






Skip to main content


Accessibility help




We use cookies to distinguish you from other users and to provide you with a better experience on our websites. Close this message to accept cookies or find out how to manage your cookie settings.







[image: Close cookie message]











Login Alert













Cancel


Log in




×























×



















[image: alt]









	
	
[image: Cambridge Core Home]
Home



	Log in
	Register
	Browse subjects
	Publications
	Open research
	Services
	About Cambridge Core
	

Cart





	

Cart


	
	


	
Institution login

	
	Register
	Log in
	
	

Cart













 





[image: Cambridge Core Home]
Home













 




















	
	
[image: Cambridge Core Home]
Home



	Log in
	Register
	Browse subjects
	Publications
	Open research
	Services
	About Cambridge Core
	

Cart





	

Cart


	
	


	
Institution login

	
	Register
	Log in
	
	

Cart













 



 

















Hostname: page-component-6b989bf9dc-pkhfk
Total loading time: 0
Render date: 2024-04-09T07:00:55.262Z
Has data issue: false
hasContentIssue false

  	Home 
	>Journals 
	>The British Journal of Psychiatry 
	>Volume 177 Issue 4 
	>Nithsdale Schizophrenia Surveys 20



 	English
	
Français






   [image: alt] The British Journal of Psychiatry
  

  Article contents
 	Extract
	Footnotes
	References




  Nithsdale Schizophrenia Surveys 20
 Cognitive function in a catchment-area-based population of patients with schizophrenia
     
Published online by Cambridge University Press: 
02 January 2018

    C. Kelly   ,
V. Sharkey   ,
G. Morrison   ,
J. Allardyce    and
R. G. McCreadie   
 
 
 [image: alt] 
 



Show author details
 

 
 
	C. Kelly
	Affiliation: Academic Department, Gartnavel Royal Hospital, Glasgow




	V. Sharkey
	Affiliation: Crichton Royal Hospital, Dumfries, Scotland




	G. Morrison
	Affiliation: Crichton Royal Hospital, Dumfries, Scotland




	J. Allardyce
	Affiliation: Crichton Royal Hospital, Dumfries, Scotland




	R. G. McCreadie*
	Affiliation: Crichton Royal Hospital, Dumfries, Scotland




 	
*

	Professor R. G. McCreadie, Director of Clinical Research, Crichton Royal Hospital, Dumfries DG1 4TG, Scotland. Tel: 01387 244000; fax: 01387 257735; e-mail: rgmccreadie_crh@compuserve.com






 


    	Article

	Figures

	eLetters

	Metrics




 Article contents    	Extract
	Footnotes
	References


  [image: alt] Save PDF [image: alt]Save PDF (0.16 mb)
  [image: alt]View PDF
 [Opens in a new window]   [image: alt] Save to Dropbox [image: alt] Save to Google Drive [image: alt] 
     DB8F8373-4111-493B-B4C2-BF91610CACC1
     
         
             
                 
                     
                     
                
            
        
    



 Save to Kindle 
 [image: alt] 

 [image: alt] Share  

 [image: alt] 

 [image: alt] Cite  [image: alt]Rights & Permissions
 [Opens in a new window]
 

 
  Extract
  BackgroundCognitive deficits are a core aspect of schizophrenia but there has been no study of cognitive function in a catchment-area-based population of patients with schizophrenia.

AimsTo assess cognitive function in a population of patients with schizophrenia, and relate it to community functioning.

MethodAll patients with schizophrenia in Nithsdale, south-west Scotland, were identified (n=182). Measures of assessment were: National Adult Reading Test (NART), Mini-Mental State Examination (MMSE), Rivermead Behavioural Memory Test (RBMT), Executive Interview (EXIT), FAS Verbal Fluency and Health of the Nation Outcome Scales (HoNOS).

ResultsWe assessed 138 patients, mean age 48 years (standard deviation (s.d.) 15). Only 14% were in-patients. The mean premorbid IQ as assessed by NART was 98 (s.d. 14); 15% of patients had significant global cognitive impairment (MMSE); 81% had impaired memory (RBMT); 25% had executive dyscontrol (EXIT); and 49% had impaired verbal fluency (FAS). Scores on the functional impairment sub-scale of HoNOS correlated with all measures of cognitive impairment.

