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RESPONSE, REMISSION & RECOVERY: NEED TO REVIEW OUTCOME
MEASURES FOR SCHIZOPHRENIA

Amresh Shrivastava , Nilesh Shah °

ABSTRACT

Schizophrenia = 2 comples neurabehavioral disorder known 1o be assosiated wilth poor outcome, It causes significant disability

in patientz and burden af care amorgst relatives. Outgeme i deveioping countries has been réporled 1o be far better than

western world, which has come into scientific scanner recenily Wide gap oxists between expeciations ol oulcome amongst

patienis, retalives, careqivers and prelossionals, which is possitly Because of limitations in measuremenl tools. Significant

number of patlents remain marginalized withoul improvement m saoal & occupalienal funclicning preventing Iheir infegration

inta mainstream of secigly despile ‘dlinically reported good ouleame’ and sigrilican] advancement in lreatments. The conlemporary

autcome-measure does nat caplure roallife situdtions, The concep! ol response, remission and recovery s being revisiled

seimntifically. Thereisa sirong need lo dovelop coliure speaific, compréhensive and reliable outcome measures for schizophrenia,

which reflectz clinical and social culcome in mullidimensional measures

Key wards: Sohizophrenia, oulooms mabures

INTRODUCTION

Patienls with schizophrenia consistenlly show peor couwrse and
oulcome than patients with other psychatic and nonpsychotic
paychiatnc disorders (Jobe & Harow, 2005). A significant difference
in the congept of outcome among patients, family members & clinicians
has been ebserved (MoCabe et al, 2007, Kooyman et al, 2007}
Hecently, sulcome measures have evalved and now outcome is
mezsured in domains of psychopathology, quality of life & leével of
functioning (Bums, Z007),

It is repeatedly observed that outcome shown in research siudies
does nol reflecl real-life putcome status or a state abserved in
naturalistic cinical settings. |t is also reported that poorly defined
cohorts and weak sludy designs have hampered eross-cullural
compansons of course and outcome in schizophreniz. Best cutcome
from different countries vary between 34 and 62%. By and large at
len years the oulcome is not more than 40-50%. In fact a ten year
fallow up study from the Mational Institute of Mental Health, USA
concluded good outoome fo be ground 20%. Qutcome inschizaphrania
is a mullidimensional measure; therefore it needs to be pedarmead an
diffarant parameders (Faerden et al. 2008). Tha measurament of
outcomes has nsen n prominence:over the past 30 years {Ellwaad,
1588, Lohe, 1988). Standardized instruments have bean developed
which measure clinical aspects of ilness, and more resently ‘patient
based measures” have been developed. In schizophrenia,
standardized instruments traditionally define disease severity and
change in clinical status Dy counting the number and severity of
symploms and signs - such as delusions and hallucinations ("sympiom
based measures’ - 2.9, Brief Psychiatric Hating Scale {Overall &

Gorham, 1862} Patient based measuras, howovar, assess the impact
of ilfness on the individual {Jenkinson, 1894, These are often refered
t 35 health stalus, heallth related quality of life {HRGoL) or functianal
status measures (Bowling, 1997) They measure more than just clinical
symploms, since they incorporate combination ef the following
domains: 1} physical health, 2} menfal health, 3) social funchening, 4)
roig funciioning, 53j general perceptions of health and well-being, 6)
cognitive capacily and 7) patient satisfaction. Quicome: measuras
have come to be used for & number of purposas, which include: 1)
the evaluation of the clinical and cost-efectiveness of interventions
in expermental situalicns such as tials, 2) the monitoring of popalation
health, 3) clinical avdit and 4) facilitating dinical decision making in
rewting practice and pationt care (Faden & Leplege, 1992: Filzpatrick
et al, 1992; Fitepalrick, 1594, Ware, 1995),

NEED FOR RE-EXPLORATION OF "OUTCOME MEASUREMENTS'

