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ABSTRACT

Outreaching activities decrease prognostic accuracy of at-risk mental state defining tools, over-attracting subjects who are not
at increased risk of mental illness. The setting was a mental illness primary indicated prevention outpatients service embedded within
the Psychiatry Unit of Padua University Hospital, Italy. Help-seeking patients accessing the service between January 2018 and De-
cember 2018 were evaluated with validated tools assessing functioning, at-risk mental state, schizotypal personality features, de-
pressive and anxious symptoms, together with medical and family history collection. The primary outcome was the prevalence of
drop in functioning at presentation according to the Social and Occupational Functioning Assessment Scale (SOFAS). Secondary
outcomes were diagnoses according to DSM-5 criteria and meeting criteria for at-risk mental state. Fifty-nine patients accessed the
service, mean age was 18.8 (2.12) years old, 54.2% were females. Virtually all subjects (97.7%) had a drop in functioning. Baseline
primary diagnoses were depressive episode in 33%, anxiety disorder in 21%, personality disorder in 17%, adjustment disorder 9%,
conduct disorder 7%, schizophrenia spectrum disorder 5%, bipolar disorder 5%, eating disorder in 1.7%, dissociative disorder 1.7%.
Overall, 59.1% met at-risk mental state criteria. Lower functioning was associated with anxious symptoms (p=0.031), a family
history of mental illness (p=0.045) and of suicide (p=0.042), and schizotypal personality traits (p=0.036). Subjects accessing a pre-
vention service embedded within the mental health department already present a trans-diagnostic drop in functioning, mainly due to
a non-psychotic mental disorder, with at-risk mental state in one patient out of two, and schizophrenia or bipolar disorder already
present in only 10% of subjects. Prevention service within mental health facility setting appears to properly detect subjects in need
of treatment with a drop in functioning, at risk of developing severe mental illness, without any outreaching activity in the general
population.
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vention services have been and are being set up in several
contexts, (Fusar-Poli et al., 2018; Fusar-Poli, Davies et al.,
2019; Fusar-Poli, Estradé et al., 2019; Fusar-Poli, Oliver et
al., 2019; McGorry, Hartmann, Spooner, & Nelson, 2018)
with age intake threshold often below age 18.

However, it has also been shown that detection rates
of subjects later developing psychosis is as low as
5%.(van Os & Guloksuz, 2017) Moreover, the transition
rates (from at-risk state to psychosis) depend on several
factors, with lower functioning and referrals from clinical
contexts increasing the risk of transition to psychosis
when meeting Ultra-High Risk (UHR+) criteria. Any at-
tempt in improving detection rates through outreaching
activities in the general population ultimately results in a
dramatic loss of prognostic accuracy of the state-of-the-
art UHR definition tools(Fusar-Poli et al., 2016) (such as
Comprehensive Assessment of At-Risk Mental State),
(Yung et al., 2005) as opposed to referrals from medical
or psychiatric clinical contexts, as well as low functioning
which confer a pre-test risk enrichment, optimizing tools’
prognostic accuracy.

Hence, setting a mental illness prevention service
within the context of a larger hospital, and specifically of a
psychiatry department, without any outreaching activity,
and solely relying on referrals from clinical contexts, might
be expected to select subjects with adequate pre-test risk
enrichment. Also, not limiting the target population to those
subjects meeting UHR criteria might allow those individu-
als with different from UHR clinical profiles (which
equally results in a drop in functioning) to receive an early
assessment and eventual needs-based treatment.

The present work aims to describe the functioning
level and eventual psychiatric disorders in subjects refer-
ring to a mental illness prevention service within a hospi-
tal, and specifically within a mental health department
which did not engage in any outreaching activity.

Methods
Setting

The setting was a mental illness primary indicated pre-
vention outpatients service embedded within the Psychi-
atry Unit of Padua University Hospital. The age intake
threshold was 14. No outreaching activity in the general
population was made, and all patients were referred by
mental health specialists, emergency department, or gen-
eral practitioners. Help-seeking patients accessing the
service between January 2018 and December 2018 were
evaluated with validated tools measuring functioning, at-
risk mental state, schizotypal personality features, depres-
sive and anxious symptoms, together with medical and
family history collection.