ConclusionsCognitive dysfunction is pervasive in a community-based population of patients with schizophrenia.
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 It is now generally accepted that cognitive deficits are a core aspect of the schizophrenic illness (Reference Goldberg, Weinberger and BermanGoldberg et al, 1987; Reference Frith, Leary and CahillFrith et al, 1991). The consequences of cognitive dysfunction for community functioning have been reviewed relatively recently (Reference GreenGreen, 1996), and Golberg et al (Reference Goldberg, Greenberg and Griffin1993) have shown that it is likely to limit patients' rate of rehabilitation. However, the exact nature and extent of neuropsychological deficits in acute and chronic schizophrenia remain uncertain. Schizophrenia may be associated with global intellectual impairment (Reference Liddle and CrowLiddle & Crow, 1984; Reference Frith, Leary and CahillFrith et al, 1991); memory may be disproportionately affected (Reference McKenna, Tamlyn and LundMcKenna et al, 1990; Reference Saykin, Gur and MozleySaykin et al, 1991), as may executive function (Reference Goldberg, Weinberger and BermanGoldberg et al, 1987). Previous studies have reported on small samples of people examined by an extensive neuropsychological battery (Reference Saykin, Gur and MozleySaykin et al, 1991), or on larger samples with fewer tests (Reference McKenna, Tamlyn and LundMcKenna et al, 1990). In our study, the first of its kind, we report on cognition in a catchment-area-based population of patients with schizophrenia and examine the relationship between cognitive function and community functioning.




 METHOD


 Patients

 The identification of the schizophrenic population has been described in detail previously (Reference McCreadieMcCreadie, 1982; Reference Kelly, McCreadie and MacEwanKelly et al, 1998). Briefly, repeat censuses in Nithsdale (population 57 000) in south-west Scotland have on many occasions over the years identified all patients with schizophrenia. Patients in the present study were identified on 1 April 1998. They included all inpatients, day patients and out-patients known to Crichton Royal Hospital on the census date who had an ICD-10 diagnosis of schizophrenia (World Health Organization, 1992) and whose home address was in Nithsdale. General practitioners (GPs) in the Nithsdale area were given a list of patients with schizophrenia in their practice and asked to update it; all general practitioners replied. In addition, community psychiatric nurses, voluntary agencies and social workers were asked to identify any other patients with schizophrenia. Over the years, this ‘key informant’ method has allowed us to identify, trace and interview such patients in Nithsdale.

 The ICD-10 diagnosis of schizophrenia is broad; however, a 1997 Nithsdale study (Reference McCreadie, Leese and Tilak-SinghMcCreadie et al, 1997) showed that 87% of patients with a clinical diagnosis of schizophrenia also fulfilled OPCRIT-derived DSM-III-R criteria (Reference McGuffin, Farmer and HarveyMcGuffin et al, 1991).

 The census identified 182 patients, 96 (53%) male and 86 (47%) female. Of these, 9% were long-stay and 5% acute inpatients, 20% were day patients, and 34% out-patients, 17% mainly had contact with the community psychiatric nurse and 15% had contact with the GP only. As a prevalence study, the population included patients whose illness varied greatly in chronicity and severity. No patients had received electroconvulsive therapy in the preceding 12 months. Informed consent was obtained for all subjects before participation.




 Assessment of cognitive function

 Measures were chosen for their shortness, ease of use and acceptability to patients. Cognition was assessed using a battery of five cognitive measures.



	
(a) The National Adult Reading Test (NART), which gives an estimate of premorbid IQ (Reference NelsonNelson, 1982). The NART has been assessed in patients with schizophrenia and been shown to be a valid measure of premorbid IQ (Reference Crawford, Besson and BremnerCrawford, et al, 1992).


	
(b) The Mini-Mental State Examination (MMSE), a well-established screening test for cognitive impairment (Reference Folstein, Folstein and McHughFolstein et al, 1975). The MMSE has been used as a broad test of global cognitive function in schizophrenia and shown to be reliable and stable (Reference Harvey, White and ParrellaHarvey et al, 1995). A score of <24 is indicative of significant global cognitive impairment.


	
(c) The Rivermead Behavioural Memory Test (RBMT), a measure of everyday memory (Reference Wilson, Cockburn and BaddelyWilson et al, 1989). The RBMT was initially designed for a brain-injured population, but has also been shown to be a useful measure of memory function in subjects with schizophrenia (Reference McKenna, Tamlyn and LundMcKenna et al, 1990). Two scores can be obtained: a screening score (0-12) and a standardised profile score (0-24). Based on scores, patients can be categorised as having normal, poor, moderately impaired or severely impaired memory.


