment 
disorders 
10.5% (14/133)

Personality 
disorder 6.0% 
(8/133)

No diagnosis 
9.8% (13/133)

Figure 3.1 Patients with and without a psychiatric history and their initial diagnoses
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First contact diagnoses

Figure 3.1 displays the help-seeking pathways to psychosis: 768 (43.8%) patients were 
diagnosed with schizophrenia spectrum (schizophrenia, schizophreniform disorder, 
schizoaffective disorder and delusional disorder) (DSM 295.xx and 297.1), psychotic 
disorder NOS including brief psychotic disorder (DSM 298.xx) or affective psychotic 
disorder (bipolar disorder and depression with psychotic features, DSM 296.xx) at first 
contact. Women were overrepresented in the group with affective psychosis (n = 137; 
62.8%), and men were more often diagnosed in the schizophrenia spectrum (n = 222; 
72.1%) and with psychotic disorder NOS (n = 409; 67.7%) at first contact.

Of those patients who were diagnosed with affective psychotic disorders, fewer than 
expected were psychotic at first contact (see Table 3.1). Conversely, patients diagnosed 
with non-affective psychosis were more often psychotic at first contact. Men were more 
often diagnosed with a psychotic disorder at first contact.

A total of 985 patients (56.2%) had a history of treatment for non-psychotic Axis I or 
II disorders before the onset of the first psychotic episode (see figure 3.1). The largest 
groups of these patients had been referred for treatment for anxiety and mood disorders, 
substance use disorders and adjustment disorders. Whereas women had more anxiety, 

Table 3.1 The likelihood of psychiatric treatment in the prodromal stage of a psychotic disorder

Psychotic
disorder
at first contact

No psychotic
disorder
at first contact

χ2

(n = 768) (n = 985)

Affective psychotic disordera 
(n = 611) ↓↓ (n = 137) ↑↑ (n = 474) χ2 (2, 1753) = 174.3, p < .001

Psychotic disorder NOS
(n = 787) ↑ (n = 409) ↓ (n = 378) χ2 (2, 1753) = 38.6, p < .001

Schizophrenia
(n = 355) ↑ (n = 222) ↓ (n = 133) χ2 (2, 1753) = 63.4, p < .001

Male (n = 1015) ↑ (n = 488) ↓ (n = 527) χ2 (1, 1753) = 25.1, p < .001

↑↑ or ↓↓	 adjusted standardized residuals > |10| or < |-10|
↑ or ↓	 adjusted standardized residuals > |5| or < |-5|
a	 Bipolar disorder and mood disorders with psychotic features.

Chi-square cross-tabulation analysis between the initial disorder and transition diagnosis in which adjusted standardized re-
siduals reflect a higher or lower number of cases than expected, corrected for small numbers. Negative adjusted residuals in 
a cell correspond to a smaller number of cases than expected by chance, positive residuals correspond to more cases. Adjusted 
standardized residuals outside the range -2.5 and +2.5 indicate significant differences between observed and expected numbers.
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mood and adjustment disorders in the help-seeking history, men had been treated more 
often for substance use and personality disorders.

The diagnoses at first contact and estimated time to diagnosis of psychotic disorder are 
presented in Table 3.2.

Time between first contact and psychosis

To measure the mean time from first contact to first diagnosis of psychosis among pa-
tients who entered the secondary mental health care services for other mental problems, 
we excluded those patients who were diagnosed with psychosis at first contact from the 
analysis. It took 86.6 months (se = 2.04) to be diagnosed in the psychosis spectrum from 
first contact for non-psychotic disorders; the median was 78.0 months (Table 3.2). About 
23% made the transition to psychosis in the first two years.

No differences were found in mean time between first contact and first psychotic diagno-
sis for the various clusters of psychosis (Kruskal-Wallis: H (2) = 3.03, p=.219). The Mann-
Whitney-U test was used to measure the effect of gender on mean time to transition. The 
difference between mean time from first contact to psychosis in men (mean = 94.8, sd = 
67.8, median = 99.0 months) compared with women (mean = 78.5, sd = 71.2, median = 66.0 
months) was statistically significant (U = 100 054, z = 4.6, p < 0.001).

