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ARTICLE INFO ABSTRACT

Backgrounds: 1t still remains unclear whether individuals who experience attenuated psychotic symptoms are
likely to seek help, whereas depressive symptoms are more likely to be associated with help-seeking behavior
than these symptoms themselves. The aims of our study were to compare the profile of these symptoms
between clinical and community samples and to investigate to what extent help-seeking behavior depends on
the severity of psychosis-like symptoms and/or depressive symptoms.

Methods: The clinical sample consisted of help-seeking outpatients aged 16-30 years who had approached a
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g:;gg;i’ community mental health clinic (N = 750, mean age: 23.3 & 4.2 years, 62.4% females). The community sample
Help-seeking behavior was comprised of students from two universities and two high schools (N=781, mean age: 18.1 + 1.7 years,
Depression 59.2% females). Psychosis-like experiences were assessed using the PRIME Screen-Revised (PS-R), a self-
Prodrome reported screening instrument for assessing the risk of psychosis. Depressive symptoms were assessed using

the Zung Self-rating Depression Scale (ZSDS), a 20-item self-reported questionnaire.
Results: Among the clinical and community samples, 27% and 10% had positive PS-R results respectively. No
significant difference in the PS-R total score or the frequency of PS-R-positive items was observed between
the clinical and community samples. A logistic regression analysis revealed that none of the psychosis-like
experiences were significantly associated with help-seeking behavior, after controlling for the effect of
depressive symptoms.
Conclusions: Our findings showed that attenuated psychotic symptoms do not contribute significantly to help-
seeking behavior, suggesting that the relationships among PLEs, depressive symptoms, and help-seeking
behavior should be reconsidered.

© 2011 Elsevier B.V. All rights reserved.

1. Introduction et al., 2003; Dominguez et al., 2009; van Os et al., 2009). Moreover,

multiple studies have indicated that untreated mental disorders are

Recent growing interest in early detection and intervention for
psychosis has shifted to include the care of individuals with an at-
risk mental state—mostly those with help-seeking behavior. How-
ever, whether individuals who experience attenuated psychotic
symptoms are likely to seek help remains unclear. Whereas several
studies have demonstrated that these symptoms or psychotic-like
experiences (PLEs) were associated with distress or help-seeking
behavior in both community (Armando et al, 2010; Murphy et al,,
2010) and clinical samples (Yung et al., 2006), not a few studies have
revealed that these experiences are frequent phenomena and thus
are not necessarily associated with distress or seeking help (Hanssen
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E-mail address: hk345@cam.ac.uk (H. Kobayashi).
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highly prevalent among student populations (Hunt and Eisenberg,
2010); this is consistent with the general population, in which a
median delay of 11 years was noted between the onset of illness and
presentation for treatment (Wang et al., 2005). These findings
indicate the possibility that help-seeking subjects with attenuated
psychotic symptoms or PLEs do not represent the entire sample
that will actually develop subsequent psychosis. Indeed, a recent
retrospective study on first-episode psychosis showed that fewer
than one in five people initiated help-seeking behavior by them-
selves during the prodromal phase (O'Callaghan et al.,, 2010). Given
that some PLEs or attenuated psychotic symptoms confer an in-
creased risk of developing severe mental disorders in clinical and
community samples (Poulton et al., 2000; Cannon et al., 2008),
restricting study samples to subjects with help-seeking behavior or
clinical samples might not be sufficient to investigate the develop-
mental process of psychosis. As such, differences in the PLE profiles
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or attenuated psychotic symptoms between clinical samples and
non-clinical samples should be clarified.

Studies on the association between PLEs and distress have also
shown a significant association between PLEs and depression (Yung
et al.,, 2006), suggesting that depressive symptoms may influence
emerging distress or help-seeking behavior among individuals with
PLEs. Depressive symptoms were among the most frequent early
signs described by patients who had recently experienced their first
episode of psychosis (Hafner et al., 2005). In a study that included
adolescents “at imminent risk for psychosis,” the most common
diagnosis of the study participants according to the Diagnostic and
Statistical Manual of Mental Disorders, 4th edition (DSM-IV) was
major depression (Meyer et al., 2005). In addition, several general
population studies have demonstrated that distress and depression
are major factors in determining whether people with PLEs require
specialist psychiatric help (Bak et al., 2003, 2005; Hanssen et al.,
2005).

Within this context, depressive symptoms are more likely to be
associated with help-seeking behavior than attenuated psychotic
symptoms or PLEs; thus, help-seeking subjects with PLEs may rep-
resent a more depressed sample, compared with the entire sample
of subjects developing subsequent psychosis. Meanwhile, if the
elevated level of PLEs genuinely leads to help-seeking behavior, the
severity of the PLEs would likely be higher among help-seeking
subjects than among non-help-seekers, and the subjects experienc-
ing attenuated psychotic symptoms would likely seek help regard-
less of the severity of their depressive symptoms.

In the current study, we sought to test our hypothesis that help-
seeking behavior in individuals with attenuated psychotic symp-
toms would be associated with depressive symptoms but not with
the presence or severity of PLEs. Therefore, we aimed to compare
clinically help-seeking subjects with PLEs and community non-help-
seeking subjects with PLEs. Throughout this study, we have used the
term ‘help-seeking’ to refer to individuals seeking help from psy-
chiatric professionals and ‘clinically help-seeking subjects’ to refer to
individuals who approached a community mental health clinic by
themselves.

The aims of our study were (i) to compare the profile of PLEs
between clinical and community samples, and (ii) to investigate to
what extent help-seeking behavior depends on the severity of
psychosis-like symptoms and/or depressive symptoms.