	
(d) The Executive Interview (EXIT) (Reference Royall, Mahurin and GrayRoyall et al, 1992), a measure of the behavioural consequences of executive dyscontrol, which correlates well with established tests of executive functions such as the Wisconsin Card Sorting Test (Reference BergBerg, 1948). It was designed for an elderly population but has been shown to be a reliable screening test in a schizophrenia group (Reference Scully, Coakley and KinsellaScully et al, 1997). It has 25 items, and the score ranges from 0 to 50; a score of >15 indicates executive dyscontrol.


	
(e) The Initial Letter Verbal Fluency Test (FAS), an assessment of executive (frontal) function and semantic memory store (a temporal lobe function) (Reference Parker, Crawford, Crawford, McKinlay and ParkerParker & Crawford, 1992). In a timed test, the patient generates words beginning with the letters F, A and S. A score of <30 indicates reduced verbal fluency. The FAS and the Wisconsin Card Sorting Test have been shown to be the best validated tests of executive (frontal) function, and have been used widely with normal controls and with subjects with schizophrenia (Reference Crawford, Obonsawin and BremnerCrawford et al, 1993).




 All cognitive measures were administered by a research nurse (V.S.), trained in the use of the scales; a session lasted about 40 minutes.

 Social disability and community functioning over the preceding 2 weeks were assessed by the Health of the Nation Outcome Scales (HoNOS; Reference Wing, Beevor and CurtisWing et al, 1998). HoNOS is a simple, brief and clinically acceptable instrument based on an interview with the keyworker.




 Statistical analysis

 Differences between groups were examined by t-tests and analysis of variance (ANOVA); Pearson's r was used to examine correlations.






 RESULTS


 Educational history

 Fifty-nine per cent of the patients had completed secondary school education only, 23% had attended college or technical training, a further 11% had attended vocational training (e.g., for nursing or teaching) and 7% had started university education. Fifty-two per cent of the patients had obtained no qualifications, 32% had passed the secondary school examination, 9% had obtained college or technical qualifications and 7% had completed teacher or nurse training or obtained a university degree.




 Cognitive measures

 Cognition was assessed in 138 of 182 patients (response rate 76%). There was no difference in age or gender between responders and non-responders: 52% of responders were male; demographic and clinical variables by gender are shown in Table 1.



Table 1 Demographic and clinical data and cognitive scores by gender
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		Male	Female
		
n
	Mean	s.d.	
n
	Mean	s.d.
	Age (years)	72	46	14	66	51	18
	Age range (years)	72	23-76		66	20-90	
	Age at onset of illness (years)	72	27	9	66	29	13
	NART IQ	68	98	14	64	98	14
	MMSE1
	72	27	4	66	26	4
	RBMT1
	72	7	3	63	6	3
	EXIT2
	72	11	7	65	12	7
	FAS1
	71	26*
	13	65	21*
	13




 One hundred and thirty-two patients completed the NART. The mean Wechsler Adult Intelligence Scale—Revised (WAIS—R; Reference WechslerWechsler, 1981) IQ generated from the NART error score was 98 (s.d. 14, range 69-126).

 On the MMSE, 15% of patients showed significant global cognitive impairment; on the RBMT, 81% showed memory impairment; on the EXIT (n=137) 25% showed executive dyscontrol; and on the FAS (n=136) 49% had reduced verbal fluency. Figure 1 shows the distribution of scores for the MMSE (n=138) and RBMT (n=135).
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Fig. 1 Distribution of scores for Mini-Mental State Examination (MMSE) (n=138) and Rivermead Behavioural Memory Test (RBMT) (n=135).





Table 1 shows cognitive measures for both genders; scores were similar except in the FAS, where men scored significantly higher.




 Cognition and age

 Cognition scores for patients in each of six age bands are shown in Table 2. Three women, aged 80, 89 and 90 years, were excluded from this analysis. There were no between-group differences in the NART IQ, but there were significant between-group differences in scores on the MMSE, RBMT, EXIT and FAS. Performance was poorest in the over-60 age groups.



