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Introduction: Predictors of functioning are well-studied in schizophrenia, but

much less so in treatment-resistant schizophrenia (TRS). In this study, we aim to

investigate contributions of schizophrenia symptom domains and neurocognition

to predict functioning in a TRS population (n = 146).

Methods: Participants were assessed on the Positive andNegative Syndrome Scale

(PANSS), to calculate scores for five symptom factors (Positive, Negative, Cognitive,

Depressive and Hostility) and two negative symptom constructs (Diminished

Expressivity (DE), and Social Anhedonia (SA) as part of the Motivation and

Pleasure-related dimension), based on a previously validated model, modified in

accordance with EPA guidelines on negative symptoms assessment.

Neurocognition was assessed with symbol coding and digit sequencing tasks

from the Brief Assessment of Cognition in Schizophrenia (BACS). Functioning was

assessed with the Social and Occupational Functioning Assessment Scale (SOFAS),

employment status andWorld HealthOrganization Disability Assessment Schedule

2.0 (WHODAS 2.0). Multiple regression analyses were performed on

psychopathology scores and BACS scores against all three measures of

functioning, controlling for age and sex. For WHODAS, regression with PANSS

scores of significant symptom factors were also performed.

Results: A lower severity of negative symptoms in the SA dimension was the

strongest predictor of higher functioning across all three functioning measures.

Neurocognition, in particular processing speed and attention assessed on the
Abbreviations: (TRS), Treatment-resistant schizophrenia; (DE), Diminished Expressivity; (MAP),

Motivation and Pleasure; (PANSS), Positive and Negative Syndrome Scale; (SA), Social Anhedonia;

(BACS), Brief Assessment of Cognition in Schizophrenia; (SOFAS), Social and Occupational Functioning

Assessment Scale; (WHODAS 2.0), World Health Organization Disability Assessment Schedule 2.0.

frontiersin.org01

https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1444843/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1444843/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1444843/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1444843/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1444843/full
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
http://crossmark.crossref.org/dialog/?doi=10.3389/fpsyt.2024.1444843&domain=pdf&date_stamp=2024-08-23
mailto:yanhui.li@mohh.com.sg
https://doi.org/10.3389/fpsyt.2024.1444843
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://doi.org/10.3389/fpsyt.2024.1444843
https://www.frontiersin.org/journals/psychiatry


Li et al. 10.3389/fpsyt.2024.1444843

Frontiers in Psychiatry
symbol coding task, predicted employment. A lower severity of somatic

concerns and depressive symptoms was associated with lesser self-reported

disability on WHODAS.

Discussion: This study represents a first attempt at elucidating significant

predictors of functioning in TRS. We highlight negative symptoms and

neurocognition as important treatment targets to improve functioning in TRS,

consistent with previous studies in general schizophrenia.
KEYWORDS

treatment-resistant schizophrenia, functioning, negative symptoms, social
anhedonia, neurocognition
1 Introduction

Treatment-resistant schizophrenia (TRS) is defined as

schizophrenia with a lack of response to 2 antipsychotic trials of

adequate dose and duration (1), and makes up approximately 30%

of all patients with schizophrenia (2). When compared to

treatment-responsive schizophrenia, bipolar disorder, anxiety and

depressive disorders, TRS patients were found to have the highest

symptom severity, most severe cognitive impairment and poorest

psychosocial functioning (3). Additionally, TRS contributes

significantly to a reduction in quality of life and healthcare

burden (4). Multiple studies have looked into predictors of

functioning in patients with schizophrenia (5–7), but similar

research for TRS remains scarce. Preliminary evidence suggests

TRS could be a distinct clinical subtype as compared to treatment-

responsive schizophrenia, with differing neurobiological causes and

psychopathology (8). It is thus important to look into this subgroup

separately, to shed light on significant factors we could mitigate, to

improve overall function and quality of life. Studies in

schizophrenia consistently highlight severity of negative

symptoms and neurocognitive impairments as predictors of

functioning (5–7). Negative symptoms constitute a core symptom

cluster in schizophrenia, and can be conceptualised as five domains

under two dimensions. The two overarching dimensions include

deficits in expression, also known as diminished expression (DE),

and deficits in motivation and pleasure (MAP) (9, 10). DE

comprises the domains of Blunted affect and Alogia, while MAP

comprises the domains of Anhedonia, Avolition, Asociality (11).

Present studies have shown that a lower severity of negative

symptoms, particularly in the MAP dimension, predicts better

social and vocational functioning (5, 7, 10, 12–14). A higher

severity of negative symptoms have been correlated with more

severe neurocognitive deficits (15), but both negative symptoms and

neurocognition may also affect function in schizophrenia

independently. Negative symptoms may possibly mediate effects
02
of neurocognition on function, but this is not well-established (16).

Instead, general consensus focuses on the fact that neurocognition

does affect various forms of functioning in schizophrenia (5–7).

Different domains of neurocognition are associated with social or

vocational functioning — processing speed and attention appear to

be associated with both, while verbal memory was more specifically

linked to psychosocial function (17). On the whole, executive

function (18, 19), along with verbal learning and memory (18, 20)

were found to be the most significant neurocognitive domains

predicting employment in people with schizophrenia. These

describe findings in general schizophrenia populations, and there

are limited studies investigating TRS populations in this aspect. It is

uncertain if similar trends apply to TRS, especially in regard to the

significance of deficits in negative symptoms and MAP, since TRS is

a clinical subtype more widely known for its enduring positive

symptoms (21). In this study, we investigate the relative

contributions of psychopathology via five symptom domains of

schizophrenia and overall neurocognition, to predict functioning in

TRS. We further investigate the relative contributions of the two

negative symptom dimensions on functioning. We hypothesise that

in TRS, a lower severity of negative symptoms, especially in the

MAP-related dimension, and better neurocognition will predict

higher functioning.
2 Materials and methods

2.1 Subjects

One hundred and fifty-nine individuals aged between 21 and

49, diagnosed with schizophrenia or schizoaffective disorder and on

clozapine were recruited from inpatient wards and outpatient

clinics at the Institute of Mental Health (IMH), Singapore. The

diagnosis of schizophrenia/schizoaffective disorder was made in

accordance with the DSM-IV criteria (22). Inclusion criteria
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consisted of patients currently prescribed clozapine with no changes

to the current prescription for the past 2 weeks. All patients would

have had at least two unsuccessful non-clozapine antipsychotic

trials before being prescribed clozapine. Pregnant and lactating

females were excluded from the study as ongoing pregnancy and

lactation could affect cross-sectional functional assessments and

employment status. Patients who lacked mental capacity to consent

to the study were also excluded. Thirteen individuals had

incomplete Social and Occupational Functioning Assessment

Scale (SOFAS) assessments and were removed from subsequent

analyses. Hence, total sample size available for this study is 146. All

146 subjects had complete data on SOFAS and employment status,

but only 111 subjects managed to complete the World Health

Organization Disability Assessment Schedule 2.0 (WHODAS 2.0).