The mean time between first contact and first-episode psychosis differed for first contact 
diagnosis (Kruskal-Wallis: H (5) = 82.6, p < 0.001). Mann-Whitney-U tests were used to 

Table 3.2 The characteristics of people with a non-psychotic diagnosis preceding psychotic disorder

Initial diagnosis (clustered) n Female

Mean age
at first
contact
in years

(se)

Mean age
at first
psychosis
in years

(se)

Mean time
from first contact
to diagnosis of
psychotic disorder
in months
(se)

Median time
in months
to diagnosis of
psychotic
disorder

Anxiety and mood disorders 385 215 (55.8%) 27.5 (.23) 33.4 (.32) 70.0 (2.92)   56

Substance use 211 37 (17.5%) 26.2 (.33) 35.8 (.50) 115.1 (3.98) 127

Other disordersa 155 88 (56.8%) 26.2 (.40) 32.7 (.65) 78.2 (6.23)   67

Adjustment disorders 112 59 (52.7%) 27.8 (.43) 34.3 (.65) 77.5 (5.71)   62

Personality disorder   64 26 (40.6%) 26.1 (.60) 36.6 (.90) 125.3 (8.22) 129

Not diagnosed   58 33 (56.9%) 25.9 (.64) 33.5 (.85) 91.2 (6.6)   88

Total 985 458 (46.5%) 26.9 (.15) 34.2 (.22) 86.6 (2.04)   78
a � Other disorders are disorders that are not very common in this data set, e.g.  sexual disturbances, relationship 

problems or eating disorders.
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follow-up this finding. A Bonferroni correction was applied. All effects were reported 
at a .0016 level of significance (.05/30). People first diagnosed with anxiety and mood 
disorders, adjustment disorders and other disorders developed psychosis sooner than 

people with no diagnosis, substance use problems or personality disorders at first con-
tact. Regression analysis was used to correct for age at first contact, gender and type of 
psychotic onset, and the differences in mean time to psychosis diagnoses for the first 
contact diagnosis remained significant (F (4980) = 21.8, p < 0.001). Figure 3.2 shows the 
survival curves for the various first contact diagnoses and shows the same differences in 
time to transition for the various first contact disorders.

Onset of psychosis

The clinical history is shown in Table 3.3 and varies between the psychosis subtypes. 
Whereas patients diagnosed with bipolar disorders were more likely to have had anxiety 
and mood disorders in the prodromal phase, patients with psychosis NOS were more 

Adjustment disorders
Anxiety andmood
disorders

Other disorders
No diagnosis

1.0

0.8

0.6

0.4

0.2

0.0

0 100 200 300

Cu
m

su
rv

iv
al

First diagnosis

Median

Anxiety andmood
disorders

Addiction disorders
Personality disorders

Median total population

Figure 3.2 Survival curve for transition to psychosis after accessing secondary mental health service 
for each initial diagnosis separately. Months between first contact and psychosis
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often diagnosed with premorbid substance use disorders, other disorders and personal-
ity disorders.

Table 3.3 The association between initial diagnosis and psychotic disorder subgroup

Affective psychotic
disordersa

Psychotic
disorder NOS Schizophrenia

Anxiety and mood disorders n observed 277 134 46

n expected 220 177 61

st. adj. residuals     6.9   -5.3   -2.6

Substance use n observed   93 120 41

n expected 122   98 34

st. adj. residuals   -4.1     3.2   1.5

Other disordersb n observed   65   87 25

n expected   85   68 24

st. adj. residuals   -3.3     3.1   0.4

Adjustment disorders n observed   74   45 17

n expected   65   53 18

st. adj. residuals     1.6   -1.4   -.03

Personality disorder n observed   24   39 10

n expected   35   28 10

st. adj. residuals   -2.7     2.7   0

No diagnosis n observed   25   24 15

n expected   31   25   9

st. adj. residuals   -1.5   -0.2   2.5

χ2 χ2 (5, 985) 
= 59.3, p < .001

χ2 (5, 985) 
= 38.9, p < .001

χ2 (5, 985) 
= 59.3, p < .001

a  Bipolar disorder and mood disorders with psychotic features
b � Other disorders are disorders that are not very common in this data set, e.g.  sexual disturbances, relationship 