Table 2 Cognitive measures by 10-year age bands
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	Age bands4
	
n
1
	Male/female ratio	NART IQ	MMSE2
	RBMT2
	EXIT3
	FAS2

				Mean	(s.d.)	Mean	(s.d.)	Mean	(s.d.)	Mean	(s.d.)	Mean	(s.d.)
	20-29	17	7/10	97	(9)	28	(2)	7	(2)	7	(3)	31	(11)
	30-39	31	19/21	100	(11)	28	(2)	8	(2)	8	(5)	27	(11)
	40-49	29	19/10	97	(13)	26	(3)	7	(3)	12	(7)	25	(13)
	50-59	28	16/12	102	(16)	27	(2)	8	(2)	10	(5)	24	(9)
	60-69	16	4/12	92	(3)	23	(5)	4	(3)	18	(7)	14	(11)
	70-79	14	7/7	94	(20)	23	(6)	4	(3)	16	(7)	19	(14)







 Community status

 The relationship between patients' community status (i.e., in-patient, out-patient, etc.) and cognitive results is shown in Table 3. There were significant between-group differences in scores on the MMSE, RBMT and EXIT. Long-stay in-patients scored lowest, and worse than patients of comparable age supported only by GP care.



Table 3 Cognitive measures by community status
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	Community status4
	
n
1
	Male/female ratio	Age (years)	NART IQ	MMSE2
	RBMT2
	EXIT3
	FAS2

				Mean	(s.d.)	Mean	(s.d.)	Mean	(s.d.)	Mean	(s.d.)	Mean	(s.d.)	Mean	(s.d.)
	In-patient (long-stay)	15	6/9	58	(18)	92	(20)	23	(7)	4	(3)	17	(9)	20	(15)
	In-patient (acute)	9	7/2	43	(18)	92	(14)	26	(3)	5	(3)	11	(6)	21	(9)
	Day-patient	27	15/12	41	(13)	98	(13)	28	(2)	7	(3)	11	(6)	27	(14)
	Out-patient	48	28/20	43	(13)	99	(11)	27	(3)	7	(3)	9	(6)	25	(12)
	Community psychiatric nurse care	23	12/11	55	(13)	97	(15)	25	(5)	6	(3)	13	(7)	21	(12)
	General practitioner care	16	5/11	59	(17)	107	(12)	26	(4)	8	(3)	12	(7)	23	(12)







 HoNOS

 Keyworkers of 47 of the patients were available for interview. The HoNOS has four sub-scales which assess behaviour, functional impairment, symptoms and social circumstances; a higher score indicates more disability. In the functional impairment sub-scale, the keyworkers rated 27% of the patients as having problems in the community owing to poor cognition (memory, orientation and understanding). There were significant correlations between cognitive measures and the functional impairment sub-scale of HoNOS; MMSE (Pearson's r=-0.4, P<0.01), RBMT (r=-0.5, P<0.001), EXIT (r=0.4, P<0.01) and FAS (r=-0.4, P<0.01). Figure 2 shows the relationship between memory measured by RBMT and functional impairment measurement by HoNOS; the poorer the score on memory, the worse was the functional impairment.
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Fig. 2 Relationship between memory impairment (Rivermead Behavioural Memory Test (RBMT) screening score) and disability on functional impairment sub-scale of Health of the Nation Ouctome Scales (HoNOS).









 DISCUSSION

 We believe this is the first time that an attempt has been made to examine cognition in a whole catchment-area-based population of patients with schizophrenia. The clear limitations of assessment are those of time and the cooperation needed with each subject, which make testing people with schizophrenia very difficult. However, our study had a 76% response rate from a well-defined and well-characterised population; we believe our results are potentially generalisable.


 Cognitive dysfunction

 There was a high prevalence of cognitive dysfunction in our community-based population of patients with schizophrenia. Memory impairment was most obvious, with 81% affected. Fifteen per cent of the patients showed significant global cognitive impairment on the MMSE, while at least a quarter had executive (frontal) dysfunction. This high level of current cognitive dysfunction was present despite the fact that their premorbid IQ and schooling were predominantly normal. Other studies (e.g., Reference Crawford, Besson and BremnerCrawford et al, 1992) have found that people with schizophrenia perform similarly to control subjects on the NART. The only gender difference was in the FAS, where the women scored lower. This may be explained by the difference in mean age (5 years between the men and the women subjects); there is a high negative correlation between FAS performance and age (Reference Crawford, Obonsawin and BremnerCrawford et al, 1993).