2. Methods
2.1. Participants

The study subjects were comprised of clinical and community
samples.

The clinical sample consisted of help-seeking outpatients aged
16-30 years who had approached a community mental health clinic
(Shakujii-Kouen Clinic, located in a suburb of Tokyo) for the first time
between December 2006 and September 2008. This clinic primarily
provides care for common mental illnesses with onsets at all age,
including depression, anxiety disorders, or dementia; in other
words, the clinic does not provide specialized care for psychosis-risk
populations. All the outpatients in the age group of interest that
attended this clinic during the timeframe (between December 2006
and September 2008) were given self-reported questionnaires
prior to undergoing a clinical examination at the time of their pre-
sentation. After excluding those individuals who were clearly re-
luctant to seek help (e.g., after involuntary contact with police or
emergency services) (N=28), a total of 750 outpatients were enrolled
in this study (mean age: 23.3 +-4.2 years). The sample included 282
males (37.6%) and 468 females (62.4%).

The community sample was comprised of students from two
universities and two high schools. The students were given self-
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reported questionnaires at the beginning of a class without any
advance information regarding psychiatric disorders or related
symptoms. All the participants provided their informed consent and
had the right not to answer any of the questions. A total of 781
students were enrolled in the present study (496 university students
and 285 high school students; mean age: 18.1+ 1.7 years). The
sample included 319 males (40.8%) and 462 females (59.2%).

Either an ethical meeting or the Institutional Review Board at
each site approved the study protocol and the informed consent
procedures.

2.2. Measures

2.2.1. Psychosis-like experiences or attenuated psychotic symptoms

Psychosis-like experiences were assessed using the PRIME Screen-
Revised (PS-R), a self-reported screening instrument (Kobayashi et al.,
2008). The original PRIME Screen, developed by Miller et al. at the
PRIME clinic in New Haven, CT, USA, is a screening instrument for
assessing the risk of psychosis (Miller et al., 2004). The questionnaire
is based on items from the Structured Interview for Prodromal
Syndromes (SIPS), which was also developed by Miller et al. (2003).
This screening questionnaire consists of 11 items covering positive
symptoms (delusional mood, overvalued belief, ideas of passivity,
magical thinking, derealization, telepathy-like experiences, ideas of
reference, increased self-esteem, perceptual distortions, any auditory
hallucinations, and thought hearing) and an item referring to insight
into illness. These 12 items are self-rated using a scale of 0 (definitely
disagree) to 6 (definitely agree). A score of 4 (slightly agree) was
regarded as a “positive” endorsement.

Based on this original PRIME Screen, we had previously developed
the PS-R by adding a question to the PRIME Screen concerning how
long the change in function, behavior or thought had been apparent
(such as less than 1 week, between 1 week and 1 year, or more than
1 year). The participants were classified into 11 ranks (from 0 to 10)
based on a combination of the rating of symptoms, the duration of
symptoms, and the total score on the PS-R. The last item of the PS-R
refers to ‘insight into illness’ (“I have been concerned that I might be
‘going crazy™), which was not derived from the SIPS and was not
related to attenuated positive symptoms; therefore, the response to
the 12th itern was not taken into account at the time of the evaluation.
We had tested the clinical validity of the PS-R by comparing a non-
clinical population (496 students) with a clinical population (528
outpatients) (Kobayashi et al., 2008). If subjects with a rank of 4 or
greater were regarded as positive, the specificity and sensitivity of the
PS-R using the SIPS as a gold standard were 0.74 and 1.00,
respectively. The concordant validity between the PS-R and the SIPS
was 0.43. Thus, in this study, we considered subjects with a rank of 4
or greater as being positive.

2.2.2. Depressive symptoms

Depressive symptoms were assessed using the Zung Self-rating
Depression Scale (ZSDS), a 20-item self-reported questionnaire (Zung
and Durham, 1965). The ZSDS was developed to measure the cog-
nitive, emotional, and physical symptoms associated with depression,
and has been established as a valid, reliable measure of depression.
The items are rated using a 4-point Likert scale ranging from 1 (rarely)
to 4 (most of the time), with higher scores corresponding to a greater
severity of depressive symptomatology.

2.3. Data analysis

Given the difference in age between the groups, we split the clinical
screening positive group into an age-matched group (age range:
16-21 years) and the remaining group (age range: 22-30 years). We
then compared the demographic and clinical variables for the
positively screened individuals with those for the clinical, age-
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matched clinical, and community groups using the analysis of
variance (ANOVA) for continuous variables and chi-square tests for
categorical variables. Post-hoc comparisons were performed to test
the differences between the clinical and community groups using the
Bonferroni test to adjust the observed significance level for multiple
comparisons. The Kruskal-Wallis H-test was conducted to evaluate
the difference of the PS-R rank distributions among groups.

To explore to what extent help-seeking behavior depended on
psychosis-like experiences and/or depressive symptoms, a logistic
regression analysis was conducted. Then, to test the hypothesis that
help-seeking behavior would be independent of psychosis-like
experiences, a second logistic regression analysis controlling for the
effect of depressive symptoms was conducted.

All of the statistical analyses were conducted using the Statistical
Package for Social Sciences (SPSS) version 18.0 for Windows (SPSS
Inc., Chicago, IL, USA). A two-tailed p-value<0.05 was considered to
be statistically significant.

3. Results

Of the 750 psychiatric outpatients (clinical sample or help-
seeking group), 731 subjects (97.5%) agreed to participate and com-
pleted the questionnaires, 4 (0.5%) declined to answer the question-
naires, and 15 (2.0%) could not understand the instructions or the
meaning of the questions. Of the community sample (781 students;
non help-seeking group), 748 (95.8%) completed the questionnaires.
The current study examined data obtained from these 731 outpatients
(mean age: 23.3 +4.2 years; female: 64.0%) and 748 students (mean
age: 18.1 4 1.7 years; female: 60.8%).