Clinical assessment

More specifically, the Social and Occupational Func-
tioning Assessment Scale (SOFAS)(Goldman, Skodol, &
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Lave, 1992) was used to measure functioning. SOFAS
evaluates four areas of functioning, namely social relevant
activities, including work and academic performance, so-
cial and personal relationships, self-care, disturbing and
aggressive behaviors. Functioning is scored on a contin-
uum from 0 (lowest) to 100 (highest), where range 90-
100 and 80-90 identify people with greater functioning
than the general population, 70 as a threshold for mild dif-
ficulties, 70 to 30 indicating moderate difficulties and
score lower than 30 identifying subjects in need for sup-
port or supervision. Functioning was also assessed with
the Health of the Nation Outcome Scale (HoNOS) e-
Health of the Nation Outcome Scale for Children and
Adolescents (HONOSCA). These multidimensional
scales focus on daily functioning impairment due to
symptoms. The adult version (HoNOS) consists of 12
items, while the adolescent one (HoNOS-CA) consists of
13 items. (Gowers et al., 1999; Pirkis et al., 2005; Wing
et al., 1998) each item score goes from 0 (no problems at
all), 1 (mild problem without the need of any specific ac-
tion), 2 (issue of mild intensity but still relevant to the per-
son functioning), 3 (moderate issue with the need for
treatment) to 4 (serious to very severe problem). HONOS
and HoONOS-CA were the only instruments differing be-
tween adults and adolescents.

Global score can be split up into four subscales eval-
uating functioning impairment related to psychiatric
symptoms, such as depression, anxiety, hallucinations,
and concerns, related to impairment in global basic func-
tions, as psychomotor, cognitive or physical limitations,
related to behavior including violence both against self
and the others, and finally related to social and environ-
mental issues (housing problem, unemployment or finan-
cial difficulties, interpersonal troubles, and lack of social
support). Schizotypal features were assessed with the
Schizotypal Personality Questionnaire Brief Version
(SPQ-B), already widely applied both in general and clin-
ical population (Fonseca-Pedrero, Lemos-Giraldez, Paino,
Sierra-Baigrie, & Muiiiz, 2012; Fonseca-Pedrero, Paino-
Pineiro, Lemos-Giraldez, Villazoén-Garcia, & Muiiz,
2009) with a cut-off score of 17 indicating the presence
of schizotypal personality traits. Patients underwent the
Comprehensive Assessment of At-Risk Mental States
(CAARMS) (Yung et al., 2005) to assess whether they
met the criteria for ultra-high risk (UHR) state. CAARMS
is a semi-structured interview investigating seven psy-
chopathological areas through dedicated domains: posi-
tive symptoms, cognitive functioning, affectivity, negative
symptoms, behavioral changing, motility and experience
of body, and general psychopathology. Positive symptoms
are investigated with a specific focus on unusual thought
content, not bizarre ideas, perceptive anomalies, and dis-
organized speech. Positive symptoms intensity and fre-
quency, together with a drop in functioning defines
whether a subject meets or does not meet UHR criteria.
UHR criteria and the wider framework of the staging of
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schizophrenia we refer to in this work are reported in
Table 1. Depressive symptoms were assessed with the
Hamilton Rating Scale for Depression (HAM-D), (Hamil-
ton, 1960) and anxious symptoms with the Hamilton Rat-
ing Scale for Anxiety (HAM-A).(Hamilton, 1959)
Diagnoses were formulated according to DSM-5 criteria,
utilizing a clinical interview performed by a psychiatrist.

History collection

Clinical and family history were collected including
family history for mental illness and suicide, perinatal

press

I

complications, previous contacts with public mental
health services, and ongoing psychopharmacological ther-
apy. Substance use was also investigated, with special re-
gards to cannabis. Some self-reported information was
also collected, namely non-specific physical symptoms,
as headache, asthenia, and gastrointestinal distress, along
with stressful life events.