 Our estimate of the prevalence and pervasiveness of memory problems in the Nithsdale population is almost identical to that of McKenna et al (Reference McKenna, Tamlyn and Lund1990), who investigated memory impairment in 60 patients with schizophrenia from acute, rehabilitation and long-stay services; in addition, similar proportions of patients in both studies are classed as having global cognitive impairment on the MMSE.

 The numbers of patients with frontal dysfunction, as estimated by the FAS initial letter verbal fluency test (49%), were double those obtained using the EXIT interview (25%). Cut-off points, of course, are arbitrary. Also, the FAS is a timed test; poor performance by people with schizophrenia may be due to other factors, such as slowness or current psychotic symptoms, including thought disorder. The EXIT is designed for elderly or brain-damaged patients and allows for poor concentration and motivation.




 When does cognitive decline occur?

 There is much debate about when cognitive decline occurs in schizophrenia, and whether it is progressive or static. Some studies suggest that deficits in intellectual function are lifelong and pre-date (and may predispose to) the onset of schizophrenia (Reference Russell, Munro and JonesRussell et al, 1997). Other studies, which have examined first-episode, drugnaïve patients, reported clear neuropsychological deficits similar to those found in more chronic medicated patients (Scottish Schizophrenia Research Group, 1987). It has also been suggested that after a period of initial deterioration early in the illness, cognitive deficits become static (Reference Hyde, Nawroz and GoldbergHyde et al, 1994). Finally, it has been suggested that as schizophrenia becomes more severe and chronic, impairment becomes more widespread and clearly detectable, and amounts to dementia in some individuals (Reference Scully, Coakley and KinsellaScully et al, 1997).

 While we should be cautious about making longitudinal interpretations of cross-sectional studies, the Nithsdale results suggest that older people (over 60 years of age) with schizophrenia show a poorer cognitive performance than younger patients. Our results are in direct contrast to those of Hyde et al (Reference Hyde, Nawroz and Goldberg1994), who, in a cross-sectional study, reported no decline in cognitive function across five 10-year age cohorts (20-70 years). The apparent difference may be explained by the difference between the two groups studied: our study represents a whole population of patients, while Hyde and colleagues examined a highly selected group (522 screened to yield 74), from which patients who had conditions which might have an adverse impact on the central nervous system were excluded. In a recent shortterm (30-month) follow-up of geriatric long-stay patients with schizophrenia, cognitive and functional decline was detected (Reference Harvey, Silverman and MohsHarvey et al, 1999).

 The mechanism underlying poor cognition in schizophrenia is unclear, and most work has failed to indicate a specific schizophrenic pathological process. However, many of the exclusion criteria employed by Hyde et al (Reference Hyde, Nawroz and Goldberg1994) included comorbidity and treatments (such as substance misuse and hypertension, and electroconvulsive therapy) that are intimately associated with the schizophrenic illness process. These, as well as poor physical health and heavy cigarette smoking (Reference Kelly and McCreadieKelly & McCreadie, 1999), may contribute to a premature aging process that can lead to earlier and accelerated cognitive decline.




 Cognition and community functioning

 The long-stay in-patient group clearly performed worse on all cognitive measures than did patients of a similar age in contact only with their family doctor. This finding is in keeping with previous studies which have examined large groups of chronic in-patients (Reference Owens and JohnstoneOwens & Johnstone, 1980).

 While there has been much discussion about the range and nature of cognitive deficits, there has been less emphasis on their functional consequences. We used the HoNOS to assess community functioning. The HoNOS has recently been the subject of intensive scrutiny (British Journal of Psychiatry, 1999, 174, 380-438). It is not without its defects, but is gaining a place as another symptom and social function inventory, “ better than most” (Reference SteinStein, 1999). Our study showed a clear relationship between the functional impairment sub-scale of HoNOS and poor performance on current cognitive measures. The functional sub-scale is an assessment of problems in the community caused by poor cognition (memory, orientation and understanding) and physical illness or disability. The consequences of cognitive deficits were severe enough to be detected in a routine clinical setting by keyworkers, mainly community psychiatric nurses.