Among the clinical sample (n=731), 199 (27%) had positive PS-R
results, whereas among the non-help-seeking subjects (n=748), 82
(10%) had positive PS-R results. A significant difference in the
prevalence of PS-R positives was observed between the clinical and
community samples (¥?=69.00, df=1, p<0.01). The demographic
variables and the profile of symptoms for the PS-R-positive group are
summarized in Table 1. Although significant differences in some PS-R
items (clinical>community: ideas of passivity, ideas of reference,
perceptual distortions, insight into illness) and the ZSDS total score
were observed, no significant difference in the PS-R total score or the

frequency of PS-R-positive items was observed between the clinical
and community samples. Regarding the rate of subjects who endorsed
the PS-R “definitely agree” item with a duration longer than 1 year,
the community PS-R-positive group had a higher rate than the clinical
groups. Similarly, no differences in the distribution of the PS-R rank
were observed between the clinical PS-R-positive groups and the
community PS-R-positive sample (y?=1.024, df=3, p=0.795,
Kruskal-Wallis, H) (see Table 2).

A logistic regression analysis to explore the extent to which help-
seeking behavior depends on psychosis-like experiences and/or
depressive symptoms revealed that none of the psychosis-like ex-
periences were significantly associated with help-seeking behavior,
after controlling for the effect of depressive symptoms (see Table 3).
An analysis using an age-matched clinical sample (n=157) yielded
the same results (Table 3). On the other hand, the ZSDS total score
contributed significantly to the help-seeking behavior.

4. Discussion

The main finding in the current study is that PLEs or attenuated
psychotic symptoms do not contribute significantly to help-seeking
behavior, as hypothesized. Understanding what this result implies
may require some clinical investigation.

In general, the backgrounds of subjects who do not seek help from
professionals can include personal barriers (lack of time, privacy
concerns, and financial constraints) and/or common barriers (the lack
of a perceived need for help, being unaware of services or insurance
coverage, and skepticism regarding the effectiveness of treatment)
(Eisenberg et al., 2007; Hunt and Eisenberg, 2010), suggesting that
distress or subjective difficulties may overwhelm these barriers
when the apparent help-seeking behavior emerges. Although it is
difficult to draw conclusions because this study did not assess these
personal/common barriers, PLEs or attenuated psychotic symptoms
are less likely to be associated with distress or subjective difficulties
than depressive symptoms. In some cases, therefore, the attenuated
psychotic symptoms may become more persistent and prevalent
beyond the threshold of psychosis before the onset of help-seeking
behavior. Some retrospective studies imply that a considerable pro-
portion of psychotic patients experience their first episodes prior to

Table 1
Demographic variables and the profile of symptoms for each PS-R positive groups.
Variable Clinical PS-R+ Community PS-R+ Overall F, y° p
(N=282)
All (N=199) Age-matched
(N=75)
Gender, female; n (%) 128 (64.3) 47 (62.7) 42 (51.2) 35 0.170
Age, years; mean (SD) 22.6 {(4.2)** 182 (1.7) 18.0 (1.8) 58.9 <0.001
PS-R item; mean (SD)
Delusional mood 3.1(22) 29 (22) 24 (2.0) 2.9 0.057
Overvalued belief 20(1.9) 1.8 (1.8) 2.1 (2.0) 0.5 0.620
Ideas of passivity 42 (2.1) 42 (2.0) 3.5 (2.20) 3.6 0.028
Magical thinking 24 (2.1) 23(2.1) 2.6 (2.1) 0.5 0.617
Derealization 34 (22) 34 (2.3) 2.7 (2.2) 3.1 0.046
Telepathy-like experiences 42 (2.0) 39191 4.8 (1.7) 4.1 0.018
Ideas of reference 4.1 (2.0) 40 (2.2) 3.2 (2.2) 4.9 0.008
Increased self-esteem 2.0 (2.1) 1.9 (2.1) 24 (2.3) 6.2 0.333
Perceptual distortions 3.2 (2.3) 33(22)* 2.2 (2.3) 6.2 0.002
Any auditory hallucinations 2.7 (2.3) 3.0(2.3) 22 (24) 23 0.106
Thought hearing 2.6 (2.1) 2.8 (2.1) 2.0 (2.1) 3.0 0.052
Insight into illness 48 (1.6) ** 49 (1.7) ** 3.9(1.9) 74 0.001
PS-R total score; mean (SD) 33,6 (12.0) 33.1(12.2) 30.0 (12.2) 2.7 0.070
Frequency of PS-R positive items; mean (SD) 5.2 (24) 5.1(24) 4.7 (2.3) 1.7 0.190
PS-R severe items +; n (%) 119 (59.8) T 40 (53.3) ft 64 (78.1) 11.8 0.003
ZSDS total score; mean (SD) 57.1 (8.4) ** 57.2 (8.8) * 446 (9.2) 65.9 <0.001

Note: PS-R: the PRIME Screen-Revised, ZSDS: the Zung Self-rating Depression Scale.
Statistic value is F for continuous variables and y? for categorical variables.

Mean value was significantly higher than that of the community PS-R+ group: *p<0.05, **p<0.01 (Bonferroni corrected).