All procedures contributing to this work comply with the ethical

standards of the relevant national and institutional committees on

human experimentation and with the Helsinki Declaration of 1975,

as revised in 2008. All procedures involving human subjects were

approved by the National Healthcare Group’s Domain Specific

Review Board (Approval Number 2015/00397). Written informed

consent was obtained from all participants prior to joining

this study.

Demographic data including age, sex, ethnicity, smoking status

and marital status was obtained from study participants. Scores

from the Clinical Global Impression-Severity Scale at point of

recruitment were recorded (23). Past and current antipsychotic

prescriptions were obtained from available medical records.

Current antipsychotic doses were converted into chlorpromazine

equivalent doses (24, 25).
2.2 Study assessments

2.2.1 Psychopathology
Symptom severity was assessed on the Positive and Negative

Syndromes Scale (PANSS) (26) by trained raters (intraclass

correlation coefficient among raters = 0.80). To investigate

individual symptom domains, we utilised a modified 5-factor

PANSS model from exploratory factor analysis, previously

validated in a multi-ethnic population (27). Scores from

individual PANSS items were summed to obtain factor scores for

the 5 symptom factors: Positive, Negative, Cognitive, Depressive

and Hostility factors (Supplementary Table 1). In accordance with

latest guidelines from the European Psychiatry Association

recommending the inclusion of only core negative symptoms in

assessment of the negative symptom dimension (28), we excluded

PANSS Items of G7 Motor retardation and G16 Active social

avoidance from the negative symptom factor and its two

domains. The Negative symptom factor score was deconstructed

into Diminished Expression (DE) and Social Anhedonia (SA)

domains, as measures of deficits in expression and deficits in

motivation and pleasure respectively. DE scores were calculated

from summation of PANSS N1, N3 and N6 item scores while SA

scores were calculated from summation of N2 and N4 item scores

(27). These scores were used in subsequent analyses.
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2.2.2 Neurocognition
Participants were assessed on two tasks from the Brief

Assessment of Cognition in Schizophrenia (BACS) (29) – symbol

coding and digit sequencing. The former tests attention and

processing speed while the latter tests working memory (29).

Fervaha et al. (2014) had previously shown these two

neurocognition domains contributed up to 76% of variance of

global neurocognition in a large sample of schizophrenia patients

(30). A recent meta-analysis also found the digit sequencing test to

be one of the most sensitive in examining changes in cognitive

functions in TRS (31). Hence, the symbol coding and digit

sequencing tasks can be used as quick assessments for a good

estimate of global neurocognition while minimising the need for

labour-intensive administration of the full neuropsychological

battery (30). Using data from local schizophrenia samples, we

have established that these two tasks contributed 72% of variance

of global neurocognition (unpublished results). Additionally, local

patients tend to underperform on language-based tasks (32), so

excluding language-based tasks may also avoid underestimation of

neurocognition in our sample. Z-scores of the symbol coding and

digit sequencing tasks against the distribution of normal population

were recorded and averaged to obtain a composite neurocognitive

z-score as a measure of global neurocognition (33). All three z-

scores were used for subsequent analyses.

2.2.3 Functioning
To comprehensively assess functioning, we utilised the Social

and Occupational Functioning Assessment Scale (SOFAS) (34),

employment status and the World Health Organization Disability

Assessment Schedule 2.0 (WHODAS 2.0) (35). SOFAS measures

social and occupational functioning independent of symptom

severity and was administered by trained interviewers. A higher

score on SOFAS indicates better functioning. Employment status

was recorded as a binary measure of occupational functioning, i.e.

employed or unemployed. Employment included full-time, part-

time or sheltered work, while homemakers and students

were considered unemployed. WHODAS 2.0 measures

global functioning over six domains: Understanding and

communicating, mobility, self-care, social and interpersonal

functioning, home, academic and occupational functioning, as

well as participation in society (35). The 36-item WHODAS 2.0

assessment was administered with trained interviewers interviewing

participants in person; scores were computed through complex

scoring using the online calculator provided by WHO (36).

A lower WHODAS score indicates reduced disability and

higher functioning.
2.3 Statistical analyses

All statistical analyses were carried out using IBM SPSS Statistics

Version 29.0. Demographic data and clinical characteristics of the study

population were analysed. In general, we performed univariate

analyses, followed by multiple regressions for all 3 functioning

outcome measures. Univariate regression was first employed to
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identify significant neurocognitive, or symptom factors associated with

the functioning measure, to be included in subsequent multiple

regression models. Variables with a p value ≤0.25 were considered

significant and included in subsequent multiple regression models. A

threshold of p ≤0.1- 0.25 has been suggested to be optimal in selecting

variables via univariate analysis, to avoid being too lax or

overconservative (37, 38). For each functioning measure, we

employed 3 multiple regression models: first for significant symptom

factors and/or neurocognitive composite identified from univariate

analyses, then for DE and SA if PANSS negative factor was significant

in the univariate analyses, and lastly for BACS symbol coding and digit

sequencing if the neurocognitive composite was significant in the

univariate analyses, to identify negative symptom subdomains and

individual BACS tasks with the highest contribution to variance. All

multiple regression models controlled for age and sex. Multicollinearity

was assessed using Variance Inflation Factor and Tolerance in all

regression analyses. Statistical significance was set at p <0.05 in the

multiple regression analyses. In the analysis on WHODAS, two

additional regression models were performed for the depressive and

cognitive symptom factors as they were significantly associated with

WHODAS. Individual PANSS items were entered in place of the

depressive/cognitive factor scores, to identify underlying PANSS items

driving the relationship of the symptom factors with WHODAS.
3 Results

3.1 Demographics and clinical
characteristics of sample population

Demographics and clinical characteristics of the study sample are

reported in Table 1. Mean PANSS total score for the study sample was

58.59 (SD=13.25). Mean scores from the Clinical Global Impression

Severity Scale was 3.10 (Mildly ill, SD=1.24). The mean clozapine dose

was 312.24 mg (SD=151.02; Range= 37.5 to 750) and 93 (63.7%)

participants were on clozapine antipsychotic monotherapy.
3.2 Multiple linear regression on SOFAS

Neurocognitive composite (b=0.260, t=-3.229, p=0.002),

positive (b=-0.311, t=-3.929, p<0.001), negative (b=-0.480, t=-
6.569, p<0.001), cognitive (b=-0.327, t=-4.144, p<0.001),

depressive (b=-0.127, t=-1.542, p=0.125) and hostility symptom

factors (b=-0.146, t=-1.773, p=0.078) were identified as predictors

of SOFAS in univariate linear regression to be included in the

multiple regression models (Table 2). BACS symbol coding

(b=0.301, t=3.792, p<0.001), BACS digit sequencing (b=0.174,
t=2.125, p=0.035), DE (b=-0.334, t=-4.254, p<0.001) and SA (b=-
0.507, t=-7.056, p<0.001) were also significant at the univariate level.

