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ABSTRACT

Introduction. Research evidence points to a critical
period of about five years after the first psychotic episode,
being its resolution of utmost importance for the chronicity
of the disorder. In addition, several studies suggest the high
correlation between adult psychosis and childhood adversity,
and a dose-response relationship in severity level.

This research aims to determine the dose-response
relationship between adult psychosis and put it in relation to
the resolution of the critical period.

Method. The sample was obtained among 45 patients
undergoing treatment at the San Agustin University Hospital
who experienced some psychotic episode. Questionnaires
were applied for the analysis of psychopathology, childhood
adversity and other sociodemographic and clinical variables.

Results. The results confirm the relationship between
the frequency of childhood adversity and psychotic
chronification.

Conclusions. Our research highlights the importance of
childhood adversity in the future course of a psychosis and
highlights the importance of anamnesis focusing this regard.
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RESUMEN

Introduccion. La evidencia apunta a un periodo critico de
alrededor de cinco afos tras el primer episodio psicdtico de
cuya resolucion depende la cronicidad del trastorno. Ademas,
diversos estudios apuntan la elevada correlacion entre psico-
sis adulta y adversidad infantil, y una relacion dosis-respues-
ta en nivel de gravedad.

El objetivo de la presente investigacion es determinar
la relacion dosis-respuesta entre la psicosis adulta y la ad-
versidad infantil y ponerla en relacion con la resolucion del
periodo critico.

Método. La muestra se obtuvo entre 45 pacientes a trat-
amiento en el Hospital Universitario San Agustin que habian
experimentado algln episodio psicotico. Se aplicaron cues-
tionarios para el analisis de la psicopatologia, la adversidad
infantil y otras variables sociodemograficas y clinicas.

Resultados. Los resultados confirman la relacién entre
frecuencia de adversidad infantil y cronificacion psicotica.

Conclusiones. Nuestra investigacion pone de manifiesto
la importancia de la adversidad infantil en el futuro curso
de una psicosis y destaca la importancia de recoger estos
aspectos en la anamnesis.

Palabras clave. Psicosis, trauma infantil, periodo critico.
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INTRODUCTION

Eugen Bleuler' described the course of psychosis as an early
deterioration, which subsequently reached a plateau of psy-
chopathology and disability which remained stable over time.
Currently, there is increasing evidence of a critical period of
between two and five years after the first psychotic episode,
during which the level of vulnerability to relapse and long-
term disability can be determined®** According to Lieberman®,
schizophrenia follows a course with four specific clinical stages:
premorbid, prodromal, deteriorating and chronic. Fusar-Poli et
al.® classify psychosis into the stages of non-specific distress,
high-risk status, first episode, recurrence and persistence and
resistance to treatment. The critical period hypothesis postu-
lates that deterioration mainly occurs, if atall, during the first
five years of psychosis, which remains relatively stable thereaf-
ter”. In the chronic or persistent phase, neurological deteriora-
tion is more substantial and longer lasting.

Considering the course of the psychosis and its critical
period, it is estimated that a certain percentage of the first
episodes detected in a Mental Health service will become
chronic. This percentage varies according to the studies con-
sulted and the criteria used. The meta-analysis by Hegarty et
al.8, based on 320 studies published between 1895 and 1992,
found approximately 40% of patients with schizophrenia re-
covered. More recently, the systematic review by Menezes
et al.? (2006), based on 37 studies, concluded that 42% of
patients recovered. However, improvement for these authors
did not require good clinical, social or functional results, or
a period of improvement greater than 6 months. Warner
et al.”® analysed 114 follow-up studies (published between
1904 and 2000) and concluded that 11%-33% of those
with first episodes recovered clinically and socially, while
22%-53% recovered only socially (i.e., psychotic symptoms
persisted). The recent review by Jadskeldinen et al." (2013)
included clinical and functional criteria and required a re-
covery of at least 2 years. It found more modest recovery
rates, of 8%-20%, and concluded that only one in seven in-
dividuals fully recovers after a first episode and diagnosis of
schizophrenia. Although a later study by Hui et al.” (2018)
yielded more hopeful figures: 37 of 178 patients (21%) did
not request help from Mental Health services during the 10
years following their initial episode.

According to the bibliography consulted, the range of
patients recovering to some extent after a first episode
ranges from 13% to 53%'". Many variables influence this
recovery; with childhood adversity, as a risk factor for devel-
oping psychosis, being one of them™ 5.

The influence of childhood adversity on psychosis is not
considered in the traditional model of psychosis. The neu-
robiological model, which maintains the Kraepelinian tradi-

tion of a deterministic and neurodegenerative nature'® and
is based on classical studies that confirm genetic influences
on the development of schizophrenia' '8, has for decades
been the most supported by international health institu-
tions. In 1916, Wimmer' described psychogenic psychoses
as secondary to mental trauma. Contrary to Kraepelin, who
thought that psychoses of a psychogenic origin appeared
only in individuals with a mental predisposition, Wimmer
maintained that this is not an indispensable condition for
the appearance of psychosis. Current research seems to sug-
gest that traumatic psychogenesis is more common than
previously considered.