Mean value or number was significantly lower than that of the community PS-R+ group: Tp<0.05, Tp<0.01 (Bonferroni corrected).
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Table 2
Prevalence of the PS-R rank among PS-R+ samples.
All PS-R+  Clinical PS-R+ Age-matched Clinical Community
(n=281) (n=199) PS-R+ (n=75) PS-R+ (n=82)
Rank Definition n (%) n (%) n (%) n (%)
10 Selected three or more “definitely agree” responses with durations of more than one year 47 (17) 31 (16) 10 (13) 16 (20)
9 Selected two “definitely agree” responses with durations of more than one year and one or more 32 (11) 24 (12) 8(11) 8(9.8)
“somewhat agree” response with a duration of more than one year
8 Selected two “definitely agree” responses with durations of more than one year or selected twoor 23 (82) 18 (9.1) 7(9.3) 5(6.1)
more “definitely agree” responses without regard to the duration and one or more “somewhat
agree” response with a duration of more than one year
7 Selected one “definitely agree” response with a duration of more than one year and one or more 36 (13) 25 (13) 9(12) 11 (13)
“somewhat agree” response with a duration of more than one year
6 Selected two or more “definitely agree” responses without regard to the duration or selected three 58 (21) 47 (24) 16 (23) 11(13)
or more “somewhat agree” responses with durations of more than one year
5 Selected one “definitely agree” response with a duration of more than one year or selected two 82 (29) 53 (27) 24 (32) 29 (35)
“somewhat agree” response with durations of more than one year
4 Have a total PS-R score of 39 or over 3(1.1) 1(0.5) 1(1.3) 2(24)

apparent help-seeking behaviors {Addington et al., 2002; O'Callaghan
et al,, 2010). Our findings may partly support this outcome, since the
results showed that the PLEs in the non-help-seekers were no less
severe than those in help-seekers.

Another clinical implication is that our results suggest that some
psychosis-like symptoms may underlie the appearance of depressive
symptoms; these experiences might easily be hidden and therefore
often cannot be identified, even in subjects with help-seeking
behavior. Moreover, subjects experiencing PLEs may not necessarily
recognize the ‘real’ nature of their attenuated psychotic symptoms.
For example, a female college student with a persecutory idea reports
that she is always being watched by someone, but simultaneously
does not consider this experience to be a ‘symptom’. Though she may
be aware of distress, anxiety or depressive symptoms, she may be
unaware of the psychosis-like nature of these symptoms. Given that
psychosis-like symptoms confer an increasing risk of the onset of
psychosis, especially when comorbid with depressive symptoms,
greater clinical effort should be made to detect these attenuated
symptoms and to inform subjects of their significance.

Our findings regarding the prevalence of subjects with psychosis-
like symptoms in a community mental health clinic may also provide
valuable information for primary mental health services. Whereas
numerous studies have examined the prevalence of PLEs in general
populations, only a few studies have reported the prevalence of
psychosis-risk subjects among clinical populations. Our results
indicating that over 20% of the clinical help-seekers endorsed some
psychosis-risk symptoms may be somewhat higher than expected,

Table 3

since a recent review on the subclinical psychotic experience revealed
a prevalence in general populations of around 5% (van Os et al., 2009).
The pathways to care of patients with early psychosis may differ
depending on the first contact (Anderson et al., 2010), suggesting that
a cautious first contact may lead to a successful early intervention.
Thus, it is of great significance that these potential risk symptoms be
assessed accurately by community mental health services.

The present study had some limitations. First, the reliability of the
self-reported symptoms remains somewhat uncertain. In addition,
almost all the information was obtained from the patients themselves.
We should consider the possibility that young participants may often
misunderstand the questions or interpret them in unintended ways.
Secondly, we have little detailed information on the help-seeking
behavior of the subjects. We have no data on the degree to which the
subjects needed help or whether the subjects or their family members
sought help. Although help-seeking behavior cannot be easily
quantified or objectified (Gladstone et al., 2007), we should consider
this limitation as a methodological weakness. Thirdly, no information
was available regarding whether the community sample had any
history of visits to psychiatric services. In particular, if the students
with more severe PLEs had sought help from professionals, the results
would be changed. However, more subjects in the community PS-R-
positive group responded negatively to the item regarding ‘insight
into illness’ (“ have been concerned that I might be ‘going crazy™)
than in the clinical PS-R-positive group (Table 1), suggesting that
only a small percentage of the community PS-R-positive subjects, if
any, had sought care from professionals. Lastly, as mentioned above,

Logistic regression analysis examining association between PS-R item score and help-seeking behavior.

All PS-R+ (n=281)

Age-matched PS-R+ (n=157)

Unadjusted Adjusted? Unadjusted Adjusted?

PS-R item OR (95% C.1.) OR (95% C.1.) OR (95% C.l.) OR (95% C.L.)

Delusional mood 1.16" (1.03-1.31) 1.06 (0.91-1.22) 1.12 (0.96-1.30) 1.00 (0.83-1.21)
Overvalued belief 0.96 (0.84-1.10) 1.06 (0.89-1.26) 0.93 (0.79-1.10) 1.06 (0.85-1.32)
Ideas of passivity 117" (1.04-1.32) 1.01 (0.86-1.19) 1.20" (1.01-1.41) 1.04 (0.84-1.29)
Magical thinking 0.95 (0.84-1.08) 0.86 (0.73-1.00) 0.93 (0.80-1.08) 0.87 (0.72-1.06)
Derealization 115" (1.02-1.29) 0.87 (0.74-1.02) 117" (1.01-1.36) 0.90 (0.74-1.10)
Telepathy-like experiences 085" (0.73-0.99) 0.86 (0.72-1.03) 0.78"* (0.65-0.93) 0.87 (0.72-1.03)
Ideas of reference 120" (1.06-1.35) 0.95 (0.82-1.11) 117" (1.01-1.35) 0.89 (0.73-1.09)
Increased self-esteem 0.93 (0.82-1.04) 1.05 (0.90-1.22) 091 (0.79~1.05) 1.00 (0.83-1.20)
Perceptual distortions 121" (1.08-1.36) 1.00 (0.87-1.16) 1.24"* (1.07-1.43) 1.04 (0.87-1.24)
Any auditory hallucinations 1.09 (0.97-1.22) 0.98 (0.85-1.12) 1.16" (1.01-1.33) 1.04 (0.88-1.24)
Thought hearing 1.14% (1.00-1.29) 0.99 (0.84~1.15) 120" (1.03-1.40) 1.04 (0.85-1.26)
Insight into illness 131™ (1.11-1.52) 1.00 (0.82-1.22) 136 (1.11-1.67) 1.04 (0.81-1.33)