 We conclude that cognitive dysfunction is a core disability in schizophrenia, affecting the majority of patients. Neuropsychological evaluation is rarely used in planning rehabilitation, yet cognitive deficits are likely to be a limiting factor in terms of functioning as a member of the community. If there is greater awareness of the prevalence and pervasiveness of cognitive dysfunction in schizophrenia and the ensuing disabilities, we may be able to help our patients function more effectively in the community. In Nithsdale we are now trying to engage some of our patients in cognitive remediation, a technique which, applied in schizophrenia, is in its infancy (Reference O'Carroll, Russell and LawrieO'Carroll et al, 1999).






 Clinical Implications and Limitations


 CLINICAL IMPLICATIONS



	
▪
Cognitive dysfunction, particularly memory impairment, is a widespread and core disability in the majority of patients with schizophrenia.



	
▪
Cognitive dysfunction has a major impact on patients' daily lives and is likely to limit their functioning in the community.



	
▪
Cognitive evaluation and remediation should become important approaches in the management of patients with schizophrenia.








 LIMITATIONS



	
▪
The neuropsychological battery of tests was short.



	
▪
A cross-sectional design limits speculation about longitudinal cognitive decline.



	
▪
The Health of the Nation Outcome Scales assessment was only available for one-third of the subjects.
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 Table 1 Demographic and clinical data and cognitive scores by gender

 

 


View in content
 [image: Figure 1]

 Fig. 1 Distribution of scores for Mini-Mental State Examination (MMSE) (n=138) and Rivermead Behavioural Memory Test (RBMT) (n=135).
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 Table 2 Cognitive measures by 10-year age bands
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 Table 3 Cognitive measures by community status
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 Fig. 2 Relationship between memory impairment (Rivermead Behavioural Memory Test (RBMT) screening score) and disability on functional impairment sub-scale of Health of the Nation Ouctome Scales (HoNOS).

 

 

       
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 
 	29
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
29




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









Wykes, Til
and
van der Gaag, Mark
2001.
IS IT TIME TO DEVELOP A NEW COGNITIVE THERAPY FOR PSYCHOSIS—COGNITIVE REMEDIATION THERAPY (CRT)?.
Clinical Psychology Review,
Vol. 21,
Issue. 8,
p.
1227.


	CrossRef
	Google Scholar






Holthausen, Esther A.E
Wiersma, Durk
Sitskoorn, Margriet M
Hijman, Ron
Dingemans, Peter M
Schene, Aart H
and
van den Bosch, Robert J
2002.
Schizophrenic patients without neuropsychological deficits: subgroup, disease severity or cognitive compensation?.
Psychiatry Research,
Vol. 112,
Issue. 1,
p.
1.


	CrossRef
	Google Scholar






Wong, Albert Hung Choy
and
Van Tol, Hubert H.M.
2003.
Schizophrenia: from phenomenology to neurobiology.
Neuroscience & Biobehavioral Reviews,
Vol. 27,
Issue. 3,
p.
269.


	CrossRef
	Google Scholar






López-Luengo, Beatriz
and
Vázquez, Carmelo
2003.
Effects of Attention Process Training on cognitive functioning of schizophrenic patients.
Psychiatry Research,
Vol. 119,
Issue. 1-2,
p.
41.


	CrossRef
	Google Scholar






Trosch, Richard M.
2004.
Neuroleptic‐Induced Movement Disorders: Deconstructing Extrapyramidal Symptoms.
Journal of the American Geriatrics Society,
Vol. 52,
Issue. s12,


	CrossRef
	Google Scholar






Green, Michael F.
Barnes, Thomas R.
Danion, Jean-Marie
Gallhofer, Bernd
Meltzer, Herbert Y.
and
Pantelis, Christos
2005.
The FOCIS international survey on psychiatrists' opinions on cognition in schizophrenia.
Schizophrenia Research,
Vol. 74,
Issue. 2-3,
p.
253.


	CrossRef
	Google Scholar






Morrison, Gary
O'Carroll, Ronan
and
McCreadie, Robin
2006.
Long-term course of cognitive impairment in schizophrenia.
British Journal of Psychiatry,
Vol. 189,
Issue. 6,
p.
556.


	CrossRef
	Google Scholar






Al-Uzri, M. M.
Reveley, M. A.
Owen, L.
Bruce, J.
Frost, S.
Mackintosh, D.
and
Moran, P. M.
2006.
Measuring memory impairment in community-based patients with schizophrenia.
British Journal of Psychiatry,
Vol. 189,
Issue. 2,
p.
132.