Recent research confirms that childhood adversity, and
specifically violent experiences, is related to serious men-
tal illness?®?' and specifically psychosis?. Indeed, recent
research? maintains that genetics is capable of explaining
only a minimal part of the variance in psychosis. A multi-
causal range is proposed for the development of psychosis,
which includes environmental factors such as cannabis use,
adverse childhood experiences (ACE), immigration and be-
longing to minorities*.

The meta-analysis by Varese et al.?® (2012), on the re-
lationship between childhood adversity and the risk of
developing psychosis, found the probability of developing
psychosis increased significantly after suffering abuse of a
sexual (OR = 2.38), physical (OR = 2.95 ) or emotional (OR
= 3.40) nature, intimidation (OR = 2.39) or neglect (OR =
2.90). The study concluded that, if childhood adversity were
completely eliminated from the population, the number of
people with psychosis would be reduced by 33%. Along the
same lines, the meta-analysis by Matheson et al.® (2013) in-
cluded 25 studies where higher rates of childhood adversity
were seen in schizophrenia compared to controls (OR = 3.60)
and anxiety disorders (OR 2.54). No differences were found
in childhood adversity rates between schizophrenia and af-
fective psychosis, depression or personality disorders. The
analysis by Karatzias et al.® (2019) with Scottish population
data shows childhood adversity is very prevalent (79.2%)
among psychotic individuals, with physical abuse being the
most common adverse experience (40.1%). In 2020, the re-
view by Stanton et al.”” found similar results.

In light of the increasingly abundant research on the
subject, the neurodegenerative hypothesis is giving way
to the neurodevelopmental model. In 2010, Morgan and
Hutchinson? proposed a socio-evolutionary model that in-
tegrates social, psychological and neurobiological causes, in
that order, in relation to the abundance of evidence linking
psychotic symptoms with emigration, urban environments,
childhood trauma and adversity. In 2017, Murray et al.*® pro-
posed a development risk factor model to include all the
environmental factors pointed out in recent research.
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The genetic hypothesis of schizophrenia is losing ground
in the multicausal scale as the epigenetic hypothesis takes
hold. According to Blanco-Gonzalez®, "the findings of epi-
genetics have located a dynamic influence of both genet-
ics on behaviour and behaviour on genetics" (page 108).
In addition, different studies have observed similar neuro-
anatomic and functional abnormalities in people exposed
to childhood trauma and people with psychosis?333#353637,
Epigenetics and studies that show how bad experiences can
functionally and structurally change the brain have high-
lighted once again the role that the environment plays® .

In recent years, the relative importance of different envi-
ronmental factors upon psychosis, such as cannabis use and
childhood trauma, have also begun to be studied®. In addi-
tion, different studies have not only verified the relationship
between ACE and psychosis, but have found a dose-response
relationship between the two*"*.

This new evidence runs counter to the influence of the
past decades, and the neurodegenerative model, which con-
siders that genetic rather than psychological and social fac-
tors are the main causes of mental suffering in psychosis. For
Lucy Johnstone®, this set the stage to ignore the meaning
and consequences of the trauma. Read, Mosher and Bentall*
regret that, due in part to the 'trauma denial’ of recent years,
oral therapy has not been offered to the most seriously ill
in many western countries; with the underlying idea that
these patients will get no benefit from telling their story or
working through their subjective suffering.

The first objective of this research is to verify the ex-
istence of a plateau effect in the course of psychosis. It is
expected to find significant differences in psychopathology
and social deterioration between two groups of psychot-
ic patients receiving treatment in a mental health service:
those whose first episode was less than five years ago and
those with greater chronicity.

The second objective of our research is to establish a re-
lationship between childhood adversity and the risk of psy-
chotic chronicity, defined as not having passed the critical
period.

Along the lines proposed by Frydecka et al.*°, the third
objective of this research is to see if the importance of the
ACE variable on psychosis decreases when there is an added
environmental causal factor, such as substance abuse.

The fourth objective is in line with Johnstone, Read,
Mosher and Bentall**#, and is expected to verify the limited
access of psychotic patients to oral therapies or a collection
of clinical histories that address their adverse childhood ex-
periences.

HYPOTHESES

1. After 5 years since the first psychotic disorder, there will
be a significant change in the severity of the symptoms,
which will remain constant from then on.

2. The frequency of childhood traumatic events will be
higher among people who continue as Mental Health
service patients for more than 5 years after their first
psychotic event; i.e. those who do not exceed the crit-
ical period.

3. The importance of childhood adversity in psychotic
chronicity will be less for those who have other risk fac-
tors, such as alcohol or substance abuse.

4. A large proportion of patients will not have disclosed their
childhood adversity experiences to any Mental Health
professional.

METHOD

The sample consisted of 45 people (21 women and 24
men) with at least one psychotic episode in their lifetime,
being treated at the Mental Health Services of the San
Agustin de Avilés University Hospital (HUSA) between June
2017 and February 2018.