The use of the term ‘recoversd' in outcome studies of schizaghrenia
has for 4 long time been problematic because of the many differen
definitions in use. While using the term [recovery) in the feld of
schizaphrenia, a distinclion should be made betweon symplomalic
and functional recovery in order o place it in line with other fields of
medicing particularly in tong-ferm patients, 1t is suggested that the
outcome needs 1o be measured on muliple dimensions, at least o
reflact funclional and symplomalic domains, There is wide consensus
among resgarchers and chnlcans that psychopatholagical domain
alone does not reflect social situation. This attempt neads lo be
strengthenad to caplure real-ife situgtions of patients in order o
understand the factors, which prevent their sodial integration.
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INDIAN CONTEXT

Itwas gunerally sccapted that cutcome of schizophrenia in developing
countries is more favorable though reasons for the same were Tar
from clear (Thara & Eaton, 1996) In Indian situation acute paychosis
in shor term bas been found to have sxcelient course and outcome:
hovwever the belief that psychotic symptoms in schizophrenia are not
just temparary slates and have long-term impact was alse suppantad,
There ig no clear evidence if such patients were able to gain social
imegration ornat, Currently, this evidence also has been challenged
and il appears that schizophrenia cutcome is not as good as shown
in several studies in the past, partioulardy in developing countries
(Drake et =l 2006, Meltzar, 1995; Priebs, 2007), A possible seleclion
against the most severe forms of schizophrenia could accaurt for
areater ooourrgnce of better-ouicome phenotypes (Kulhara, 1994). It
I5 orucral 1o identify patienis experiencing their first episode of
paychosis wha ang likely o have an pnfavorable long-term outcome.
It s often seen that the outcome seen i clinical trials is reflected in
clinical sifuation less frequently because of & variety of reasons.
There is a wide vanalion obzerved inooutcome status in different
cultures and gecgraphizal regions as wel

LIMITATIONS

Clinical experignce does show that patients suffering from
schizophrania continug to remain marginalized. They are seldam
iragrated in mainstream of seciety. A wide wvariety of outcome
medsures are used. The most frequent are clinical symptams,
haspitalization and morality (direct indicators), and socialioccupational
functioning, marriage, social support and burden of cara (indirest
indigators). Areas such as cognitive function, duratien of untreated
peychosis, quality of life and effect of medication have ool boan
studied in low and middle-income countries. Qutcome In schizophrenia
has many undesirable facets, longevity is reduced by 15 to 25 yaars,
argl mortality is high, About 40% of them die dug to suicide and 50%
dig due 1o medical comerbidity; fewer than 10% remain In full-time
productive employment Whils documenting the helercgenesy in
auicome and the generally poorer autcomes of patlents with
schizophrenia, studies also alert us to the danger of suicide and early
death, Inaddition. they expose prakblemsin dinical management and
Ireatment and also help us anlicpate the possitiity of inlervals or
penads of recovery, some of which appear spontaneously and may
be lied tpindividual patientiactors such as resilience (Thara & Eatoa,
1098), The routine measuremeant of autcome has net been witheul its
critics (Orombie & Davies, 1987), and concerns have been raised
thaf cuicome measures are un-interpretable; unwieidy and a
buresucsatic hindrance to successiul patient care (Gilbody et al,
2002), One way in which the success or usefdlness of aulcome

measures in everyday rouling care might be judoed is by evaluating

of the degree to which their adoption imgroves the oudtcome and
quaiity of care, The results of research in other speciallles has
generally not beean positive in thig respect nar has the use of fhese
measures been shown o imprave the management of common
peychiatric disorders in nen-psychialfic setings { Gilbody et al, 2001}
The measurement of outcome in the context of individual patient care
is nol without cost, Instruments must be developed, administared,
coded, stored and refrieved «-all of which have resource implication
in terms of lime, direct cosl and opporunity cosl. There is also a
danger thal cutzome measurement Inggers resaurce inlensive
interventions which are of no proven benefit 1o patients, and which
might actually harm them, Perhaps, more subtly, there is alse a danger
that the uptake of outcome measurement in this context reprezents a
markefing ploy, in which measurement is used lo demonsirate an
Institution’s ‘customer orientation’, but which doss not inform the
provisian of care (Fitzpairick, 1984}