	CrossRef
	Google Scholar






Berry, Katherine
Wearden, Alison
Barrowclough, Christine
and
Liversidge, Tom
2006.
Attachment styles, interpersonal relationships and psychotic phenomena in a non-clinical student sample.
Personality and Individual Differences,
Vol. 41,
Issue. 4,
p.
707.


	CrossRef
	Google Scholar






Jablensky, A
2006.
Subtyping schizophrenia: implications for genetic research.
Molecular Psychiatry,
Vol. 11,
Issue. 9,
p.
815.


	CrossRef
	Google Scholar






Boyd, Ben
2007.
Psychosocial interventions for older people with mental health difficulties.
Journal of Care Services Management,
Vol. 1,
Issue. 3,
p.
269.


	CrossRef
	Google Scholar






Manning, Victoria
Wanigaratne, Shamil
Best, David
Strathdee, Geraldine
Schrover, Isabella
and
Gossop, Michael
2007.
Screening for cognitive functioning in psychiatric outpatients with schizophrenia, alcohol dependence, and dual diagnosis.
Schizophrenia Research,
Vol. 91,
Issue. 1-3,
p.
151.


	CrossRef
	Google Scholar






Moran, P.M.
Owen, L.
Crookes, A.E.
Al-Uzri, M.M.
and
Reveley, M.A.
2008.
Abnormal prediction error is associated with negative and depressive symptoms in schizophrenia.
Progress in Neuro-Psychopharmacology and Biological Psychiatry,
Vol. 32,
Issue. 1,
p.
116.


	CrossRef
	Google Scholar






Larson, Eric B.
Duff, Kevin M.
Leahy, Brian
and
Wilde, Mark C.
2008.
Assessing Executive Functions in Traumatic Brain Injury: An Exploratory Study of the Executive Interview.
Perceptual and Motor Skills,
Vol. 106,
Issue. 3,
p.
725.


	CrossRef
	Google Scholar






Byrne, E. Jane
Burns, Alistair
and
Lennon, Sean
2008.
Essential Psychiatry.
p.
350.


	CrossRef
	Google Scholar






BONNEY, S.
and
STICKLEY, T.
2008.
Recovery and mental health: a review of the British Literature.
Journal of Psychiatric and Mental Health Nursing,
Vol. 15,
Issue. 2,
p.
140.


	CrossRef
	Google Scholar






Jablensky, Assen
2010.
The diagnostic concept of schizophrenia: its history, evolution, and future prospects.
Dialogues in Clinical Neuroscience,
Vol. 12,
Issue. 3,
p.
271.


	CrossRef
	Google Scholar






Popolo, Raffaele
Vinci, Giancarlo
and
Balbi, Andrea
2010.
Cognitive function, social functioning and quality of life in first-episode psychosis: A 1-year longitudinal study.
International Journal of Psychiatry in Clinical Practice,
Vol. 14,
Issue. 1,
p.
33.


	CrossRef
	Google Scholar






Nishiyama, Takeshi
and
Ozaki, Norio
2010.
Measurement limit of quality-of-life questionnaires in psychiatric settings.
Quality of Life Research,
Vol. 19,
Issue. 1,
p.
25.


	CrossRef
	Google Scholar






Wildgust, Hiram Joseph
and
Beary, Mike
2010.
Review: Are there modifiable risk factors which will reduce the excess mortality in schizophrenia?.
Journal of Psychopharmacology,
Vol. 24,
Issue. 4_suppl,
p.
37.


	CrossRef
	Google Scholar





Download full list
















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Türkiye
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








Nithsdale Schizophrenia Surveys 20








	Volume 177, Issue 4
	
C. Kelly (a1), V. Sharkey (a2), G. Morrison (a2), J. Allardyce (a2) and R. G. McCreadie (a2)

	DOI: https://doi.org/10.1192/bjp.177.4.348





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





Nithsdale Schizophrenia Surveys 20








	Volume 177, Issue 4
	
C. Kelly (a1), V. Sharkey (a2), G. Morrison (a2), J. Allardyce (a2) and R. G. McCreadie (a2)

	DOI: https://doi.org/10.1192/bjp.177.4.348





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





Nithsdale Schizophrenia Surveys 20








	Volume 177, Issue 4
	
C. Kelly (a1), V. Sharkey (a2), G. Morrison (a2), J. Allardyce (a2) and R. G. McCreadie (a2)

	DOI: https://doi.org/10.1192/bjp.177.4.348





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