The inclusion criteria were: having had a non-organic
psychotic episode and undergoing psychiatric and psychop-
harmacological treatment at these mental health services.
The inclusion criteria were built within the framework of the
“psychosis bifactor model” proposed by Reininghaus et al.
(2019), which includes the wide range of clinical manifes-
tations understood today as a non-organic psychotic disor-
der*. There are validity problems in the different conceptus
of psychosis that become extreme when working with first
episode diagnostic imprecision or on the border between
non-affective and affective psychosis*®*%, We have adopt-
ed Reininghaus's dimensional model because of its explana-
tory and exhaustive capacity

Exclusion criteria were: the existence of cognitive, emo-
tional or other difficulties that prevented or made it difficult
to understand the material. Clinically destabilised patients
and those who had suffered a psychotic episode within the
previous 3 months were excluded.

The inclusion age range was 15-65 years, inclusive. The
mean sample age was 40.73 years (SD=11.59), the median
was 39 and the age range was 16-59 years.
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INSTRUMENTS
Sociodemographic data

A structured interview was conducted in which socio-
demographic data such as Age, Occupation and Degree of
legally recognised disability were asked.

Measurement of psychopathology

The SCL-90-R Symptom Check List Inventory from L.
Derogatis**%*" was administered. This is a multidimensional
questionnaire of 90 items developed to evaluate symptom
patterns, with nine primary discomfort dimensions: Somatisa-
tion, Obsession and compulsion, Interpersonal sensitivity, De-
pression, Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation
and Psychoticism. In addition to these 9 dimensions, it calcu-
lates a global severity index (GSI) that indicates the degree of
general distress and the intensity of psychic and psychoso-
matic suffering. The items are rated on a scale of 0 to 4 (not
at all, a little bit, moderately, quite a bit and extremely). The
9 dimensions are calculated directly from the mean score of
the items pertaining to them. The version of the questionnaire,
translated, validated and adapted to the Spanish-speaking
population, which was used in the present study was that of
Professor Casullo®. Previous versions of this questionnaire for
a Spanish sample obtained adequate reliability and validity,
with a Cronbach's alpha of 0.97 in 2012%.

Measurement of potentially traumatic events in
childhood.

The ExpTra-S instrument, built within the framework of
the Psychology Faculty of Oviedo University by Dr Ordériez
Camblor®® was used to measure early traumatic experiences in
a clinical population with a diagnosis of Serious Mental Disor-
der. The level of severity in frequency and discomfort of early
traumatic experiences (mild, medium, severe) was measured
by the percentiles obtained by the author from the question-
naire in a sample of 114 patients from the Asturias, Cantabria
and Catalonia public health services who had suffered at least
one psychotic episode. According to the authors, the estima-
tion of reliability yielded an internal consistency level of 0.96,
with all discrimination indices being higher than 0.30.

In addition to the frequency (dose) of potentially traumat-
ic childhood events, their typology (quality) was assessed, with
physical and psychological abuse, parental alcoholism and sexual
abuse being investigated within the ExpTra-S questionnaire itself.
In addition, questions about maternal abuse during the interview-
ee's childhood were added within the framework of our study.

The subjects were also asked if they had told a mental
health professional about the ACE before taking this ques-

tionnaire. Diagnosis, care regimen, time since the first event
and psychotherapeutic and/or pharmacological treatment
were also recorded.

PROCEDURE

The research was approved by the Hospital's research
committee. Contact with users was carried out through the
psychologists and psychiatrists responsible for each patient
and the questionnaires were taken after signing informed
consent. The confidentiality of the responses was reported at
all times, as well as the voluntary nature of participation. No
reward was given for participation in the study.

The time since the first psychotic episode, treatment re-
ceived, care regimen in mental health services and diagnosis
were based on a review of medical records.

DATA ANALYSIS

The data analyses performed to investigate the proposed
objectives were as follows: first, the normality of the vari-
ables was analysed and, second, the statistics were decided
according to the variable type.

Assuming a normal distribution for most quantitative
variables measured in our sample, we compared means as
measures of central tendency with a parametric Student's
t test for independent samples, which robustly establishes
possible significant differences in Age, Degree of disability,
the 9 primary dimensions of the Derogatis SCL90, the Gener-
al Severity Index (GSI) of the Derogatis SCL90-R, frequency
of ACE and the distress they caused.

The chi-squared test was used to compare qualitative var-
iables. The different types of traumatic experiences recorded
in the sample (parental alcoholism, child sexual abuse, emo-
tional child abuse, physical child abuse) were recorded in the
analysis, as well as the dichotomous variable "Occupation”

In the mean comparison tests, the effect size (r) was cal-
culated using Cohen's d test. In general, the level of signifi-
cance established was p < 0.05; with some exceptions indi-
cated with a p <0.01.

The data were analysed with the statistical program SPSS
Statistics, version 23.0.0.