In multiple regression, only positive (b=-0.241, t=-2.927,

p=0.004) and negative symptom factors (b=-0.418, t=-5.294,

p<0.001) remained significant predictors (Model I). Multiple

linear regression looking into negative symptom dimensions

revealed that lower severity of SA (b=-0.412, t=-5.028, p<0.001)
and lower scores on positive symptoms (b=-0.186, t=-2.254,
Frontiers in Psychiatry 04
p=0.026) were significantly associated with higher SOFAS scores

(Model II). DE was not a significant predictor (b=-0.100, t=-1.205,
p=0.230). Although neurocognitive composite was a significant

predictor of SOFAS in the univariate analysis, it was not

significantly associated with SOFAS in the multiple regression

models. Both BACS symbol coding (b=0.173, t=1.793, p=0.075)
TABLE 1 Demographics and clinical characteristics of study sample.

Variable N (%)

Sex – Males (%) 93 (63.7)

Ethnicity

Chinese (%) 125 (85.6)

Indian (%) 9 (6.20)

Malay (%) 7 (4.80)

Others (%) 5 (3.40)

Marital Status (Married, %) 15 (10.3)

Outpatients (%) 104 (71.2)

Smoking (Smoker, %) 20 (13.7)

Presence of psychiatric comorbidity (%)a 27 (18.5)

Employment Status
(Employed, %)

60 (41.1)

Full Time 26 (43.3)

Part Time 24 (40.0)

Sheltered Employment 10 (16.7)

Mean (S.D.)

Age (years) 39.1 (10.7)

Body Mass Index (kg/m2) 24.8 (4.8)

Duration of diagnosis (years) 15.5 (9.9)

Total Antipsychotic Dose (mg)b 377 (252)

SOFAS Score 59.9 (13.2)

WHODAS Score 19.0 (14.5)

Neurocognitive Composite Z-Score -1.58 (1.07)

BACS Symbol Coding Z-Score -1.76 (1.09)

BACS Digit Sequencing Z-Score -1.40 (1.36)

Total PANSS score 58.6 (13.2)

Clinical Global Impression Severity Scale 3.10 (1.24)

Symptom Factors

Positive 12.0 (5.39)

Negative 11.2 (4.37)

Cognitivec 12.4 (3.58)

Depressive 9.53 (3.61)

Hostility 4.92 (1.73)
aA maximum of 1 psychiatric comorbidity was present.
bIn total daily Chlorpromazine equivalents.
cMissing data for 1 patient (N= 145).
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and BACS digit sequencing (b=-0.087, t=-0.962, p=0.338) were also
not significantly associated with SOFAS in multiple regression

(Model III).
3.3 Logistic regression on
employment status

Neurocognitive composite (OR=2.056, CI=1.424-2.968,

p<0.001), positive (OR=0.898, CI=839-0.960, p=0.002), negative

(OR=0.845, CI=0.772-0.925, p<0.001), cognitive (OR=0.820,

CI=0.731-0.920, p=0.001), depressive (OR=0.868, CI=0.783-0.963,

p=0.007) and hostility symptom factors (OR=0.808, CI=0.639-

1.021, p=0.075) were identified as predictors of employment

status in univariate logistic regression to be included in

subsequent multiple regression analyses (Table 3). BACS symbol

coding (OR=2.060, CI=1.442-2.942, p<0.001) and BACS digit

sequencing (OR=1.537, CI=1.167-2.025, p=0.002), DE (OR=0.852,

CI=0.750-0.968, p=0.014) and SA (OR=0.700, CI=0.587-0.833,

p<0.001) were also significant at the univariate level.

In multiple logistic regression, lower severity of negative

symptoms (OR=0.875, CI=0.791-0.968, p=0.010) and better

neurocognitive composite z-scores (OR=1.548, CI=1.022-2.345,

p=0.039) were significantly associated with higher likelihood of

being employed (Model IV). The remaining variables were not

significantly associated with likelihood of employment. Logistic

regression looking into dimensions of the negative symptom

factor revealed a lower severity of SA (OR=0.728, CI=0.588-0.901,

p=0.004) to be significantly associated with likelihood of

employment, while DE was not (Model V). The third regression

model with individual BACS tasks showed that higher BACS
Frontiers in Psychiatry 05
symbol coding z-score (OR=1.045, CI=1.003-1.088, p=0.034) and

lower severity of negative symptoms (OR=0.878, CI=0.793-0.972,

p=0.012) were associated with higher likelihood of being employed

(Model VI).
3.4 Multiple linear regression on WHODAS

Univariate regression revealed neurocognitive composite (b=-
0.133, t=-1.400, p=0.164), positive (b=0.206, t=2.202, p=0.030),
negative (b=0.098, t=1.029, p=0.306), cognitive (b=0.190, t=2.007,
p=0.047) and depressive (b=0.476, t=5.648, p<0.001) symptom

factors as predictors for WHODAS to be included in the multiple

regression analyses (Table 4).

In multiple linear regression of significant symptom factors

against WHODAS, depressive symptom factor was consistently

positively associated with WHODAS across the three models

(Models VII, VIII, IX). When negative symptom dimensions of

DE and SA were entered in place of the negative symptom factor,

both were significantly associated with WHODAS (DE: b=-0.202,
t=-2.001, p=0.048; SA: b=0.298, t=3.066, p=0.003), along with the

cognitive (b=0.210, t=2.057, p=0.042) and depressive symptom

factors (b=0.446, t=4.762, p<0.001) (Model VIII). A higher

severity of DE, lower severity of SA, and less severe scores on

cognitive and depressive symptom factors, were associated with

lower disability scores and better functioning. When scores of

individual BACS tasks were entered in place of the neurocognitive

composite z-score, both scores of individual BACS tasks were not

significantly associated with WHODAS (Model IX).

The depressive symptom factor consisted of multiple PANSS

items measuring more than just depressive symptoms. To
TABLE 2 Univariate and multiple linear regression on SOFAS.

Variables
Univariate analysis

Multiple Regression
Model I

Multiple Regression
Model II

Multiple Regression
Model III

b t p b t p b t p b t p

Neurocognitive Composite 0.260 3.229 0.002 0.047 0.582 0.561 0.037 0.463 0.644 – – –

BACS Symbol Coding 0.301 3.792 <0.001 - - - - - - 0.173 1.793 0.075

BACS Digit Sequencing 0.174 2.125 0.035 - - - - - - -0.087 -0.962 0.338

Positive -0.311 -3.929 <0.001 -0.241 -2.927 0.004 -0.186 -2.254 0.026 -0.221 -2.678 0.008

Negative -0.480 -6.569 <0.001 -0.418 -5.294 <0.001 – – – -0.404 -5.134 <0.001

DE -0.334 -4.254 <0.001 - - - -0.100 -1.205 0.230 - - -

SA -0.507 -7.056 <0.001 - - - -0.412 -5.028 <0.001 - - -

Cognitive -0.327 -4.144 <0.001 -0.088 -1.013 0.313 -0.127 -1.478 0.142 -0.103 -1.171 0.244