Note: PS-R: the PRIME Screen-Revised, ZSDS: the Zung Self-rating Depression Scale.
¢ Adjusted for ZSDS total score.
* p<0.05.

** p<0.01.
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the present study did not assess the personal/common barriers for
help-seeking behavior. If such data were available, our hypothesis
regarding the attenuated psychotic symptoms and help-seeking be-
havior would be more robust.

In spite of these limitations, our findings shed new light on
community-based interventions for subjects at risk for the onset of
psychosis. Now that attenuated psychotic symptoms or PLEs appear
to not be associated with help-seeking behavior, we should re-
consider these psychosis-risk-positive subjects as a heterogeneous
sample. A recent systematic review on the pathways to care under-
lined the complexity of the issue of help-seeking behaviors among
subjects with early psychosis (Anderson et al., 2010). Further lon-
gitudinal studies, including studies examining the phase after the
onset of psychosis, are required to clarify the relationship among
attenuated psychotic symptoms, depressive symptoms, and help-
seeking behaviors.
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Successful aging in individuals with schizophrenia dwelling
in the community: A study on attitudes toward aging and

preparing behavior for old age
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Aim: ‘Successful aging’ in individuals with schizo-
phrenia has been attracting attention. We examined
two forward-looking factors of successful aging
among schizophrenia patients: ‘attitude toward
aging’ and ‘preparing behavior for old age’.

Methods: Fifty-seven middle-aged and elderly
schizophrenia patients with successful aging were
identified using the Attitude toward Aging Scale, the
Preparing Behavior for Old Age Scale, and assess-
ments of their cognitive function, psychiatric symp-
toms, social functioning and quality of life. A
multiple regression analysis was used to detect deter-
minants of attitude toward aging/preparing behavior
for old age at that time (‘present’: community dwell-
ing). We also analyzed predictors of successful aging
using demographic/clinical data assessed 3 years pre-
viously (‘past’: residential care).

Results: The multiple regression analysis revealed
that quality of life was a significant determinant: a

higher quality of life was related to a more positive
attitude toward aging and less active preparing behav-
ior. The significant predictors of preparing behavior
were quality of life and the length of the hospital stay:
a longer hospital stay and a higher quality of life were
related to less active preparing behavior.

Conclusion: Quality of life and the length of the hos-
pital stay significantly contributed to forward-looking
factors of successful aging. Avoiding long hospitaliza-
tion periods for patients with schizophrenia may lead
to more active preparing behavior, but the improve-
ment of quality of life may not be a sufficient condi-
tion. As schizophrenia patients have an optimistic
attitude and insufficient preparing behavior, support
to prepare such individuals for old age is required as
part of community-based psychiatric care strategies.

Key words: community, deinstitutionalization,
quality of life, schizophrenia, successful aging.

THE CIRCUMSTANCES OF psychiatric care have
changed considerably globally. Long-term hospi-
tal treatments have been replaced by community-
based services that focus on supporting independent
daily life and employment. Meanwhile, psychiatric
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services still remain predominantly hospital-based in
Japan. A decline in hospital beds has been observed
since 1994, but the total number of inpatient beds
is still much larger (2.7 per 1000 people) than
the numbers in the UK and the USA (0.7 and 0.3,
respectively).!

The earliest large-scale project to enable a total
transition from a psychiatric hospital to a residential
facility in Japan was established in 2002 and was
known as the Sasagawa Project, held in Koriyama,
Fukushima.?? During the first stage of the project, 78

459

Psychiatry and Clinical Neurosciences © 2011 Japanese Society of Psychiatry and Neurology



460 H. Niimura et al.

Psychiatry and Clinical Neurosciences 2011; 65: 459-467

Sasagawa Project 2nd stage
1st stage (2007-)
(2002-)

Sasagawa Village
(residential care)

Sasagawa
Hospital

Discharge Past
(2005)

patients with schizophrenia who had been inpatients
at Sasagawa Hospital for long time periods under-
went 1 year of psychosocial training according to the
protocol outlined by the Optimal Treatment Project
(OTP).** The patients were then discharged from the
mental hospital and transferred to a supported resi-
dential facility, called Sasagawa Village, following the
closure of the hospital in March 2002. During the
second stage, the patients gradually left the residen-
tial facility and moved into the neighboring commu-
nity in 2007, where they mainly lived in 19 group
homes and several apartment houses (Fig. 1). They
attended a day-care center, a community care support
center, and the ‘I Can’ program and received nursing
care visits. Some of the patients began supported job
training. However, even though the patients had
resumed their own daily living activities, they were
already approaching old age. Thus, ‘successful aging’
may be a key concept in their community-based psy-
chiatric care.