RESULTS

In our sample (n=45), 36 (80%) patients were diagnosed
by the WHO ICD-10% as F20-F29 (non-affective psychotic
disorders) as follows: 3 with psychotic episodes, 14 with
paranoid schizophrenia, 6 with other schizophrenias, 5
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with delusional disorders, 4 with schizoaffective disorders
and 4 with other psychotic disorders. Of the rest (20%), 8
were diagnosed as bipolar and 1 person with a psychotic
depressive episode.

The mean chronicity of the total sample was 12.29 years
(SD = 9.908). Of the 45 patients, 16 had been diagnosed
for 5 years or less; 7 for 5-10 years; and 22 for more than
10 years. The range of time with the disorder for the last
group was 10-34 years (with a mean of 20.54 years and
SD=7.676).

Of these patients, 30 had no problems with drugs or
alcohol, while 10 declared they had problems with illegal
drug abuse and 5 with alcohol.

There were numerous types of potentially traumatic
events reported before the age of 16 years: 18 (40.0%)
reported psychological abuse; 14 (31.1%) reported physical
abuse; parental alcoholism associated with neglect was
present in 12 (26.7%) of the subjects; 5 (11.2%) suffered
sexual abuse as children; 19 (42.2%) reported abuse
(psychological and/or physical) by the father of the mother
during their childhood; and 2 (4.4%) reported both parents
being violent to each other during their childhood.

The Exptra-S instrument applied to our sample had
an internal consistency of 0.856 (Cronbach's alpha); while
the measurement of psychopathological dimensions with
the SCL90-R, gave an internal consistency result of 0.916
(Cronbach's alpha).

A. Tables 1 and 2 show the results obtained after
comparing the study variable means of two samples: those
who had their first outbreak 10 or fewer years earlier (n=23)
and those for whom this period was longer (n=22).

No significant difference was found either in the
frequency of traumatic experiences or in 6 of the 9
SCL90 symptom scales. Only the depression, anxiety and
psychoticism dimensions had significant, albeit modest,
differences, and were more pronounced in those patients
with the longest evolution.

Age and the Degree of disability were significantly higher
in the more chronic group. In the nominal variables, once the
chi-squared test was applied to compare the groups, there
were also no significant differences, except in Occupation,
which was significantly greater for the group with an
evolution of less than or equal to 10 years. (According to
Cochran’s criteria for this statistical test, the chi-squared
results for Sexual Abuse should be viewed with caution.)

Table 1 Student's t test of two groups: more and less than 10 years with the disorder
< 10 years > 10 years Student's t-test, independent samples
Mean SD Mean SD t p r

Age 35,35 11,89 46,36 8,28 -3,62 0,001** -0,50
Degree of disability 15,26 28,49 50,23 25,94 -4,31 0,000™ -0,55
Somatisation 0,85 0,73 1,04 0,69 -0,90 0,375 -0,13
Obsession and 1,37 0,92 1,67 0,60 -1,33 0,190 -0,19
compulsion

Interpersonal 1,00 0,77 1,52 0,73 -2,29 0,027 -0,33
sensitivity

Depression 1,37 1,01 1,99 0,73 -2,39 0,022* -0,33
Anxiety 1.23 0,88 1,48 0,79 -1,02 0,31 -0,15
Hostility 0,60 0,73 0,57 0,75 0,15 0,882 0,02
Phobic anxiety 0,61 0,90 0,89 0,83 -1,10 0,276 -0,16
Paranoid ideation 1,02 0,91 1,50 0,80 -1,88 0,067 -0,27
Psychoticism 0,73 0,65 1,17 0,77 -2,06 0,046* -0,29
GSI 0,02 0,02 0,03 0,02 -1,65 0,106 -0,24
ACE frequency 1,00 0,67 1,36 0,58 -1,94 0,059 -0,27
ACE distress 091 0,67 1,27 0,63 -1,86 0,070 -0,27
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Table 2

Chi-squared test two groups: more and less
than 10 years with the disorder

<10 > 10 years (%)  ¥? p r
years (%)

Child sexual abuse 43 18,2 2,18 0,140 -0,22
Parental alcoholism 21,7 31,8 0,58 0,445 -0,1
Child physical abuse 26,1 36,4 0,54 0,457 -0,20
Child psychological 5 , 40,9 001 0903  -005
abuse

Abuse of mother 39,1 455 0,18 0,668 -0,06
Occupation 52,2 4,5 12,42 0,000 0,52

*Significant at 95% confidence level.
*Significant at 99% confidence level.

B. Tables 3 and 4 show the results obtained
after comparing the study variable means of two
samples: those who had their first episode less
than 5 years earlier (n=16) and those for whom
this period was longer (n=29) in our services.

In this comparison, again there were significant
differences in Degree of disability, Occupation and
Age. Also, the frequency of childhood traumatic
experiences was significantly higher in the group
diagnosed for over 5 vyears. Declared distress
about these experiences shows no significant
differences between groups. Student's t test
shows significant differences in seven of the
nine Derogatis SCL90-R symptom dimensions:
somatisation, obsession, interpersonal sensitivity,
depression, phobic anxiety, paranoid ideation and
psychoticism. All are higher for people who had
their first psychotic episode more than five years
ago. There were no significant differences in the
SCL90-R GSI.