Depressive -0.127 -1.542 0.125 0.046 0.573 0.568 0.051 0.661 0.510 0.041 0.521 0.603

Hostility -0.146 -1.773 0.078 -0.111 -1.459 0.147 -0.131 -1.752 0.082 -0.114 -1.499 0.136
front
DE, Diminished Expression; SA, Social Anhedonia.
BACS, Brief Assessment of Cognition in Schizophrenia.
Models adjusted for age and sex.
Model I parameters: R2 = 0.328, Adj. R2 = 0.288, F (8,136) = 8.286, p < 0.001.
Model II parameters: R2 = 0.364, Adj. R2 = 0.322, F (9,135) = 8.598, p < 0.001.
Model III parameters: R2 = 0.342, Adj. R2 = 0.298, F (9,135) = 7.790, p < 0.001.
P values < 0.05 are bolded.
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investigate symptoms underlying the depressive symptom factor’s

association with WHODAS, we entered individual PANSS items in

place of the depressive symptom factor in multiple regression

(Supplementary Table 2: Model X). Somatic Concern (G1)

(b=0.264, t=2.855, p=0.005) and Depression (G6) (b=0.232,
t=2.028, p=0.045) were found to contribute a significant amount

of variance in predicting WHODAS. A lower severity of somatic

concern and depressive symptoms were associated with lower

disability and higher functioning. All other PANSS items

constituting the depressive symptom factor were not significantly

associated with WHODAS in multiple regression. Individual

PANSS items constituting the cognitive symptom factor were also

examined (Model XI). Higher scores on difficulty in abstract

thinking (N5) (b=-0.268, t=-2.529, p=0.013) were associated with

lower WHODAS disability and higher functioning. A significant

but small inverse correlation was found between PANSS Lack of

judgment and insight (G12) and WHODAS scores (rs= -0.281, p=

0.003), suggesting an association between poor insight and

judgement with lower self-rated disability scores and higher self-

rated functioning. PANSS difficulty in abstract thinking (N5) was

also significantly positively correlated with PANSS Lack of

judgment and insight (G12) (rs= 0.291, p<0.001), and inversely
Frontiers in Psychiatry 06
correlated with WHODAS (rs= -0.276, p=0.003). This suggests

patients with increased difficulty in abstract thinking had poorer

insight and rated themselves lower on WHODAS.
4 Discussion

4.1 Main findings

In the present study on TRS, we have shown that a lower

severity in the SA dimension of negative symptoms significantly

predicted better functioning across all three indicators − SOFAS,

WHODAS and employment status. The positive symptom factor

was also predictive of higher SOFAS score. Better cognitive

performance predicted a higher likelihood of employment

particularly through processing speed and attention as assessed by

the symbol coding task. Better cognitive performance was not

associated with SOFAS nor WHODAS in our sample.

Additionally, a lower severity of somatic concerns and depressive

symptoms were associated with lower self-rated disability and

higher functioning, as measured through the WHODAS. Lower

scores on difficulty in abstract thinking were associated with lower
TABLE 3 Univariate and multiple logistic regression on employment status.

Variable

Univariate analysis
Multiple Regression

Model IV
Multiple Regression

Model V
Multiple Regression

Model VI

Odds
ratio

95%
C.I

p
Odds
ratio

95%
C.I

p
Odds
ratio

95%
C.I

p
Odds
ratio

95%
C.I

p

Neurocognitive Composite 2.056
1.424-
2.968

<0.001 1.548
1.022-
2.345

0.039 1.509
0.997-
2.316

0.054 – – –

BACS
Symbol Coding

2.060
1.442-
2.942

<0.001 - - - - - - 1.045
1.003-
1.088

0.034

BACS
Digit Sequencing

1.537
1.167-
2.025

0.002 - - - - - - 1.014
0.919-
1.119

0.777

Positive 0.898
0.839-
0.960

0.002 0.953
0.878-
1.035

0.256 0.967
0.888-
1.054

0.450 0.960
0.883-
1.044

0.340

Negative 0.845
0.772-
0.925

<0.001 0.875
0.791-
0.968

0.010 – – – 0.878
0.793-
0.972

0.012

DE 0.852
0.750-
0.968

0.014 - - - 0.995
0.849-
1.166

0.952 - - -

SA 0.700
0.587-
0.833

<0.001 - - - 0.728
0.588-
0.901

0.004 - - -

Cognitive 0.820
0.731-
0.920

0.001 0.960
0.834-
1.105

0.574 0.931
0.802-
1.080

0.343 0.954
0.827-
1.099

0.512

Depressive 0.868
0.783-
0.963

0.007 0.934
0.826-
1.056

0.277 0.933
0.824-
1.057

0.275 0.932
0.823-
1.056

0.270

Hostility 0.808
0.639-
1.021

0.075 0.864
0.664-
1.125

0.278 0.858
0.664-
1.110

0.244 0.856
0.655-
1.119

0.255
fron
DE, Diminished Expression; SA, Social Anhedonia.
BACS, Brief Assessment of Cognition in Schizophrenia.
Models adjusted for age and sex.
Model IV parameters: c2 (df=8) = 35.698, p < 0.001.
Model V parameters: c2 (df=9) = 39.600, p < 0.001.
Model VI parameters: c2 (df=9) = 37.850, p < 0.001.
P values < 0.05 are bolded.
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WHODAS disability scores and higher functioning. Supplementary

Table 3 summarizes significant predictors of functioning across

regression models on all three functioning outcome measures.
4.2 Comparison with findings from
other studies

To the best of our knowledge, this is the first study looking into

predictors of global, social and vocational measures of functioning

in TRS simultaneously. Our findings corroborate what has been

shown for schizophrenia in general: a lower severity of negative

symptoms, especially in the motivation and pleasure dimension,

predicted better functioning (5, 7, 14). Yang et al. (2021) had shown

that after accounting for neurocognition and functional capacity,

negative symptoms contributed additional variance to predicting

real world functioning in a schizophrenia population. Harvey et al.

(2017) reported that negative symptoms, specifically avolition-

apathy, predicted social function better than DE. Avolition-apathy

was also previously associated with a higher degree of impairment

of social and vocational function in schizophrenia, as compared to

DE (10, 12). No studies have looked into predictors of functioning

measures in TRS, but we note one recent study by Iasevoli et al.