problems or eating disorders

Chi-square cross-tabulation analysis between the initial disorder and psychotic disorder subgroup diagnosis in 
which adjusted standardized residuals reflect a higher or lower number of cases than expected, corrected for small 
numbers. Negative adjusted residuals in a cell correspond to a smaller number of cases than expected by chance, 
positive residuals correspond to more cases. Adjusted standardized residuals outside the range −2.5 and +2.5 indicate 
significant differences between observed and expected numbers.
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Discussion

Pathways to psychosis

This study explored the clinical help-seeking pathway to psychosis. Of the patients (n = 
985) who had been diagnosed within the psychosis spectrum, 56.2% had received treat-
ment in the secondary mental health services for various non-psychotic disorders prior 
to the onset of psychosis. The most common prodromal disorders were anxiety and mood 
disorders. High rates were also found for substance use disorders and adjustment disor-
ders. The average time from first contact to transition into psychosis was 87 months. Pa-
tients with anxiety and mood disorders (69 months) developed a first-episode psychosis 
significantly sooner than those who sought help for personality disorders (127 months).

The various types of psychotic disorders were associated with different pathways to care. 
The patients who were psychotic at first contact were mostly diagnosed with schizophre-
nia and psychosis NOS, whereas the help-seeking group were dominated by affective 
psychosis. Several Axis I and II disorders precede the onset of psychosis, but patients 
who had been diagnosed with affective psychosis had been seeking help more often for 
mood and anxiety disorders, whereas patients with psychotic disorder NOS reported 
more premorbid substance use disorders and personality disorders. Furthermore, the 
analyses found gender differences. Women sought help in secondary mental health care 
services more often prior to the onset of psychosis than men, and women were more 
likely to develop affective psychosis, whereas men were more often diagnosed with 
schizophrenia after onset of psychosis.

The results of the present study are in line with the findings reported in previous small 
studies of schizophrenia patients (Addington et al., 2002; Bota et al., 2005), which found 
a prodromal help-seeking pathway in 40–75% of the patients with schizophrenia. They 
reported mainly symptoms of depression. Häfner et al. showed that eight out of ten most 
frequent initial symptoms were shared by the group with severe depression and the 
group with prodromal symptoms of schizophrenia. In patients with schizophrenia, these 
symptoms precede and overlap with negative symptoms (Häfner et al., 2005). Studies 
of high-risk patients also reported a help-seeking pathway in approximately 50% of 
the patients (Platz et al., 2006; Preda et al., 2002). Although we also found mood and 
anxiety disorders to be the most prevalent disorders in the help-seeking history (39% 
of the population), the results show that patients who were diagnosed with psychotic 
syndromes were help-seeking in the prodromal phase for all kinds of Axis I and Axis II 
disorders. The high rate of anxiety and mood disorders in the prodromal stage is prob-
ably due to the fact that mood and anxiety disorders are quite common in the general 
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population (Bijl et al., 1998). It might be that there are no distinct help-seeking pathways 
to psychosis; psychotic symptoms are prevalent in several Axis I and II disorders (Eaton 
et al., 2007) and interact with non-psychotic symptoms until they cross the threshold of 
frank psychosis. Schizophrenia in particular was not associated with specific prodromal 
disorders. So, not only mood and anxiety disorders are risk factors for developing psy-
chosis, but psychopathology in general is a risk factor as well.