Table 3 Student's t test of two groups: less than 5 years with the disorder and 5 or more years
< 5 years > 5 years Student's t-test, independent samples
Mean SD Mean SD t p r

Age 33,31 12,34 44,83 8,99 -3,28 0,003* -0,47
Degree of disability 4,81 16,33 47,55 28,60 -5,49 0,000 -0,68
Somatisation 0,62 0,70 1,12 0,66 2,33 0,027* -0,34
Sob:fszilgir;z”d 1,07 0,76 176 0,69 3,01 0,005 0,43
'S:E:fliﬁ;’”a' 0.85 079 1,48 070 2,63 0,014* 039
Depression 1,21 0,76 1,93 0,92 2,80 0,008™ -0,39
Anxiety 1,04 0,85 1,52 0,79 1,87 0,071 -0,28
Hostility 0,35 0,49 0,71 0,82 1,84 0,073 -0,26
Phobic anxiety 0,38 0,72 0,95 0,88 2,36 0,023* -0,33
Paranoid ideation 0,70 0,71 1,56 0,82 3,71 0,001** -0,49
Psychoticism 0,57 0,64 1,16 0,71 2,85 0,007** -0,40
Gsl 0,02 0,02 0,03 0,02 -1,58 0,125 -0,24
ACE frequency 0,88 0,50 1,34 0,67 -2,45 0,018* -0,36
ACE distress 0,88 0,62 1,21 0,67 -1,67 0,105 -0,25
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Table 4 Chi-squared test two groups: less than 5 years with the disorder and 5 or more years
< 5 years (%) > 5 years (%) X? p r
Child sexual abuse 0 17,2 3,10 0,078 NaN**
Parental alcoholism 25,0 27,6 0,03 0,851 -0,03
Child physical abuse 25,0 345 0,43 0,511 -0,19
Child psychological abuse 31,3 44.8 0,79 0,373 -0,14
Abuse of mother 25 51,7 3,02 0,082 NaN***
Occupation 56,3 13,8 9,05 0,003* 0,43

*Significant at 95% confidence level. “*Significant at 99% confidence level. ** Result impossible to calculate

Table 5 Student's t-test for the item “feeling you are watched or talked about by others".
< 5 years > 5 years Student's t-test, independent samples
Mean SD Mean SD t p r
Item 43 0,81 1,05 1,76 1,45 -2,51 0,016* -0,35

*Significant at 95% confidence level.

Table 6 Student's t-test for subsample free of substance abuse (n=30)
< 5 years > 5 years Student's t-test, independent samples
Mean SD Mean SD t p r
ACE frequency 0.91 0.539 1.47 0.612 -2.628 0.015" -0.44

*Significant at 95% confidence level.

< 10 years > 10 years Student's t-test, independent samples
Mean SD Mean SD t p r
ACE frequency 1.18 0.728 1.38 0.506 -0.923 0.364 -0.16
Table 7 Student's t-test for subsample with substance abuse (n=15
< 5 years > 5 years Student's t-test, independent samples
Mean SD Mean SD t p r
ACE frequency 0.80 0.447 1.10 0.738 -0.976 0.348 -0.24

*Significant at 95% confidence level.

< 10 years > 10 years Student's t-test, independent samples
Mean SD Mean SD t p r
ACE frequency 0.71 0.488 1.25 0.707 -1.724 0.109 -0.41
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ltem 43 of the SCL90-R in the paranoid ideation
dimension, “feeling you are watched or talked about by
others", was significantly higher in the more chronic group.

The chi-squared test was used to compare the
dichotomous and nominal variables in both groups and
found no differences in the different types of traumatic
experiences recorded in the sample (parental alcoholism,
violence against the mother of the person as a minor, child
sexual abuse, emotional child abuse, and physical child
abuse).

Also, the ACE frequency at different times of chronicity
was compared for a subsample with no history of substance
abuse, illegal drugs or alcohol (n=30; 67% of the total
sample):

Of the 45 patients, 26 had suffered potentially traumatic
events before the age of 16 years, 15 of whom (57.7%) had
not previously told a mental health professional, while 11
(42.3%) had done so. The data also show that, of the 29
people spending over 5 years in a programme in our service,
11 (37.9%) received both pharmacological and some type of
psychotherapy treatment; while the remaining 18 (62.1%)
were treated with drugs only, without psychotherapy.
Of the 16 patients spending less than 5 years in our
service, 15 (93.8%) were treated pharmacologically and
psychotherapeutically, while 1 (6.2%) was treated with
drugs only.

CONCLUSIONS

Our first hypothesis was verified for the total sample.
After 5 years with the disorder, there was a significant
change in the severity of the symptoms, which remained
practically stable afterwards. Thus, the psychopathological
worsening plateau effect described by Breuler was observed,
with the turning point at approximately 5 years.