(2018) looking into predictors of functional capacity in TRS (39). It

is prudent to note that functional capacity cannot be equated to real

world functioning. The former relies more on neurocognitive

abilities within controlled environments, while the latter is more

complex and involves integration of symptomatology and social

functioning (40). Nevertheless, Iasevoli et al. (2018) found the

PANSS negative score to be the strongest predictor of functional

capacity, contributing to the largest variance.
Frontiers in Psychiatry 07
For employment, negative symptoms, especially deficits in the

motivation and pleasure dimension, along with neurocognition

have been found to predict employment status or vocational

function (5, 12, 41). Kaneda et al. (2010) previously investigated

predictors of employment status after 12 months of treatment with

clozapine for TRS (42). They found cognition, specifically verbal

working memory, to be the only significant predictor of

employment status; severity of positive and negative symptoms

were not significant predictors. However, these findings may have

been limited by the small sample size of 59 patients. Other

previously reported predictors of employment in schizophrenia

include social support and skills, past employment history (43),

psychosocial rehabilitation (44), fatalistic control beliefs (41), the

amount of government entitlement income received and

engagement in sheltered work activity (18). Of note, cognition

was found to predict work performance most strongly (45) while

prior employment history was the most consistent predictor among

studies (18, 19, 43). Of multiple neurocognitive domains, executive

function (18, 19), along with verbal learning and memory (18, 20)

were found to be the most significant predictors of work outcomes

in people with schizophrenia. Interestingly, positive symptoms were

mostly not predictive of employment in past studies (44, 46), a

finding we found in TRS as well.

The significance of neurocognition, specifically processing

speed and attention as assessed by the symbol coding task, in

predicting employment status is corroborated by current literature.

Milev et al. (2005) showed verbal memory, processing speed and

attention domains to be significant predictors of global psychosocial

function and recreational impairment in schizophrenia (17).

However, only processing speed and attention were significant

predictors of work impairment while verbal memory was
TABLE 4 Univariate and multiple linear regression on WHODAS.

Variables
Univariate analysis

Multivariate analysis
Model VII

Multivariate analysis
Model VIII

Multivariate analysis
Model IX

b t p b t p b t p b t p

Neurocognitive Composite -0.133 -1.400 0.164 0.015 0.154 0.878 0.031 0.330 0.742 – – –

BACS Symbol Coding -0.079 -0.832 0.407 - - - - - - 0.152 1.226 0.223

BACS Digit Sequencing -0.143 -1.510 0.134 - - - - - - -0.074 -0.656 0.513

Positive 0.206 2.202 0.030 -0.042 -0.419 0.676 -0.109 -1.110 0.270 -0.016 -0.158 0.875

Negative 0.098 1.029 0.306 0.065 0.695 0.489 – – – 0.086 0.916 0.362

DE -0.039 -0.411 0.682 - - - -0.202 -2.001 0.048 - - -

SA 0.250 2.701 0.008 - - - 0.298 3.066 0.003 - - -

Cognitive 0.190 2.007 0.047 0.119 1.170 0.245 0.210 2.057 0.042 0.124 1.210 0.229

Depressive 0.476 5.648 <0.001 0.476 4.911 <0.001 0.446 4.762 <0.001 0.468 4.816 <0.001

Hostility 0.035 0.368 0.714 – – – – – – – – –
fron
DE, Diminished Expression; SA, Social Anhedonia.
BACS, Brief Assessment of Cognition in Schizophrenia.
Models adjusted for age and sex.
Model VII parameters: R2 = 0.246, Adj. R2 = 0.194, F (7,102) = 4.741, p < 0.001.
Model VIII parameters: R2 = 0.310, Adj. R2 = 0.256, F (8,101) = 5.679, p < 0.001.
Model IX parameters: R2 = 0.256, Adj. R2= 0.198, F (8,101) = 4.353, p < 0.001.
P values < 0.05 are bolded.
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significant for predicting relationship impairments. Our finding

supports the important role of processing speed and attention in

maintaining good vocational function.
4.3 Findings on WHODAS

A large number of findings on WHODAS likely stem from it

being a self-reported scale (35) as opposed to SOFAS which is

interviewer-rated. Our study found that patients with higher

PANSS depressive scores rated themselves as being much more

impaired on the WHODAS. Within the depressive symptom factor,

PANSS somatic concerns (G1) and PANSS depression (G6) items

were positively associated with WHODAS. Patients with increased

somatic concerns have been found to be more self-absorbed (47),

possibly explaining the association with higher self-reported

disability scores. Disability scores have also been found to be

strongly associated with severity of depressive symptoms and

quality of well-being, but not with cognition and everyday

functioning (48, 49). Higher severity of depression has been

shown to be associated with increased self-awareness of disability

(50, 51), so one would expect higher self-rated disability scores, in

line with what we have found. The impact of mood on other self-

reported scales such as quality-of-life scales have been reported

(52), and higher levels of mood and anxiety problems have also

been associated with increased self-reported disability with

WHODAS (53). Patients with poorer insight as assessed by the

PANSS G12 item also rated themselves lower on disability scores.

Our results suggest patients with poorer mood and higher

awareness of their own psychiatric condition tend to rate

themselves more poorly on disability scores.

In our analysis on WHODAS, the cognitive symptom factor was

positively associated with WHODAS although the neurocognitive

composite was not. This is not contradictory as the cognitive

symptom factor measures more than just global neurocognition –

it constitutes seven PANSS items including: poor attention,

conceptual disorganisation, stereotyped thinking, difficulty in

abstract thinking, disturbance of volition, mannerism and

posturing and preoccupation (Supplementary Table 1). On

examination of PANSS items of the cognitive symptom factor, N5

Difficulty in abstract thinking was inversely associated with

WHODAS. Given that PANSS difficulty in abstract thinking (N5)

was significantly positively correlated with PANSS Lack of judgment

and insight (G12) but inversely correlated with WHODAS, it seems

patients with increased difficulty in abstract thinking tended to have

poorer insight, and tended to rate themselves lower on WHODAS. If

not for the self-reported nature of WHODAS, we would expect a

positive association between difficulty in abstract thinking and

disability scores, as previous studies have found worse abstract

thinking to be associated with poorer function (54).

We also found a lower severity of SA but higher severity of DE

to be associated with lower self-reported disability scores. Negative

symptoms have been shown to strongly predict disability (55),

though no previous studies have looked into specific associations of

SA and DE subdomains with disability scores. The former

association is more intuitive, with the latter negative association
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between DE and disability scores being less so. DE has been shown

to be less psychopathologically severe than SA and is associated

with better overall function (10). Patients with more severe

expressivity symptoms may be less perturbed by the symptoms

and less prone to expressing how they have been negatively

impacted, hence rating themselves lower on disability scores.

However, there is a caveat in interpreting this result as there is a

possible suppressor effect, with SA influencing the relationship

between DE and WHODAS. Hierarchical regression with

sequential addition of variables into the model showed that

addition of SA resulted in DE becoming significantly associated

with WHODAS (p = 0.008 from p=0.316; increase in adjusted R2

from 0.198 to 0.305). DE is significantly correlated with SA (Rs =

0.454, p<0.001), while SA is positively correlated with WHODAS

(Rs = 0.266, p=0.005). DE itself is not significantly correlated with

WHODAS. Several studies have shown a moderate association

between social anhedonia and diminished expressivity symptoms

(11, 56). Further studies into this relationship would be prudent to

control for it in future.
4.4 Discrepancies in findings across the
three measures of functioning

Discrepancies in significant predictors across regression analyses

for SOFAS, employment status and WHODAS are likely related to the

fact that these outcomes measure different aspects of functioning. We

did not find neurocognition to be a significant predictor of SOFAS or

WHODAS, but it was a significant predictor of employment status.