After the transition into psychosis, diagnoses fluctuate over time as well. In a sample of 
first-episode patients, only 30–40% meet the criteria for a disorder in the schizophrenia 
spectrum (McGorry et al., 2008). The other patients are diagnosed with other psychotic 
disorders and can be seen as having a risk for developing schizophrenia in the future as 
the percentage that will progress to schizophrenia will increase over time. Furthermore, 
patients once diagnosed with schizophrenia could be diagnosed with affective psychosis 
later on. This might be the result of a lack of specificity of symptoms of schizophrenia 
and related psychotic disorders (Eaton et al., 2007); symptoms can be seen in patients 
suffering from other disorders (e.g.  negative symptoms versus depressive symptoms) 
and even in the general population (Os et al., 2000). It makes sense to examine psychotic 
disorders from a dimensional perspective, i.e. with psychotic symptoms on a continuum 
of severity, in contrast to the previous categorical or dichotomous perspective (Os et al., 
2000).

The results show that many psychotic people were treated for substance use problems 
prior to the onset of psychosis. This is in line with findings that substance use—can-
nabis use in particular—is a risk factor for developing psychotic symptoms (Moore et al., 
2007; Murray et al., 2007). Cannabis use contributes to a complex set of risk factors and 
vulnerability (Arseneault et al., 2004).

The mean time from first contact to the diagnosis of psychotic disorder was 87 months and 
therefore much higher than the mean time of 32 months found in the study by Bota et al., 
(2005). This is perhaps due to the fact that we measured time to transition into psychosis 
plus time to diagnosis. As mentioned, patients who were in treatment with secondary 
services for non-psychotic disorders in the prodromal stage had seven times longer dura-
tion of untreated psychosis after onset of psychosis than patients who were psychotic at 
first contact (Boonstra, Wunderink, Sytema, et al., 2008; Brunet et al., 2007; Norman 
et al., 2004). In addition, psychological treatments targeting non-psychotic mental 
disorders, but also anti-psychotic and anti-depressive medications, may have decreased 
the distress with sub-clinical psychotic symptoms as well. The final common pathway 
from prodromal stage to psychosis is characterized by catastrophizing interpretations of 
psychosis-like symptoms and end in highly emotional secondary delusion on such things 



Pathways to psychosis 47

as the origin and purpose of voices. Cognitive behavior therapy, anti-psychotic medica-
tion or anti-depressive medication reduce emotional arousal (French, 2004). As a result, 
treatment in secondary mental health care may have delayed the onset of psychosis.

First-episode population

We have found a different population than populations reported in other first-episode 
studies (Addington et al., 2002; Bota et al., 2005). The mean age of psychotic onset in 
studies is mainly the result of the selected age range of the recruitment population. Re-
search populations are restricted by age criteria (e.g. inclusion till the age of 35), ignor-
ing the fact that—although the risk of developing psychosis decreases with age—older 
people can suffer from a first episode of psychosis as well. For instance, recruitment in 
adolescent populations found a mean onset age of 19 or 20 (Morrison et al., 2011; Yung 
et al., 2010). Häfner et al. found a mean age at first admission in hospital of 29 years for 
psychosis and even of 31 for schizophrenia in an adult population (Häfner et al., 1993). As 
Parnassia only provides adult care (18 years and over), the mean age is higher than the 
mean age in adolescent populations, but comparable to the mean age found by Häfner et 
al. In addition, this study used an age range of 18–35 years at intake for non-psychotic 
disorders, but had no restricted age criteria for the onset of psychosis. This means that 
late onsets are also present in the current study. Women in particular are associated with 
late onset of psychosis. In contrast to other studies reporting on first-episode cohorts, we 
included almost 50% women. This suggests that these (older) women might be overlooked 
in studies of young first-episode cohorts (DeLisi, 1992; Häfner et al., 1993).

We found that women were inclined to seek help prior to the onset of psychosis more 
often than men. This is in accordance with the findings that women tend to seek mental 
help more often and at an earlier stage of the illness than men (Lane & Addis, 2005). 
Women were more likely to be diagnosed with anxiety and mood disorders, and men with 
non-affective psychosis and substance use disorders at first contact. Affective symptoms, 
social conflict and help-seeking are more often associated with psychotic disorder in 
females, while negative symptoms and cognitive limitations characterize the develop-
mental impairment in male psychotic disorder (Os et al., 2010).