The second hypothesis proposed, that the frequency of
childhood traumatic events is significantly higher among
people who have been patients in our services for more
than 5 years following their first psychotic episode, was
also demonstrated. The significantly greater difference was
observed in both the complete sample and in the subsample
without substance abuse; however, it was not present in
the sample of psychotic patients with drug and alcohol
abuse problems. This latter subsample, however, was small
so these results must be taken with caution. Nevertheless,
it seems to confirm our third hypothesis: the chronicity of
toxic substance-related psychoses is independent of ACE,
while the chronicity of the rest of the psychoses depends
significantly on ACE.

Thus, we can conclude from our results that the
frequency of adverse experiences in childhood is related to
the chronicity of the disorder after suffering a first psychotic
outbreak, when a 5-year period is specified as the criterion
for chronicity. No significant relationships were observed
between chronicity and the type of adverse event (chronicity
quality), but a relationship was observed between chronicity
and dose (chronicity quantity).

Given that the presence of trauma seems to be a
determining factor in chronicity when there is no drug
abuse, we suggest every first episode programme must
have a protocol for detecting childhood adversity, such as a
trauma-informed approach®®, to establish the population at
higher risk of chronicity and design appropriate secondary
prevention interventions %7,

The study confirmed our fourth hypothesis, since
less than half of the patients in our sample had reported
their childhood trauma to a mental health professional
beforehand, and only 37.9% of the chronic patients were
receiving some type of psychotherapy. Our results invite
a study of the mechanisms that link childhood adversity
and chronicity in order to develop effective psychotherapy
interventions to prevent chronicity®.

The main limitation of the study was the small sample
size; thus, there is a need to expand these investigations into
larger groups.

ACKOWLEDGEMENTS

We would like to thank the 45 patients at the San
Agustin de Avilés University Hospital for their participation
in the study as well as Oviedo University in Asturias, Spain.
There were no CONFLICTS OF INTEREST

REFERENCES

1. Moskowitz A, Heim G. Eugen Bleuler's Dementia praecox
or the group of schizophrenias (1911): a centenary
appreciation and reconsideration. Schizophr Bull.
2011;37:471-479.

2. Birchwood M, Todd P, Jackson C. Early intervention
in psychosis: the critical period hypothesis. Br J
Psychiatry.1998;172(33):53-9.

3. Birchwood M, Fiorillo A. The Critical Period for Early
Intervention. Psychiatric Rehabilitation Skills.
2000;4(2):182-198.

4. Edwards J, Harris MG, Bapat S. Developing services for
the first psychosis episode and the critical period. Br J
Psychiatry.2005;187(48):91-7.

5. Lieberman JA. Neurobiology and the natural history of
schizophrenia. J Clin Psychiatry. 2006;67(10):14.

152 Actas Esp Psiquiatr 2021;49(4):145-154 | ISSN: 1578-2735



Noelia Martinez-Menéndez, et al.

Experiencias adversas infantiles y cronificacion psicotica

6. Fusar-Poli P, McGorry PD, Kane JM. Improving outcomes of
first-episode psychosis: an overview; World Psychiatry.
2017;16(3):251-265.

7. Crumlish N, Whitty P, Clarke M, Browne S, Malla A, Norman
R et al. Beyond the critical period: longitudinal study of
a 8-year outcome in the first episode of non-affective
psychosis. Br J Psychiatry. 2009;194(1):18-24.

8. Hegarty JD, Baldessarini RJ, Tohen M, Waternaux C,
Oepen G. One hundred years of schizophrenia: a meta-
analysis of the literature results. Am J Psychiatry.
1994;151:1409-1416.

9. Menezes NM, Arenovich T, Zipursky RB. A systematic
review of longitudinal outcome studies of first-episode
psychosis. Psychol Med. 2006;36:1349-1362.

10. Warner R. Recovery from schizophrenia: psychiatry and
political economy. London: Routledge; 2004.

11. Jaaskeldinen E, Juola P, Hirvonen N, McGrath JJ, Saha S,
Isohanni1 M et al. Systematic review and meta-analysis
of recovery in schizophrenia. Schizophrenia Bulletin.
2013;39(6):1296-1306.

12. Hui CL, Honer WG, Lee EHM, Chang WC, Chan SKW, Chen
ES et al. Prediction of patients with psychosis in the first
episode who will never relapse in 10 years. Psychol Med.
2018;30:1-9.

13. Penas P, Iraurgi I, Moreno MC, Uriarte JJ. How is recovery
in mental health evaluated? A systematic review. Actas
Espaiolas de Psiquiatria. 2019;47(1):23-32.

14. Bailey T, Alvarez-Jimenez M, Garcia-Sanchez AM, Hulbert
C, Barlow E, Bendall S. Childhood Trauma Is Associated
With Severity of Hallucinations and Delusions in
Psychotic Disorders: A Systematic Review and Meta-
Analysis. Schizophr Bull. 2018;44(5):1111-1122.

15. Klari¢ M, Lovrié S. The relationship between early
psychotraumatic episodes and the onset and course
of  psychotic  disorders.  Psychiatria  Danubina.
2018;30(6):365-370.