This could be related to the specific aspect of functioning which

neurocognition affects. Strassnig et al. (2015) had previously shown

that cognition affected everyday and vocational functioning specifically,

but did not significantly impact social functioning (14). A lower

severity of positive symptoms was found to be associated with higher

functioning in SOFAS, but was not associated with employment status

and WHODAS scores. Previous studies in schizophrenia found both

positive and negative symptoms to be associated with functioning (11,

57), and most did not find positive symptoms to be predictive of

employment (44, 46, 58). SOFAS contains measures of psychosocial

functioning while employment status reflects purely vocational

functioning. Our findings raises the possibility that positive

symptoms may have a greater impact on psychosocial functioning

compared to vocational functioning.
4.5 Limitations

One notable limitation in our study is the use of PANSS to

evaluate negative symptoms dimensions. While PANSS is widely

adopted and has previously been validated in assessment of negative

symptom dimensions (59), it lacks specific items to assess

experiential deficits comprehensively. Not all motivation and

pleasure (MAP)-related symptoms are able to be measured in this

study and results on SA relating to the MAP dimension may be

underestimated. Secondly, our study does not differentiate between

primary and secondary negative symptoms. Secondary negative
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symptoms may arise as a consequence of positive symptoms (such

as social withdrawal due to persecutory delusions), comorbid

depressive symptoms or social isolation from lack of social

support from relatives or prolonged hospitalization (60).

Although the impact of positive and depressive symptoms on

functioning outcomes were adjusted for, other aspects such as

poor social support or prolonged hospitalisation were not

explored. We are also unable to account for side effects of

medications and duration of illness which could impact

functional outcomes. Medication side effects could possibly

contribute to secondary negative symptoms. Thirdly, our study is

also limited by the exclusion of other domains of neurocognition,

given that we have utilised only two BACS tasks assessing working

memory, attention and processing speed. Although these two

domains give a good indication of overall cognitive function (30),

we are unable to evaluate the contributions of other relevant

cognitive domains, such as verbal memory and semantic fluency,

to functioning in TRS. Although our study population consisted

entirely of TRS patients, majority (71.2%) of them were outpatients

with relatively well-controlled psychotic symptoms (mean PANSS

score = 58.6, SD = 13.2). Further studies are required to corroborate

our findings in TRS populations with more severe and poorly-

controlled psychotic symptoms. We acknowledge the heterogeneity

of the TRS population (61, 62), and future studies may also perform

subgroup analysis to investigate possible different findings in

clozapine-responsive versus clozapine-resistant patients. We did

not attempt this as our study was not designed to measure clear

clozapine response statuses, and we had a limited sample size for

subgroup analysis. Lastly, we performed a cross-sectional study and

a longitudinal study would be useful in future, to investigate relative

contributions of negative symptoms and neurocognition on

functioning over the course of the illness trajectory. This can

guide interventions targeting the appropriate domains at specific

points in time to improve function.
5 Conclusions

In conclusion, our findings highlight negative symptoms, in

particular deficits in motivation and pleasure, and neurocognition

as vital treatment targets to improve functioning in individuals with

TRS. Further studies are required to explore possible interventions

to this end, and in elucidating the trajectory of decline in these

domains over time. Lastly, clinicians are reminded to monitor and

manage somatic concerns and depressive symptoms which were

associated with patients’ perceived disability and poorer self-

reported functional outcomes.
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6. Tabarés-Seisdedos R, Balanzá-Martıńez V, Sánchez-Moreno J, Martinez-Aran A,
Salazar-Fraile J, Selva-Vera G, et al. Neurocognitive and clinical predictors of functional
outcome in patients with schizophrenia and bipolar I disorder at one-year follow-up. J Affect
Disord. (2008) 109:286–99. doi: 10.1016/J.JAD.2007.12.234

7. Shamsi S, Lau A, Lencz T, Burdick KE, DeRosse P, Brenner R, et al. Cognitive and
symptomatic predictors of functional disability in schizophrenia. Schizophr Res. (2011)
126:257–64. doi: 10.1016/J.SCHRES.2010.08.007

8. Gillespie AL, Samanaite R, Mill J, Egerton A, MacCabe JH. Is treatment-resistant
schizophrenia categorically distinct from treatment-responsive schizophrenia? A
systematic review. BMC Psychiatry. (2017) 17:1–14. doi: 10.1186/S12888-016-1177-
Y/TABLES/2

9. Fernandez-Egea E, Mucci A, Lee J, Kirkpatrick B. A new era for the negative
symptoms of schizophrenia. Br J Psychiatry. (2023) 223:269–70. doi: 10.1192/
BJP.2023.69

10. Strauss GP, Horan WP, Kirkpatrick B, Fischer BA, Keller WR, Miski P, et al.
Deconstructing negative symptoms of schizophrenia: Avolition–apathy and
diminished expression clusters predict clinical presentation and functional outcome.
J Psychiatr Res. (2013) 47:783–90. doi: 10.1016/J.JPSYCHIRES.2013.01.015

11. Ang MS, Rekhi G, Lee J. Validation of the Brief Negative Symptom Scale and its
association with functioning. Schizophr Res. (2019) 208:97–104. doi: 10.1016/
J.SCHRES.2019.04.005

12. Ang MS, Rekhi G, Lee J. Vocational profile and correlates of employment in
people with schizophrenia: The role of avolition. Front Psychiatry. (2020) 11:856.
doi: 10.3389/fpsyt.2020.00856

13. Harvey PD, Khan A, Keefe RSE. Using the positive and negative syndrome scale
(PANSS) to define different domains of negative symptoms: Prediction of everyday
functioning by impairments in emotional expression and emotional experience. Innov
Clin Neurosci. (2017) 14:18.

14. Strassnig MT, Raykov T, O’gorman C, Bowie CR, Sabbag S, Durand D, et al.
Determinants of different aspects of everyday outcome in schizophrenia: The roles of
negative symptoms, cognition, and functional capacity. Schizophr Res. (2015) 165:76–
82. doi: 10.1016/j.schres.2015.03.033

15. Villalta-Gil V, Vilaplana M, Ochoa S, Haro JM, Dolz M, Usall J, et al.
Neurocognitive performance and negative symptoms: Are they equal in explaining
disability in schizophrenia outpatients? Schizophr Res. (2006) 87:246–53. doi: 10.1016/
J.SCHRES.2006.06.013

16. Lin CH, Huang CL, Chang YC, Chen PW, Lin CY, Tsai GE, et al. Clinical
symptoms, mainly negative symptoms, mediate the influence of neurocognition and
social cognition on functional outcome of schizophrenia. Schizophr Res. (2013)
146:231–7. doi: 10.1016/J.SCHRES.2013.02.009