EVOLVING CONCEPT OF QUTCOME

Coancern has been raised inthe way we measura the aulcoma stalus.
It has been widely recommended that oulcome should be al least
measured on wo dimensions, clinical and social. Much work an gualily
af life, global assessment of functioning and assassment of disability
has been in this direction. Long-lerm and short-term studies do
measure outgome of different dimensions; however, clinical practice
and routine assesament stll does not incorporate these measures, &
recent expert panel has proposed consensus criteria for remission in
schizophrenia, They distinguished remission from recovery, noting
that the latier outcome was likely to require not only remission of
symploms, but also improvement in cognitive and psychosaocial
funcioning. The panel deferred the task of establishing operational
critaria for recovery since there was insuflicient research on the
topic (McEvoy, 2008), Treatmentl success in schizophrema is
mitifactonal. These lactors can be convenently groupad inta 3
categories: reatment-refated factors, patient-refaled factors, and
envirgnment- or syslem-relaled factors (Buckiey, 2008). Description
of the lang-term outcome of schizophrenia cannot ba summanzed
with just one outcome variablg. Recovery s now a widaly discussed
canceptin the fisld of research; treatment, and public policy regarding
schizaphreria, It has increasingly become a focus in manmstream
peychiatry However, It has also become clear that the concept is
often used in multiple ways. and lacks a svong scienlific basis.
Recantly snme important guestions have been raised in the literature
‘Do patients ot schizophrenia ever recover? and "What do we mean
by recovery™. The use of the term ‘recovered’ in outcome studies of
schizophrenia has for long been problematic because of many
different definiticns in use. While using the term in the lield of
schizaphrenia, a distinction should be made beteween symplomatic
and funational recovery in order to place itin limewath other figlds of
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madicing [Ng et 2l. 2008). 'Recovary’ 15 now a widely discussed
cancept In the field of research, {reatment, and public policy in
schizoghrenia. As it has Increasingly becoma 3 fogus in mainstream
psychiatry, it has alse becomea clear that the concapt is often usad in
migtipie ways, and it facks a stong scientific basis. A scentific basis
is necessary for the concepl of recovery to have a significant long-
term impact on the way that schezophrenia is undersiood and freatad.
This scientific agenda for recovery includes {Cohen et al, 20083

1] Differences in definitions of recovery and fhe implications of
studying recovary pracesses and ouicomes

2] Key research questions

3) The implications of data from outcome studies Tor

understanding whal 1% possiole for people diagnosed with
schizophrenia

4) Factorz that facililate recovery processes and oulcomes,
and methods for studying fhese issues

3] Recovary-orignted freatment, including issues raised by paer
supparl. The role of hosgitals In recovene-ananted roalment
remaing unexpiored. Consideration of these issues may help
organize approaches to the study of recoveny, and in daing

50, Improve the Impact of recovery-based initiatives.

‘Responsa’ in slct terms is defined as 'Often a response is the rasull
of a stimulus', 'Remissian’ |5 defined as 'the state of absence of
disease activily in patients with a chranic illness, with the passibiliby
of retumn of disease agiivity’, while "Recoveny' may be. seen within
the model as a persenal jsurney requiring hope. a Secure base
supportive refationships, empowsarment. social inclusion, coping skills,
and finding meaning’. |1 15 quile clear that recovery far schizaphrenia
is @ state, which has nat been given encugh thought m terms of
measurement. Parameters for recovery need 1o be scientifically
defined based upon categaries and dimensions that consist of the
wortd of an individual sultering from schizophran:a

MULTIDIMENSIONAL MEASUREMENT OF QUTCOME

A related develcpment has been the introduction of formal 'néeds
assassment toois in the care of lhose with severs and enduring
mental ilnesses, such as schizophrenia, Such needs assessment
tools are intended (o defing heallh and social needs both at population
teveland, ideally, at anindividual ievet (Tharmicroft et al, 1982), so that
healthcare provision might be more rational, respansive and
‘appropriate’ | Stevens & Gillam, 1988, Wright et al, 19958). Examples of
individual patients' needs assessment lhols for use in severs mental
illness include the Camborwell Assessment of Maed [CAN) (Phelan af
al, 1885) and the MRC Meads for Care Assessment (Brewin & Wing,
1303