16. Fonseca-Pedrero E. (Coord.) Psychological treatments for
psychosis. Madrid: Piramide; 2019.

17. Kety SS. The importance of genetic factors in the
aetiology of schizophrenia: results from the national
study of adoptees in Denmark. Journal of Psychiatric
Research. 1987;21:423-429.

18. Tienari P. Interaction between genetic vulnerability and
family environment: a Finnish study of schizophrenia
in the adoptive family. Acta Psychiatr Scand.
1991;84(5):460-465.

19. Martinez S, Arrojo M. Psychogenic psychosis. Actas Esp
Psiquiatr. 2007;35(3):219-220.

20. Pereda N, Gallardo-Pujol D, Jiménez R. Personality
disorders in victims of child sexual abuse. Actas
Espafiolas de Psiquiatria. 2011;39(2):131-139.

21. Devi F, Shahwan S, Teh WL. et al. The prevalence of
childhood trauma in psychiatric outpatients. Ann Gen
Psychiatry. 2019;18:15.

22.Turner S, Harvey C, Hayes L, Castle D, Galletly C, Sweeney
S, et al. Childhood adversity and clinical and psychosocial
outcomes in psychosis. Epidemiology and Psychiatric
Sciences. Cambridge University Press; 2020;29:78.

23. Henriksen MG, Nordgaard J, Jansson LB. Genetics of
Schizophrenia: Overview of Methods, Findings and
Limitations. Front Hum Neurosci. 2017;11:322.

24. Fiorillo A. The complexity of vulnerability to psychosis.
Epidemiol Psychiatr Sci. 2019;28(2):138-139.

25. Varese F, Smeets F, Drukker M, Lieverse R, Lataster
T, Viechtbauer W et al. Adversity increases the risk
of psychosis: a meta-analysis of cross-sectional,
prospective, patient control cohort studies. Schizophr
Bull. 2012;38:661-671.

26. Matheson SL, Shepherd AM, Pinchbeck RM, Laurens
KR, Carr VJ. Childhood adversity in schizophrenia: a
systematic meta-analysis. Psychol Me. 2013;43(2):225-
238.

27. Stanton KJ, Denietolis B, Goodwin BJ, Dvir Y. Childhood
Trauma and Psychosis: An Updated Review. Child
Adolesc Psychiatr Clin N Am. 2020;29(1):115-129.

28. Karatzias T, Shevlin M, Pitcairn J, Thomson L, Mahoney A,
Hyland P. Childhood adversity and psychosis in detained
inpatients from medium to high secured units: Results
from the Scottish census survey. Child Abuse Negl.
2019;96.

29. Morgan C, Hutchinson G. The socioeconomic origins of
the development of psychosis. In Morgan C and Bhugra
D, editors. Principles of social psychiatry. Oxford: Wiley;
2010. p. 193-214.

30. Murray RM, BhavsarV, Tripoli G, Howes 0. 30 Yearson: How
the Neurodevelopmental Hypothesis of Schizophrenia
Morphed Into the Developmental Risk Factor Model of
Psychosis. Schizophr Bull. 2017;43(6):1190-1196.

31. Blanco Gonzalez A. The injured child of the adult with
psychosis. Cuadernos de Psiquiatria y Psicoterapia del
Nifio y del Adolescente. 2014;57(1):107-110.

32. Aas M, Dazzan P, Mondelli V, Melle I, Murray RM, Pariante
CM. A systematic review of cognitive function in first-
episode psychosis, including a discussion on childhood
trauma, stress, and inflammation. Front Psychiatry.
2014;4:182.

33. Aas M, Kauppi K, Brandt CL, Tesli M, Kaufmann T, Steen
NE. Childhood trauma is associated with increased
brain responses to emotionally negative as compared
with positive faces in patients with psychotic disorders.
Psychol Med. 2017;47(4):669-679.

34. Nettis MA, Pariante CM, Mondelli V. Early-Life Adversity,
Systemic Inflammation and Comorbid Physical and
Psychiatric llinesses of Adult Life. Curr Top Behav
Neurosci. 2020:44:207-225.

35. Cancel A, Comte M, Boutet C, Schneider FC, Rousseau
PF, Boukezzi S, et al. Childhood trauma and emotional
processing circuits in schizophrenia: a functional

Actas Esp Psiquiatr 2021;49(4):145-154 | ISSN: 1578-2735 153



Noelia Martinez-Menéndez, et al.

Experiencias adversas infantiles y cronificacion psicotica

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

154

connectivity study. Schizophr. Res. 2017;184:69-72.
Frydecka D, Misiak B, Kotowicz K, Pionke R, Krezotek M,
Cechnicki A, Gaweda t. The interplay between childhood
trauma, cognitive biases, and cannabis use on the risk
of psychosis in nonclinical young adults in Poland. Eur
Psychiatry. 2020;63(1):e35.