Clinical implications

The results of this study could contribute to the improvement of early detection strat-
egies. Both the low incidence of psychotic disorders and high prevalence of psychotic 
symptoms in the population create a compelling need to find samples with a heightened 
psychosis proneness in order to be able to identify people at risk for developing psycho-
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sis. Most early detection services use referral by primary care givers as an enrichment 
strategy. However, recognizing those patients that go on to develop psychosis may be 
particularly challenging as the early symptoms resemble the early symptoms of depres-
sion or anxiety (Häfner et al., 2005). The results of this study show that the majority of 
people who developed a psychotic disorder had been help-seeking in the prodromal stage. 
This opens the opportunity for the implementation of a closing-in strategy in second-
ary mental health care services that combines several risk factors; this is required in 
order to filter out a sample with a high base rate of at-risk people to reduce the number 
of false positives (McGorry et al., 2003; Os & Delespaul, 2005). Although the current 
results give no information about the prevalence of cases compared with non-cases and 
therefore no information about the psychosis proneness of the general help-seeking 
population, we can safely assume that the prevalence of psychosis proneness is higher 
in the help-seeking population than in the general population. The estimated lifetime 
prevalence of mental disorders is 25% in the population at large (Vollebergh, 2003); 60% 
of the psychotic people who seek help in the prodromal phase are part of this small group. 
This is in line with the expectation of van Os & Delespaul (2005), who estimated the 
prevalence of schizophrenia in secondary mental health care services at 7%, compared 
with a prevalence of 0.6% in the general population.

Strengths and limitations

The major strength of the current study is that the sample is based on data of all consecu-
tive cases of psychotic disorder in the catchment area within a five-year time frame. The 
sample has no selection bias. It is an epidemiologically representative sample with strong 
external validity.

Another strength of this study is that in using the psychiatric case register it has access 
to all the diagnostic information about the patients from the first contact with the mental 
health provider to date, reducing the likelihood of recall bias when data are collected 
retrospectively by interviewing. The diagnoses were made in accordance with the guide-
lines of the DSM IV.

A limitation of our study is the fact that the duration of untreated psychosis is included 
in the time leading up to a diagnosis of psychotic disorder. The longer mean time before 
psychotic disorder diagnosis could be the result of a considerably longer delay in diag-
nosing psychotic disorder (Brunet et al., 2007) A second limitation is that we have no 
knowledge about the treatment history of patients who previously had contact with child 
and adolescent psychiatric services. Parnassia only provides adult care (18 and over). The 
relatively high age of onset could be caused by failure to include some of the youngest 
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first contacts with a psychotic disorder. In addition, it is unknown whether patients 
received treatment by primary services (e.g.  GPs, psychiatric nurses or psychologists). 
In 2001 almost 5.5% of the Dutch population was prescribed anti-depressants —in 80% 
of cases by their GPs (Baan et al., 2003). Being unaware of treatment by GPs and primary 
care services, we have some false negatives in the sample. These patients were regarded 
as having no history of help-seeking behavior. The number of help-seeking patients in 
the prodromal stage has been slightly underestimated. On the other hand, we explored 
whether there is a possibility of detecting high-risk patients in secondary mental health 
care services and we were therefore looking for evidence that the majority of psychotic 
people had been using these services for other mental problems preceding the first epi-
sode of psychosis.

A third limitation is that our data set did not include information on treatments. Non-
psychotic patients were perhaps prescribed antipsychotic medication off-label. Although 
antipsychotic medication prescription to patients with sub-clinical psychotic symptoms 
is not recommended in clinical practice guidelines, research showed that 21% of high-
risk patients used antipsychotic medication without being full-blown psychotic (Nieman 
et al., 2009).

Conclusion

The majority of people who have developed a psychotic disorder had been help-seeking 
for other mental disorders in the prodromal period. Not all those with mental problems 
will develop a psychosis, but a selection of people with, for example, depression and PLEs 
probably have an elevated risk of developing a psychosis in the near future. The findings 
of this study encourage the identification of patients at risk of developing a psychotic 
disorder in a help-seeking population in secondary mental health care.