Recanlly an expert panel has proposed consensus criteria for

remission in schizophrema. They distinguished remission from
recovery, noting that the fatler outcome was likely to require not only
remission of sympioms, but also improvement in cognithve and
psychosooal functianing. The panel deferred the task of establishing
operational critoria for recovery since there was insuificient research
on the topic (Patel et al, 2006}, Schizaphrenia is different than mood
disorder in courge and outcome and any definition of remission In
schizophrenia should reflect these characteristic differences.
Schizophrania has always been historically considered as an illness
with no hape of recovery. It has been argued that refinamant of
knowledga regarding the clinical course -of schizophrenia,
improvements i psycholherapeutic technigues: and the introduction
of anlipsychotlic medications began 1o alier this view, with
consideration of possinle parameters o define recovery appeaiing in
the literature as early as 1983 (Mg et al, 2008). Paychosacial
mterventions including vocational therapies. family theragy, cognitive
behaviaral therapy, and rehabilitation have played a critical rola in
irmproving long-term outcome. Assertive case management has halped
n preventing and reselving major social needs and onses in many
weslem countrias, Shart-term clicome has been betler in comparison
to long-term outcome. Data afso indicates that autcome deteriorates
with time. In other words, there is a swing from recavery to non-
recovery with passage of time; not necessanly relapse: Relapse is
cften accompanied by noncompliance with freaiment or suboptimal
treatment, which results in incomplete or uncontained sympiom
ramission.  Such condition may subsequently lead to chronic iliness
cnaracterized by substantial morbidity and persistent deficits in
cognition and psychasocial funclion. Some patients develop downhill
course while others experience a relatively vircumscribed deterioration
{lssac et al, Z007).

It has also been reported that pakent's perspective of outcome and
recovery is far mare different than clinician's and professicnal's
parspactive. In a study about stigma and discrimination in city of
Mumbal more than 70% patients and mare than 65% relatives
expressed dissatistaction about states of recovery in a group
consisting of recoverad gatients with minimum § years of treatmant
and clinically dassified as ramitled by their respective physicians, 1|
could not be ascertained whather these patients had the benafit of
comprehensive pharmacological and psychosocial management
involving a mullidizciplinary team or not as they belonged to differant

‘clinical satlings {Flyckl et al, 20065

This discrepancy is.a malter of coneem for patients. care glvers,
relatives, researchers as well as: servce providers, It also necds 1o
expiore why such.a gap in parception exists, It seems likely that if the
individuals suffering from schizophrenia are integrated in main sacial
siream al the end of the day, thelr expectztions would be fulfilled and
the gap would become narrow. In-depfh analysis indicatos that facus
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of clinical seting often remains limited to response or remission |n
1arget sympioms.and psychopathology while patients-and caregivers
wish to focus and aspire for family lite, marriage, childbearing,
empioyment, income generation and becoming free from liakility af
illness. 1tis in this direction that outcome measures need tobe redelined
i cuttural contesxt.