Teicher MH, Samson JA, Anderson CM, Ohashi K.
The effects of childhood maltreatment on brain
structure, function and connectivity. Nat Rev. Neurosci.
2016;17(10):652-666.

Tomassi S, Tosato S. Epigenetics and gene expression
profile in first-episode psychosis: The role of childhood
trauma. Neurosci. Biobehav Rev. 2017;83:226-237.
Pérez-Alvarez M. Schizophrenia and modern culture:
reasons for insanity. Psicothema. 2012;24 (1):1-9.
Frydecka D, Misiak B, Kotowicz K, Pionke R, Krezotek M,
Cechnicki A, Gaweda t. The interplay between child-
hood trauma, cognitive biases, and cannabis use on the
risk of psychosis in nonclinical young adults in Poland.
Eur Psychiatry. 2020;63(1):e35.

Shevlin M, Houston J, Dorahy M, Adamson G. Childhood
trauma and hallucinations: an analysis of the Nation-
al Comorbidity Survey. Journal of Psychiatric Research.
2007;41:222-228.

Sideli L, Mule A, La Barbera D, Murray RM. Does child
abuse and maltreatment increase the risk of schizophre-
nia? Psychiatry Investig. 2012;9(2):87-99.

Johnstone L. People who hear voices are people with
problems, not patients with diseases. In Romme M, Es-
cher S, coordinators. Psychosis as a personal crisis: An
experience-based approach. Madrid: Fundacion para
la investigacion y el Tratamiento de la Esquizofrenia y
otras Psicosis; 2013. p. 35-47.

Read J, Mosher LR y Bentall RP. Models of Madness. Lon-
don: Editorial Herder; 2006.

Reininghaus U, Bohnke JR, Chavez-Baldini U, Gibbons R,
Ivieva E, Clementz BA et al. Transdiagnostic dimensions
of psychosis in the Bipolar-Schizophrenia Network on
Intermediate Phenotypes (B-SNIP). World Psychiatry.
2019;18(1):67-76.

Varela O, Peleteiro L, Yaiez RM. A Shakespearean
tragedy: the blurred border between the affective
and the psychotic. Actas espafiolas de psiquiatria.
2005;33(3):201-204.

Quattrone D, Di Forti M, Gayer-Anderson C, Ferraro L,
Jongsma HE, Tripoliet G et al. Transdiagnostic dimensions

48.

49

50

51

52.

53.

54.

55.

56.

57.

58.

of psychopathology at first episode psychosis: findings

from the multinational EU-GEI study. Psychol. Med.

2019;49(8):1378-1391.

Keshavan MS, Delisi LE, Nasrallah HA. Translational

and spectrum aspects of Schizophrenia Research: The

rationale for new journal's new subheading. Schizophr

Res. 2017;179:1.

. Carrasco MA, Sanchez V, Ciccotelli H, Del Barrio V. List of
symptoms SCL9OR: Analysis of its behaviour in a clinical
sample. Accion psicoldgica. 2003;2(2):149-161.

. Robles JI, Andreu JM, Peiia ME. SCL90R: Application and
analysis of its psychometric properties in a sample of
Spanish clinical subjects. Psicopatologia clinica, legal y
forense. 2002:2(1):5-19.

. Gonzalez JL, De las Cuevas C, Rodriguez M, Rodriguez F.

SCLIOR questionnaire of 90 symptoms by Derogatis, L;

Spanish adaptation. Madrid: TEA; 2002.

Casullo MM. The SCL90R Symptom Inventory of L.

Derogatis: Adaptation from Buenos Aires University,

Argentina: CONICET; 1999/2004.

Ordoniez-Camblor N, Lemos-Giraldez S, Paino M,

Fonseca-Pedrero E, Garcia-Alvarez L. Relationship

between psychosis and early traumatic experiences.

Anuario de Psicologia/The UB Journal of Psychology.

2014;44(3):283-294.

The ICD-10 Classification of Mental and Behavioural

Disorders. Clinical descriptions and diagnostic guidelines,

10th Revision of the International Classification of

Diseases. Geneva: World Health Organisation; 1992.

Bendall S, Alvarez-Jimenez M, McNeil C, Francey SM.

TRIPP: Trauma-Informed Psychotherapy for Psychosis.

Early Intervention in Psychiatry. 2014;8:18-18.

Fonseca-Pedrero, E (coord.) Evaluation of psychotic

spectrum disorders. Madrid: Piramide; 2018.

Appiah-Kusi E, Fisher HL, Petros N, Wilson R, Mondelli

V, Garety PA, et al. Do cognitive schema mediate the

association between childhood trauma and being

at ultra-high risk for psychosis? J. Psychiatr. Res.
2017,88:89-96.

Read J, Bentall RP, Fosse R. Time to abandon the bio-bio-

bio model of psychosis: Exploring the epigenetic and

psychological mechanisms by which adverse life events
lead to psychotic symptoms. Epidemiologia e Psichiatria

Sociale. 2009;18:299-310.

Actas Esp Psiquiatr 2021;49(4):145-154 | ISSN: 1578-2735