17. Milev P, Ho BC, Arndt S, Andreasen NC. Predictive values of neurocognition
and negative symptoms on functional outcome in schizophrenia: A longitudinal first-
episode study with 7-year follow-up. Am J Psychiatry. (2005) 162:495–506.
doi: 10.1176/appi.ajp.162.3.495

18. McGurk SR, Mueser KT, Harvey PD, LaPuglia R, Marder J. Cognitive and
symptom predictors of work outcomes for clients with schizophrenia in supported
employment. Psychiatr Serv. (2003) 54:1129–35. doi: 10.1176/appi.ps.54.8.1129

19. Chang WC, Man Tang JY, Ming Hui CL, Wa Chan SK, Ming Lee EH, Hai Chen
EY. Clinical and cognitive predictors of vocational outcome in first-episode
schizophrenia: A prospective 3 year follow-up study. Psychiatry Res. (2014) 220:834–
9. doi: 10.1016/J.PSYCHRES.2014.09.012

20. Evans JD, Bond GR, Meyer PS, Kim HW, Lysaker PH, Gibson PJ, et al. Cognitive
and clinical predictors of success in vocational rehabilitation in schizophrenia.
Schizophr Res. (2004) 70:331–42. doi: 10.1016/J.SCHRES.2004.01.011

21. Lee J, Takeuchi H, Fervaha G, Sin GL, Foussias G, Agid O, et al. Subtyping
schizophrenia by treatment response: Antipsychotic development and the central role
Frontiers in Psychiatry 10
of positive symptoms. Focus (Madison). (2016) 14:396–402. doi: 10.1176/
appi.focus.140306

22. American Psychiatric Association. Diagnostic criteria from DSM-IV-TR.
Washington, DC: Association AP (2000).

23. Busner J, Targum SD. The clinical global impressions scale: Applying a research
tool in clinical practice. Psychiatry (Edgmont). (2007) 4:28.

24. Andreasen NC, Pressler M, Nopoulos P, Miller D, Ho BC. Antipsychotic dose
equivalents and dose-years: A standardized method for comparing exposure to
d i ff e r en t drugs . Bio l P sy ch ia t r y . ( 2010) 67 :255–62 . do i : 10 . 1016 /
J.BIOPSYCH.2009.08.040

25. Taylor DM, Barnes TRE. The Maudsley Prescribing Guidelines in Psychiatry. 11th
Edition. Chichester: Wiley-Blackwell (2012).

26. Kay SR, Fiszbein A, Opler LA. The positive and negative syndrome scale
(PANSS) for schizophrenia. Schizophr Bull. (1987) 13:261–76. doi: 10.1093/
SCHBUL/13.2.261

27. Lim K, Peh OH, Yang Z, Rekhi G, Rapisarda A, See YM, et al. Large-scale
evaluation of the Positive and Negative Syndrome Scale (PANSS) symptom
architecture in schizophrenia. Asian J Psychiatr. (2021) 62:102732. doi: 10.1016/
J.AJP.2021.102732

28. Galderisi S, Mucci A, Dollfus S, Nordentoft M, Falkai P, Kaiser S, et al. EPA
guidance on assessment of negative symptoms in schizophrenia. Eur Psychiatry. (2021)
64:e23. doi: 10.1192/J.EURPSY.2021.11

29. Keefe RSE, Goldberg TE, Harvey PD, Gold JM, Poe MP, Coughenour L. The
Brief Assessment of Cognition in Schizophrenia: reliability, sensitivity, and comparison
with a standard neurocognitive battery. Schizophr Res. (2004) 68:283–97. doi: 10.1016/
J.SCHRES.2003.09.011

30. Fervaha G, Agid O, Foussias G, Remington G. Toward a more parsimonious
assessment of neurocognition in schizophrenia: A 10-minute assessment tool. J Psychiatr
Res. (2014) 52:50–6. doi: 10.1016/J.JPSYCHIRES.2014.01.009

31. Cheuk NKW, Tse W, Tsui HKH, Ma CF, Chun JSW, Chung AKK, et al. A
systematic review and meta-analysis of the effect of clozapine on cognitive functions in
patients with treatment-resistant schizophrenia. Schizophr Res. (2023) 268:205–222.
doi: 10.1016/J.SCHRES.2023.09.027

32. Eng GK, LamM, Bong YL, Subramaniam M, Bautista D, Rapisarda A, et al. Brief
assessment of cognition in schizophrenia: Normative data in an english-speaking
ethnic chinese sample. Arch Clin Neuropsychol. (2013) 28:845–58. doi: 10.1093/
ARCLIN/ACT060

33. Keefe RSE, Harvey PD, Goldberg TE, Gold JM, Walker TM, Kennel C, et al.
Norms and standardization of the brief assessment of cognition in schizophrenia
(BACS). Schizophr Res. (2008) 102:108–15. doi: 10.1016/J.SCHRES.2008.03.024

34. Goldman HH, Skodol AE, Lave TR. Revising axis V for DSM-IV: A review of
measures of social functioning. Am J Psychiatry. (1992) 149:9.

35. Gold LH. DSM-5 and the assessment of functioning: The world health
organization disability assessment schedule 2.0 (WHODAS 2.0). J Am Acad
Psychiatry Law. (2014) 42:173–81.

36. Üstün TB, Kostanjsek N, Chatterji S, Rehm J eds. Measuring Health and
Disability: Manual for WHO Disability Assessment Schedule WHODAS 2.0. Geneva,
Switzerland: World Health Organization (2010).

37. Hosmer DW Jr, Lemeshow S, Sturdivant RX. Applied Logistic Regression. New
York: John Wiley & Sons, Incorporated (2013).

38. Bursac Z, Gauss CH, Williams DK, Hosmer DW. Purposeful selection of
variables in logistic regression. Source Code Biol Med. (2008) 3:1–8. doi: 10.1186/
1751-0473-3-17/TABLES/6

39. Iasevoli F, D’Ambrosio L, Notar Francesco D, Razzino E, Buonaguro EF,
Giordano S, et al. Clinical evaluation of functional capacity in treatment resistant
schizophrenia patients: Comparison and differences with non-resistant schizophrenia
patients. Schizophr Res. (2018) 202:217–25. doi: 10.1016/J.SCHRES.2018.06.030

40. Bechi M, Bosia M, Spangaro M, Buonocore M, Cavedoni S, Agostoni G, et al.
Exploring functioning in schizophrenia: Predictors of functional capacity and real-
world behaviour . Psychiatry Res . (2017) 251 :118–24. doi : 10 .1016/
J.PSYCHRES.2017.02.019

41. Hoffmann H, Kupper Z, Zbinden M, Hirsbrunner HP. Predicting vocational
functioning and outcome in schizophrenia outpatients attending a vocational
rehabilitation program. Soc Psychiatry Psychiatr Epidemiol. (2003) 38:76–82.
doi: 10.1007/S00127-003-0603-X/METRICS