The concept of successful aging has grown in soci-
ology, and it emphasizes that growth during senes-
cence is more important than the decline caused by
aging. Successful aging is influenced by lifestyle,
rather than inherited characteristics, and it is a mul-
tidimensional concept that includes physical, psy-
chological and social environmental factors.® That is
to say, successful aging is a bio-psycho-social adapta-
tion to the changes that occur during aging.

Although aging with chronic diseases has been
considered as pathological aging in the field of medi-
cine and age-related function declines as during
normal aging, Rowe and Kahn advocated dividing
normal aging into usual and successful aging: indi-

© 2011 The Authors

Group homes etc.
(community-dwelling)

Present

b

(2008)

Figure 1. Progress of the Sasagawa
Project and assessment of successful
aging and other factors.

viduals belonging to the former category showed
typical non-pathologic and age-linked losses, while
those belonging to the latter category showed fewer
or no functional losses.” They defined successful
aging according to three main components: low
probability of disease and disease-related disability,
high cognitive and physical capacity, and active
engagement with life.®

Several studies have been conducted since Rowe
and Kahn's study. Depp et al. reported that although
no consensus exists for the definition of successful
aging, most of the definitions of successful aging
included components that could be described as
disability/physical functioning, cognitive function-
ing, life satisfaction/well-being, and social/
productive engagement.”'® Vaillant et al. suggested
that successful aging in an individual’s seventies
could be predicted by variables assessable before the
age of 50."! Baltes et al. demonstrated greater func-
tional losses of everyday functioning in the non-
successful aging group than in the successful aging
group.'? Cohen et al. demonstrated that older outpa-
tients with schizophrenia showed favorable out-
comes upon symptom remission (49%) but lower
favorable levels upon community integration (23%)
and for subjective (13%) and objective (2%) success-
ful aging, compared with similarly aged peers."”

Although some previous medical studies have
examined successful aging, few studies have used a
subjective definition of successful aging'* or have
dealt with the successful aging of individuals with
schizophrenia. Previous studies on successful aging
have mainly examined the existing condition at that
time-point. The measures of successful aging were
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also simple and fundamental in the previous
studies.

The selective optimization with compensation
(SOC) model for successful aging focuses mainly on
how people optimize resources and aids that facili-
tate success and compensate for losses to adapt to
changes throughout their lives and to create an envi-
ronment for lifelong successful development. In the
SOC model, Ouwehand et al. argued that proactive
coping aimed at preventing potential threats to goals
is important for successful aging.'®

The present study focuses on two forward-looking
factors of successful aging in individuals with
schizophrenia: ‘attitude toward aging’ and ‘preparing
behavior for old age’. The ‘attitude toward aging’
factor refers to a subjective awareness of one’s forth-
coming later life and is based on the expected social
situation and the prospects of one’s own aging.'® To
prepare for the achievement of a satisfactory and suit-
able later life, coping with the aging process should
start during middle age. The ‘preparing behavior for
old age’ factor refers to voluntary and objective
conduct that is performed to prepare for various dif-
ficulties during one’s old age.'” Having a proper per-
spective on old age seems to be an important factor in
the successful aging of individuals with schizophre-
nia living in the community. To identify means of
supporting such individuals, researchers must be
aware of the attitude of these patients toward aging
and their preparing behavior for old age. However,
these issues have not been widely studied in indi-
viduals with schizophrenia.

In this study, we first examined successful aging in
individuals with schizophrenia using the two
forward-looking factors mentioned above. Second,
we identified the determinants of the present and
predictors at the past points and ascertained the
change in patients after transitioning from residential
facility care to community dwelling, which influ-
enced the attitudes toward aging and preparing
behavior.

METHODS

Subjects

The subjects consisted of 57 individuals with schizo-
phrenia (37 men and 20 women). The mean age was
59.7 years (SD=6.9) and their mean number of
years of education was 10.6 (SD =2.0). Seventeen
patients of the 57 had been married. Their mean
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duration of illness was 36.5 years (SD=8.1), and
their mean age at onset was 23.2 years old (SD = 5.6).
All the subjects were diagnosed using the ICD-10 as
having chronic schizophrenia by two independent
psychiatrists. All the individuals were being treated
with antipsychotics, with a mean chlorpromazine-
equivalent dose of 823.3 mg/day (SD =443.2): 34
patients had been treated with only second-
generation antipsychotic drugs, 19 patients had been
treated with only first-generation drugs and four
patients had been changed from one type to the other
type of drugs at past and present assessment points.
Fifty individuals were living in small-scale psychiatric
group homes, and seven individuals lived in personal
residences.

None of the subjects had a history of alcoholism,
drug abuse, or serious neurological illness. As most of
the subjects in this study received equal public eco-
nomic support (disability pension and livelihood
protection), their economic status was almost equal.
Therefore, we did not take economic factors into
account in this study.

The institutional review board of the Asaka Hospital
approved the protocol of the study. The study was
carried out in accordance with the latest version of the
Declaration of Helsinki. After providing the subject
with a complete description of the study, written
informed consent was obtained from every subject.

Procedures

We assessed attitude toward aging and preparing
behavior for old age as well as cognitive function,
psychiatric symptoms, social functioning and quality
of life (QOL) in 2008 (‘present”: after the transition to
community dwelling). We also used demographic/
clinical data assessed 3 years earlier, in 2005 (‘past”:
during residential care) (Fig. 1).