Primary and secondary outcomes

The primary outcome was a drop in functioning de-
fined as SOFAS below 70, or a loss of more than 30% in

Table 1. Staging model of severe mental illness, and specific criteria for ultra-high risk for psychosis.

Stage Definition Target populations and referral sources Potential interventions
0 Increased risk of psychotic or severe First-degree teenage relatives of probands Improved mental health literacy
mood disorder. Family education, drug education
No symptoms currently Brief cognitive skills training
la Mild or non-specific symptoms Screening of teenage populations; Formal mental health literacy
(including neurocognitive deficits) of ~ Referral by: primary care physicians; Family psychoeducation, formal CBT
psychosis or severe mood disorder. school counselors Active substance misuse reduction
Mild functional change or decline
1b Ultra-high risk: moderate but Referral by: educational agencies; primary care ~ Family psychoeducation, formal CBT
subthreshold symptoms, with moderate physicians; emergency departments; welfare Active substance misuse reduction
neurocognitive changes and functional —agencies Omega-3 fatty acids
decline to caseness (GAF, < 70) Atypical antipsychotic agents
Antidepressant agents or mood stabilizers
2 First episode of psychotic or severe Referral by: primary care physicians; emergency  Family psychoeducation, formal CBT
mood disorder departments; welfare agencies; specialist care Active substance misuse reduction
Full threshold disorder with moderate ~ agencies; drug and alcohol services Atypical antipsychotic agents
to severe symptoms, neurocognitive Antidepressant agents or mood stabilizers
deficits and functional decline Vocational rehabilitation
(GAF, 30-50)
3a Incomplete remission from the first Primary and specialist care services As for Stage 2, but with additional emphasis
episode of care on medical and psychosocial strategies to achieve
full remission
3b Recurrence or relapse of psychotic or ~ Primary and specialist care services As for Stage 3a, but with additional emphasis
mood disorder, which stabilizes with on relapse prevention and strategies to detect
treatment at a GAF level, or with “searly warning signs”
residual symptoms or neurocognition
below the best level achieved after
remission from the first episode
3c Multiple relapses provided worsening ~ Specialist care services As for Stage 3b, but with emphasis on
in clinical extent and impact of illness long-term stabilization
is objectively present
4 Severe, persistent or unremitting illness Specialized care services As for Stage 3c, but with emphasis on
as judged by symptoms, neurocognition clozapine, other tertiary treatments, and social
and disability criteria participation despite ongoing disability
UHR criteria

Functional Criterion
the previous year.

Help-seeking young adults with a recent significant decline in psychosocial functioning or chronic low functioning during

Plus one or more of the following clinical criteria:

APS

Presence of subthreshold, positive symptoms during the past yearldeas of reference, odd beliefs or magical thinking, including

ideas of grandiosity, Paranoid ideation, Unusual perceptual experiences, odd thinking and speech. Subgroups:2A- sub-threshold
intensity2B- sub-threshold frequency

BLIPS Presence of episodes of frank psychotic symptoms that have not lasted longer than a week and have spontaneously abated
(that is, without treatment).
GRFD Presence of a Genetic risk Factor (family history of psychosis; schizotypal personality disorder of person)

The staging model adapted from McGorry et al. 2006. UHR risk criteria adapted from Yung et al. (2005); APS: Attenuated Psychotic Symptoms; BLIPS: Brief Limited Intermittent Psychotic
Symptoms; GRFD: Combination of Genetic Risk and Functional Decline.
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SOFAS score in the last 12 months. Secondary outcomes
were prevalence of primary diagnoses according to DSM-
5 criteria, and meeting UHR criteria.