Recently there have beean few attempls io look a3l this aspect
scientifically, particularly from the working group of American
Psychiatric Association (APA} on defining criteria for remission
Routine oulcome measuremant has been advocated as an adjuncito
palient care within psychiatric services (Marks. 12393). where
measures of psychiatric symptomatolegy might be applied in order to
maasure therapeutic respanse and o inform management decisions,
In addition, woader measures of health related guality of life might
also be usefully adapted. in the case of schizophrenia. impairments.in
quality of life and heaith status are often enrelated o the number or
severity af symploms {such as delusions and hallucinaiory
experences) (Anthany & Rogers, 1885 Beckar el al, 1893} This is
especiaily important, since it i the level of symplematalogy which
forms the major fogus of cinical consultations and practice, and is
the major criterign by which the succass or failure of treatmant s
judged in both practice and research (Revick: & Murray, 1984
Consequently, clinicians” percepfions of thase wider prablems are
after poar and it has besn empifically demenstraled thal clincianz
underestimate the health stalus or health related quality of life of
patients when patienis’ and clinicians’ ratings: are compared (Becker
¢tal, 1903 Lehman, 1833; Sainfort ot al, 1996}, The usa of more
comprehensive outcome measures, which capture both symptoms
and wider health-related quality of life, might therefara ba useful in
identifying needs, monnoring clinical response and making chinical
decisions in those with saevere mental flness. The adoption of routing
pulcome measurement has 3lso become cenfral fo govemment policy
formutations. For example, in the UK, there have been a numbir of
initiatives in regent years aimed at the introduction of outooms
mezsurermanl tooks inle routing mental health practice. as part of a
governmenl heallh stratagy to improve significantly the healih and
social function af mantally ol peaple’. In response, the Health of the
Mation Oulcome Scale (HaNOS) has been developed with 8 number
of uses in mind, Inchiding the assassment of [ocal service requiraments
and paychiatric morbidily af & popuiation level {(Wing, 1994, However,
a key aim of the developears al the HoNOS is that it should be usefullo
clinicians inactual individual care planning, since without this feature
it would not be widely used and the dala which would ultimalely
inform decisions madea at 2 population level would not be collected
[Stein, 1993)

MELTZERS' CRITERIA

Maltzar dofined 13 necessary outcome criteria for assessment af
schizoghrenia (Meltzer, 18293)

1} Paychapathology (positive symploms, negative symploms &
dizorganization,

23 complancs,

3) hospitalizaton,

ah suicidality,

5 extrapyramidal symplams,

) interpersonal sogal  function,

7] cogrition [six sublests),

&) wark” and employment,

) spiial burden,

10 independeant living,
11) sggression,
12} quality of life,

13) family burden

However noestudy replicated o measure oulcome of all these criteria
Attampts are required 1o successlully integrate this measure into
composite scale for easy understanding o define how different
perametsrs can be converled to point out meaningful measures of
putcome. In a recent study we repored ‘a global recovery rate of
62% as per Clinical Giobal Improvement Seale (CGl) at the end of ten
year period; however whan we applied all 13 multidimensional
autcome criteria by Mellzer's Ihe recavery rate dropped to 55% in 3
group of climically recoverad patients and 1o 32% in the main cohart
avallatle at iep years for follew up. Further, éven the recovered
patients had significant disability, Large number of patlents (betweean
30-45%) were living with ane ar the olther pasilive or negative
symploms, varying degree of suicidaiity, rneuroleptic side effects,
lImited social and parsonal funciioning and family burden in Mumbai,
contrary 1o earlier reports (Shrvasiava & Thakkar, 2008). Several
imermational studies of long-term outcome show 3@ vanable rate of
remission between 33% to 50% fram developed countries.

THE AMERICAN PSYCHIATRIC ASSCCIATION (APA) INITIATIVE

APA working group an ramission criterla for schizophrenia has been
a welcome move and much more is expected 10 be dene, However in
Indian conditions we require a culturally spedfic, sensitive, reliable,
raultidimensicnal pulcome measdre, which can be easily administared
in wide variety of clinical seting by mental health professionals, Some
of the important and relevanl features of APA working -grougps
highlighting conoeptual framewark, background and consensus
criteria listed beiow ara halpful in understanding the process of
developing such a lool.

£ 2008 Indian Association for Social Psychiatry
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There now exists a range of pharmacalogical and non-
pharmacological interveniions with proven effectivensss, but
with variable effect on spadific disease foalures:
pharmacological treatments are also characlerized by
substantial differences in the nature and severty of adverse
affects. This varlability highlighis the need for and importance
of establishing critena for clinical improvement . that can be
appiied across mulliple treatment medalities and specific
therapies [Andreasen & Qlsan, 2005),