The Attitude toward Aging Scale was developed to
assess the awareness of one’s later life and is a repre-
sentative scale for measuring forward-looking factors
of successful aging in Japan.'® This scale is composed
of the following ten questions: (i) anxiety for health
in old age; (ii) relationship with the younger genera-
tion; (iii) provision for social welfare and guarantee
system; (iv) maintenance of health; (v) economic
stability; (vi) independent life; (vii) social activity;
(viii) solidarity with the younger generation; (ix)
spiritual vitality/keeping one’s youth; and (x) a ful-
filling life. Each question in the scale is composed of
a pair of choices that are considered avoiding value

© 2011 The Authors
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judgments. Each question is rated using a 2-point
scale (positive = 1, negative = 0). A higher score indi-
cates a higher degree of positive attitude toward
aging. The total score for the 10 questions was used in
this study.

The Preparing Behavior for Old Age Scale'” is com-
posed of the following five questions: (1) Do you
save money for a stable old life? (2) Do you maintain
a regular life or exercise to maintain your health? (3)
Do you find your life worth living through the enjoy-
ment of hobbies or social activities? (4) Do you have
many social contacts with your friends or neighbors?
(5) Do you maintain a peaceful family relationship?
Each question is rated using a 3-point scale (making
considerable effort =3, to some degree=2, not at
all=1). Higher scores indicate higher degrees of
active preparing behavior. The total score for the 5
questions was calculated.

The total number of hospitalized days for each
individual was determined by consulting each
patient’s medical records.

The Mini-Mental State Examination (MMSE) was
used to assess general cognitive capacity.’® The Posi-
tive and Negative Syndrome Scale (PANSS)**?! was
used to obtain scores for the positive symptom, nega-
tive symptom, and general psychopathology sub-
scales. The Global Assessment for Functioning
(GAF)*? was used to measure global social function-
ing, and two other scales were used to measure com-
munity functioning: the Rehabilitation Evaluation
Hall and Baker Scale (REHAB),??* and the Social
Functioning Scale {SFS).*?¢ The 26-item short form
of the World Health Organization Quality of Life
scale (WHOQOL26) was used and the average score
was adopted.”

Statistical analysis

All statistical analyses were performed using SPSS
17.0. Initially, a correlation matrix at the present was
created to establish the directionality of associations
between attitude toward aging/preparing behavior
for old age and demographic/clinical variables. Step-
wise multiple regressions were then used to examine
determinants at the present or predictors in the past
for both the attitude toward aging and the preparing
behavior. The demographic/clinical variables entered
into the equations as independent variables were
as follows: age; length of hospital stay; positive
symptom, negative symptom and general psychopa-
thology subscales of PANSS; MMSE score; GAF score;

© 2011 The Authors
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REHAB general behavior subscale; SFS total score;
and WHOQOL26 average score. Analyses were two-
tailed with the significance level set at 0.05.

RESULTS

The mean score on the Preparing Behavior for Old
Age Scale was 9.35 (SD =2.02) and that on the Atti-
tude toward Aging Scale was 5.12 (SD =2.61). Cron-
bach'’s coefficient alpha of the Preparing Behavior for
Old Age Scale was 0.611 and that of the Attitude
toward Aging Scale was 0.693.

Table 1 shows that the mean age was 56.7 years at
the time of the past evaluation. The mean number of
days of hospitalization was 9061.0 (24.8 years) at the
time of the past evaluation and 9090.0 at the time of
the present evaluation (after discharge, some of the
patients with schizophrenia briefly entered a hospital
once again).

As shown in Table 2, testing of the correlations
between attitude toward aging/preparing behavior
for old age at the time of the present evaluation and
various factors revealed that the Preparing Behavior
for Old Age Score was significantly correlated with
the lengths of the hospital stay (negative correlation,
r=-0.326, P<0.05) and the WHOQOL26 average
score (negative correlation, r=-0.518, P<0.001),
while the Attitude toward Aging Score was signifi-
cantly correlated with the WHOQOL26 average score
(positive correlation, r=0.377, P < 0.05).

A stepwise multiple regression analysis using
demographic/clinical variables as determinants was
generated for both the attitude toward aging and the
preparing behavior for old age to identify determi-
nant variables most closely associated with the
outcome variables at the present. Table 3 shows that
the model for the preparing behavior for old age
using variables obtained at the time of the present
evaluation was significant and included only the
WHOQOL26 average score as a determinant. This
means that a higher QOL was related to less active
preparing behavior for old age. The model for the
attitude toward aging using variables obtained at the
time of the present evaluation was also significant
and included the WHOQOL26 average score. This
means that a higher QOL was related to a more posi-
tive attitude toward aging at the time of the present
evaluation.

Table 2 shows that testing of the correlations
between attitude toward aging/preparing behavior
for old age at the time of the past evaluation and

Psychiatry and Clinical Neurosciences © 2011 Japanese Society of Psychiatry and Neurology
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Table 1. Changes in demographic/clinical variables after transition from residential care to community dwelling (n = 57)

Present Past
(community-dwelling) (residential care)
Mean SD Mean SD
Age (years) 56.7 6.9 59.7 6.9
Length of hospital stay (days) 9090.0 3576.1 9061.0 3560.3
MMSE 25.1 3.7 26.6 3.3
PANSS (P) 8.8 3.1 8.7 2.7
PANSS (N) 13.9 52 143 5.5
PANSS (G) 22.5 5.5 22.4 5.2
GAF 64.8 12.8 66.6 12.3
REHAB 42.2 28.0 41.3 22.4
SES 106.9 28.5 112.4 194
WHOQOL26 3.28 0.40 3.15 0.43

GAF, Global Assessment for Functioning; MMSE, Mini-Mental State Examination; PANSS, Positive and Negative Syndrome
Scales: (P) Positive symptom, (N) Negative symptom, (G) General psychopathology; REHAB, Rehabilitation Evaluation Hall
and Baker scale; SFS, Social Functioning Scale; WHOQOL26, 26-item short form of the World Health Organization Quality of

Life scale.

various factors revealed that the Preparing Behavior
for Old Age Score was significantly correlated with
the lengths of the hospital stay (negative correlation,
r=-0.327, P<0.05) and the WHOQOL26 average
score {negative correlation, r=-0.315, P < 0.05).