42. Kaneda Y, Jayathilak K, Meltzer H. Determinants of work outcome in
neuroleptic-resistant schizophrenia and schizoaffective disorder: Cognitive
impairment and clozapine treatment. Psychiatry Res. (2010) 178:57–62. doi: 10.1016/
J.PSYCHRES.2009.04.001

43. Marwaha S, Johnson S. Schizophrenia and employment: A review. Soc Psychiatry
Psychiatr Epidemiol. (2004) 39:337–49. doi: 10.1007/S00127-004-0762-4/METRICS

44. Tsang HWH, Leung AY, Chung RCK, Bell M, Cheung WM. Review on
vocational predictors: A systematic review of predictors of vocational outcomes
frontiersin.org

https://doi.org/10.4088/JCP.MY20096AH1C
https://doi.org/10.4088/JCP.MY20096AH1C
https://doi.org/10.1159/000319812
https://doi.org/10.1016/J.PNPBP.2015.08.010
https://doi.org/10.1016/J.PNPBP.2015.08.010
https://doi.org/10.1097/YIC.0B013E32836508E6
https://doi.org/10.3389/FPSYT.2021.639536/BIBTEX
https://doi.org/10.1016/J.JAD.2007.12.234
https://doi.org/10.1016/J.SCHRES.2010.08.007
https://doi.org/10.1186/S12888-016-1177-Y/TABLES/2
https://doi.org/10.1186/S12888-016-1177-Y/TABLES/2
https://doi.org/10.1192/BJP.2023.69
https://doi.org/10.1192/BJP.2023.69
https://doi.org/10.1016/J.JPSYCHIRES.2013.01.015
https://doi.org/10.1016/J.SCHRES.2019.04.005
https://doi.org/10.1016/J.SCHRES.2019.04.005
https://doi.org/10.3389/fpsyt.2020.00856
https://doi.org/10.1016/j.schres.2015.03.033
https://doi.org/10.1016/J.SCHRES.2006.06.013
https://doi.org/10.1016/J.SCHRES.2006.06.013
https://doi.org/10.1016/J.SCHRES.2013.02.009
https://doi.org/10.1176/appi.ajp.162.3.495
https://doi.org/10.1176/appi.ps.54.8.1129
https://doi.org/10.1016/J.PSYCHRES.2014.09.012
https://doi.org/10.1016/J.SCHRES.2004.01.011
https://doi.org/10.1176/appi.focus.140306
https://doi.org/10.1176/appi.focus.140306
https://doi.org/10.1016/J.BIOPSYCH.2009.08.040
https://doi.org/10.1016/J.BIOPSYCH.2009.08.040
https://doi.org/10.1093/SCHBUL/13.2.261
https://doi.org/10.1093/SCHBUL/13.2.261
https://doi.org/10.1016/J.AJP.2021.102732
https://doi.org/10.1016/J.AJP.2021.102732
https://doi.org/10.1192/J.EURPSY.2021.11
https://doi.org/10.1016/J.SCHRES.2003.09.011
https://doi.org/10.1016/J.SCHRES.2003.09.011
https://doi.org/10.1016/J.JPSYCHIRES.2014.01.009
https://doi.org/10.1016/J.SCHRES.2023.09.027
https://doi.org/10.1093/ARCLIN/ACT060
https://doi.org/10.1093/ARCLIN/ACT060
https://doi.org/10.1016/J.SCHRES.2008.03.024
https://doi.org/10.1186/1751-0473-3-17/TABLES/6
https://doi.org/10.1186/1751-0473-3-17/TABLES/6
https://doi.org/10.1016/J.SCHRES.2018.06.030
https://doi.org/10.1016/J.PSYCHRES.2017.02.019
https://doi.org/10.1016/J.PSYCHRES.2017.02.019
https://doi.org/10.1007/S00127-003-0603-X/METRICS
https://doi.org/10.1016/J.PSYCHRES.2009.04.001
https://doi.org/10.1016/J.PSYCHRES.2009.04.001
https://doi.org/10.1007/S00127-004-0762-4/METRICS
https://doi.org/10.3389/fpsyt.2024.1444843
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Li et al. 10.3389/fpsyt.2024.1444843
among individuals with schizophrenia: An update since 1998. Aust New Z J Psychiatry.
(2010) 44:495–504.

45. Holthausen EAE, Wiersma D, Cahn W, Kahn RS, Dingemans PM, Schene AH,
et al. Predictive value of cognition for different domains of outcome in recent-onset
s ch i z oph r en i a . P s y ch i a t r y R e s . ( 2 0 07 ) 149 : 7 1–80 . do i : 1 0 . 1 016 /
J.PSYCHRES.2005.07.037

46. Slade E, Salkever D, Hopkins J. Symptom effects on employment in a structural
model of mental illness and treatment: Analysis of patients with schizophrenia. J Ment
Health Policy Economics. (2001) 4:25–34.

47. Strauss JS, Carpenter WT. The prediction of outcome in schizophrenia: I.
Characteristics of outcome. Arch Gen Psychiatry. (1972) 27:739–46. doi: 10.1001/
ARCHPSYC.1972.01750300011002

48. McKibbin C, Patterson TL, Jeste DV. Assessing disability in older patients with
schizophrenia: Results from the WHODAS-II. J Nervous Ment Dis. (2004) 192:405–13.
doi: 10.1097/01.NMD.0000130133.32276.83

49. Duca L, Roman NA, Miron A, Teodorescu A, Dima L, Ifteni P. WHODAS
assessment feasibility and mental health impact on functional disability in systemic
l upu s e r y t hema to su s . Hea l t h ca r e . ( 20 22 ) 10 : 1053 . do i : 1 0 . 3390 /
HEALTHCARE10061053

50. Schwartz RC. Self-awareness in schizophrenia: its relationship to depressive
symptomatology and broad psychiatric impairments. J Nerv Ment Dis. (2001) 189:401–
3. doi: 10.1097/00005053-200106000-00010

51. Bowie CR, Twamley EW, Anderson H, Halpern B, Patterson TL, Harvey PD.
Self-assessment of functional status in schizophrenia. J Psychiatr Res. (2007) 41:1012–8.
doi: 10.1016/J.JPSYCHIRES.2006.08.003

52. Moum T. Yea-saying and mood-of-the-day effects in self-reported quality of life.
Soc Indic Res. (1988) 20:117–39. doi: 10.1007/BF00302458/METRICS

53. Subramaniam M, Abdin E, Vaingankar JA, Chong SA. Gender differences in
disability in a multiethnic Asian population: The Singapore Mental Health Study.
Compr Psychiatry. (2013) 54:381–7. doi: 10.1016/J.COMPPSYCH.2012.10.004
Frontiers in Psychiatry 11
54. Rocca P, Galderisi S, Rossi A, Bertolino A, Rucci P, Gibertoni D, et al.
Disorganization and real-world functioning in schizophrenia: Results from the
multicenter study of the Italian Network for Research on Psychoses Members of the
Italian Network for Research on Psychoses include. Salerno Res. (2018) 201:105–12.
doi: 10.1016/j.schres.2018.06.003
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