Although schizophrenia exhibits substantial hetercoeneity
with-respect lo severily and course over ime, lypical festires
of disease course have been summarized, wilth suppart from
madels presenting schizophrenia as a neuradevelopmental
disorder with a substantial hereditary companent.  Attempts
at early treatmant have highlighted thie skgnificance of duration
of untrealed ‘peychosis in first-episode schizoptirenia (Kordy
el al, 20021

Although mosl patients improve significantly after their first
apisode is lreated, the majority experience subsequent
apisodes, wilh only 3 small fractidn being able o regain
pramarbid levels of functionality

Tha APA practice guidelines repors a three-phase model of
schizephrenia disease course, with the recagnition that these
phasas merge into one another withou! clear boundaries, In
this model, the ‘scute phase’, characlernzed by florid psychosis
and saverg positive andlor negative symploms, is followed
by a 'sabilzation phase'. during which symptoms recede
and decrease in severity, and a subsequent 'stable ghasze'
with redused symptom severity and relative symptom stability.
According to these guidelines, ‘e maonty of patients altermale
belween acute psychetic epissdas and stable phases with
full ar partial remission” although the cperational criteria Tor
remission remain undeflined, Also unclear is the exlent 1o
which symptomatic remission mustoccur in order to achiowe
impraved funclioning and ullimately recovery and gutoncmy
[Failon, 1993)

Regardless of clinical course, It gan he argued that current
trealment perspectives are designead for, regrettably,
preverting relapse, in conlrast to therapy goais for which
larg-lerm symptom remission servés as a foundation far
buildireg furctional gains,

Themportance of defining & remilted slate is highlighted by
the observation that peychosooal therapies and rehabililation
are mast effective when posilive and negative symploms are
adequately contralled. The working group concluded thal
progress foward -an operational delinition of remission in
suhizophrenia is warranted at this bme bacause of &) The
emergence of nuanced. insighis into the etiology,

pathaphysiclogy. and diseass course noschizophrenia, b)

13,

11

the awvailability of affestive psychotherapeutic and
pharmacological aptions; ¢} the need to faciitate standardized
COMpansons across trealments and therapeutc modalifies,
and d) the eppartunity thal such 2 definifion provides to elevate
and more clearly arliculate expectations on the parl of
patients, caregivers, and mental healih providers for pozitive
long-term outcome in schirophrenia.

Although the symplom-hased critena used in most of the
studies represent a markad improvement over the generalizad
descriptions, the lack of consistent definifons provents cross:
stody comparison and limits the generalization of resulis.
Racent efforts to describe remission in schizaphrenia have
been based on iongitudinal sympiom ovaluatien combined in
early-gpisode, However. most of these studies were nol
degsigned with the goal of establishment of aperational
remissien critera (Lisberman etal, 2001, Libeman el al, 2002),
The warking group concluded that any definition of remission
in sehizaphrenia should incude a significant time companent
and be applicable o patients across slages of disease
course, Categorical and dimensional approaches have
important conceptual differences. Although categones divide
patientsinto groups. dimensions divide symplomsinio groups.
Categorical approaches lend to have the problem that patients’
disorders oftan do nol present in classic "pure” forms.
Dimensional approaches secognize the fact that symptom
groups ogverdap in individual patients (Prevoo el al, 2003). it
appears better o rest the definilion of sympiomatic remission
an dimensional approach. The working group explcitly
considered the incarporation of symptomatic; funclional
tactivities of dally living, social relationships. employment,
quality of ife], and cognitive qutcomes into the definition of
remission, Thatis, funchional Improvement can cocur in some
patignts.in parallel with ongoing moderate symploms, with
some individuals develbping coping mechanisms (hal enable
them 1o funclion despita thair iiness.