Table 3 shows that a stepwise multiple regression
analysis using data on the preparing behavior
obtained at the time of the past evaluation was sig-
nificant and contained two variables: the WHO-
QOL26 score and the length of hospitalization. These

Table 2. Pearson coefficients for correlations between preparing behavior for old age/attitude toward aging and demographic/
clinical variables at the times of the present and the past evaluations (n =57)

Present Past

Preparing behavior Preparing behavior

for old age Attitude toward aging for old age Attitude toward aging
Age —-0.106 -0.133 -0.106 -0.133
Lengths of hospital stay -0.326* -0.068 -0.327* —-0.067
MMSE 0.125 -0.178 0.129 -0.144
PANSS (P) -0.096 0.177 -0.004 0.161
PANSS (N) 0.091 0.083 0.183 0.018
PANSS (G) -0.079 0.198 0.012 0.163
GAF ~0.043 -0.167 0.008 -0.251
REHAB 0.080 0.175 -0.015 0.123
SES -0.209 0.187 -0.093 0.161
WHOQOL26 -0.518** 0.377* ~0.315* 0.132

*P<0.05. **P<0.001.

GAF, Global Assessment for Functioning; MMSE, Mini-Mental State Examination; PANSS, Positive and Negative Syndrome
Scales: (P) Positive symptom, (N) Negative symptom, (G) General psychopathology; REHAB, Rehabilitation Evaluation Hall
and Baker scale; SFS, Social Functioning Scale; WHOQOL26, 26-item short form of the World Health Organization Quality of

Life scale.
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Table 3. Stepwise multiple regression models for attitude toward aging/preparing behavior for old age with demographic/clinical
variables at the time of the present evaluation as determinants and at the time of the past evaluation as predictors

Dependent variable Independent variables Beta P-value
Present Preparing behavior WHOQOL26 -0.505 <0.001 (F=18.457; df =1, 56;
for old age P<0.001; R?=0.241)
Attitude toward aging WHOQOL26 0.319 0.016 (F=6.138;df =1, 56;
P=0.016; R*=0.085)
Past Preparing behavior WHOQOL26 -0.314 0.016 (F=6.697,df=2, 55;
for old age Lengths of hospital stay -0.324 0.013 P=0.003; R*=0.180)
Attitude toward aging NA - - -

NA, not applicable; WHOQOL26, 26-item short form of the World Health Organization Quality of Life scale.

results mean that a longer hospitalized period at the
time of the past evaluation was related to less active
preparing behavior, and a higher QOL at the time of
the past evaluation was related to less active prepar-
ing behavior. No model for attitude toward aging was
significant.

DISCUSSION

The determinants at the present evaluation
(community-dwelling) and the predictors at the past
evaluation (residential care) were detected using mul-
tiple regression analyses. The QOL related to both the
attitude toward aging and the preparing behavior at
the time of the present evaluation: a higher QOL was
related to a more positive attitude toward aging and
less active preparing behavior. The predictors of pre-
paring behavior for old age were QOL and the length
of the hospital stay: a longer hospitalized period
and a higher QOL predicted less active preparing
behavior.

Hiraoka'” studied healthy individuals aged
60 years or older using the Preparing Behavior for
Old Age Scale. The scores for family relationship and
economy were lower in our study, although the
total score was comparable with that of the previous
study. Usami'® examined middle-aged nurses using
the Attitude toward Aging Scale. The scores for the
medical and welfare preparedness, and intergenera-
tional relationships in our study were clearly higher
than those of the study by Usami. Thus, the features
of preparing behavior and attitude toward aging
in individuals with schizophrenia dwelling in the
community seemed to differ from those of healthy
individuals.

This study revealed a correlation between prepar-
ing behavior for old age and QOL in patients with

© 2011 The Authors

schizophrenia: the higher the QOL, the less active the
preparing behavior. This result was in contrast to the
result obtained for healthy individuals. In a study of
healthy individuals aged 35-64 years, significant
associations between preparing behavior and life
satisfaction, interpersonal relationships and social
participation were observed, and no significant asso-
ciation between preparing behavior and age was
seen.?®

If healthy individuals are satisfied with their life,
they behave with their future life in mind if they have
a sufficient economic margin.'” In contrast, individu-
als with schizophrenia did not behave with the future
in mind even if they were satisfied with their life. Our
study clearly indicated higher attitude-toward-aging
scores in the category of medical and welfare pre-
paredness, interpersonal relationships and indepen-
dent life compared with the results of the study by
Usami.'® In other words, community-dwelling indi-
viduals with schizophrenia seemed to have a positive
perspective on medicine, welfare and economy. In
addition, the scores for category of family relation-
ship and economy for the Preparing Behavior for Old
Age Scale were lower in our study than in the study by
Hiraoka.'” As welfare guarantees a minimum liveli-
hood, the patients may not need to make an effort to
prepare for their future lives.

On the other hand, general cognitive function
assessed using the MMSE was not associated with
preparing behavior in our study. Generally speaking,
it is not surprising that schizophrenia patients with
good cognitive function (that is, they have sufficient
self-monitoring with regard to their life) can recog-
nize difficulties with their current lives and may want
to make an effort to provide for their future.
Although the correlation between cognitive function,
especially frontal lobe function, and QOL has been
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