Critania; Threa maasurament scales were selected besed on
consensus: Schedule for Assessment of Positive Symptomis
[SAPS), Schedule for Assessment of Megative  Symptoms
[SAMZ), Positive and Magsative Syndrome Scale (PANSS)
and Brief Psychiatric Rating Scale (BPRS), The SAPS, a 34-
item scale used 1o assess posilive symplams in schizophrénia,
Iz designed far use In conjunclion with the 28-ilem SANS,
which s wsed to azsass negative symplems (Yen et al, 2002
The Positive and Negative Svyndmme Sczle. is a 30-item
inventory assessing the sbsence ar seventy of schizophrenia
symploms acrass three subscales {Andreasen & Qlsen, 1952;
Kay et al, 1987}, The BPRS |s an 18-ltem scale which is
reutingly used as screenning tool {Cverall & Gorham, 1982).
Based on an axamination of these scales, the working groug
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identified appropriate criteria o serve as the basis for defining
symptomatic remission in schizaphrenia. In addition, the
warking group proposed that remission criteria might be
described separately for positive and negative symplams,; to
allow primary consideration of these symptom groups
indepandently in Ine assassment of symptomatic remission
Specific tems selected for consideration as criteria for
remigsion incschizophrenia were chosen o map the threa
dimensions of psychopathelogy identified by factor analyses
1) Peychatism, 2) Disorganization & 3) MNegalive symplams
With regard 1o severity, the working group consensus definad
a spore of mild or less (Posifive and Megative Syndrome Soala
itern scores of =3; BPRS ifem scores of =3, using the 1-7
range for gach item; SAPS and SANS ilem scores of =2
simultaneously on allitems} as representativeof an impairmesnt
lewal consistent with symplomatic remission of iliness.

12: Given the long-term course and inlrinsic character of
schizophrenia, the working group consansus defined 3 period
of & months as a minimum time penod of remission, Werking
group consensus provided that, in addifion 1o meaefing the
criteria, individuals may remain in remission while experencing
minor changes in symptoms, in the absence of appreciable
effects on daily function or subjective well being.

13 Itwas argued thal data on cognitive dysfunction is less than
adequate to incorporate it in outcome griteda

14. Ongoing or emearging thoughts regarding selt-harm or harm
of others wera considered to be a criticsl focus for olinical
care. implementation of these criteria should provide
researchers and clinicians with a robust, well-defined
autcomea goal in the long-term treatment of schizephrenia,
facilitating compansans. of effectiveness across therapeutic

medalities.

Though these consensus anteria are very heipful, thess have soms
limilations. The criteria address the featuras of symptomatic remission
anly, which iz far from adequate, Social outcome has not been included
possibly because research data on culture and region specific issues
are not vary rabust, Similarly, cognitive dysfunction also does not find
a place in gutcome measures. I is being strongly argued toinclude
cagnitive dysfunclion a5 a criterion for diagnesis in fulure diagnostic
systems, DSM YV and IC0-11. In this working group no cansensus
could be achieved regarding incluston of cognition as cutcome measure
despite significant research data. Perhaps the data has not yel gained
universal acceptance and nightly 'so. Ina study we did not find
zignificant cognitive impairment in a cohart of chronic schizophrenia
with mean duration of 4.6 years (Shrivastava & Rao, 1995).

Summary Implications for practice

The use of pulcomes measurament in the context of routine care of
those with schizophrenia 15 unsupported by robust clinical evidence
of the clincat and cost effectivenass of this strategy. Clinicians should
judge for themsalves whether the messuremen| of outcome and need
iz 3 reasonable use of thelr finite tmea and resources whan the true
value of this approach has yet to be demonstrated. For people with
schizophrania. invitations and edicts to complete and coflect complex
oulcomes measuras, queastionnaires and needs assessment tools
have not yet bean shown to improve the quality of the care that those
wilh schizophrema and related disorders will regeive; For policy
makers, attempls 1o ese the results of oulcome measdres in planning
the care of populations with severe mental liinesses are likely to be
frustrated or of limited value, when so faw clinicians collect and use
these data in tha care of thair individual patients. Pelicy edicts 1o
coliect and use these data may not represent the best useof clinicians”
and patients' time and finite healthcare resources.

We propose thal measuremant of schizaphrania ouicome needs 1o
ba recessarily done an three dimensions; 1, Persistent symploms: &
sida eflecis, 2, Social functioning & Social burden, 3. Independent
living and producfivity, This may possibly reflect correct odtcome and
will also be helpful in research snd designing servics delivery
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