Statistical Analysis

Frequency and mean values of primary and secondary
outcomes were simply calculated with descriptive statis-
tics. The normality of variables distribution was assessed
with the Shapiro-Wilk test. Associations between clinical
factors and primary outcome (codified as continuous
scores) were assessed with Student’s t-test (categorical
factors) or Pearson correlation (continuous factors) in case
of normal distribution, or with Mann-Whitney’s U or
ANOVA (categorical factors) or Spearman’s rho (contin-
uous factors) in case of non-normal distribution. A chi-
squared test was used to compare the distribution of
primary and secondary outcomes (codified as categorical
values) across categorical factors. Statistical analysis has
been performed with Jamovi open software for Windows.

Results

Characteristics of the included sample, primary
and secondary outcomes

Demographic characteristics and frequency of primary
and secondary outcomes are reported in Table 2. Fifty-
nine adolescents and young adults aged 15-24 accessed
the prevention service embedded within Padua University
Hospital, Psychiatry Unit. Overall mean age was 18.8
(2.12) years old, 54.2% were females.

A drop in functioning as measured with SOFAS below
50 was present in 32.6%, and below 70 in 97.7%, and
mean SOFAS score was 56.5 (SD 11.3). The mean
HONOS(-CA) score was 15.7 (SD 6.3). Patients were af-
fected by a depressive episode (n=19; 32.7%), anxiety dis-
order (n=19; 32.7%), personality disorder (n=10; 17.3%,),
conduct disorder (n=4; 6.9%), schizophrenia (n=3; 5.2%)),
bipolar disorder (n=3; 5.2%). Overall, 59.1% met UHR
criteria. Specifically, subjects at UHR had Attenuated Psy-
chotic Symptoms (77%), Genetic Risk and Deterioration
syndrome plus Attenuated Psychotic Symptoms (19%),
and Brief Limited Intermittent Psychotic Symptoms plus
Attenuated Psychotic Symptoms (4%). UHR criteria were
met most frequently in “not bizarre ideas” (61%) and un-
usual thought content (41.5%). Virtually all patients had
at least mild anxious symptoms (96.9%), and 85.3% had
at least mild depressive symptoms. SPQ-B was positive
for schizotypal personality traits in 13.6%.

Characteristics associated with primary
and secondary outcomes

Considering SOFAS, no correlation showed up with
family history of psychiatric illness and family history of
suicide, nor perinatal complications. Age, first degree rel-

OPEN aACCESS

[Research in Psychotherapy: Psychopathology, Process and Outcome 2020; 23:434]

atives with psychiatric illness, previous contacts with public
mental health services, ongoing psychopharmacological
therapy, and substance misuse (cannabis) were not statisti-
cally significantly associated with functioning neither. No-
tably, considering SOFAS, functioning did not differ
between UHR+ and UHR — subjects, across diagnoses, nor
it correlated with depressive and anxious symptoms.

Considering HONOS and HONOS-CA, a family his-
tory of psychiatric illness and family history of suicide
showed to be associated with a drop in functioning, when
considering specific subscales (Table 4, Table 5). More in
detail, second-degree family history of psychiatric illness
was associated with the HONOS subscale (p=0.045), family
history of suicide with Symptoms HoNOS subscales
(p=0.042), and schizotypal personality with social HONOS
subscale (p=0.036). Also, anxiety symptoms correlated
with symptoms of HONOS-CA (r=0.576, p=0.031). On the
other hand, age, first degree relatives with psychiatric ill-
ness, previous contacts with public mental health services,
ongoing psychopharmacological therapy, and substance
misuse (cannabis) were not statistically significantly asso-
ciated with functioning. HONOS and HONOS-CA did not
differ between UHR+ and UHR- subjects even when spe-
cific subscales were considered. HONOS and HONOS-CA
differed/did not differ across diagnoses neither and did not
correlate with depressive or anxiety symptoms.

Associations among clinical factors and functioning
are reported in Table 3 and Table 4.

No association emerged between functioning and
C-section (Table 6).

Discussion

This study shows that a primary indicated prevention
service embedded in a mental health unit within a wider
clinical context (general hospital) properly detects young
help-seeking subjects who do have a drop in functioning,
but who have not developed schizophrenia spectrum dis-
order nor bipolar disorder yet.

Prevention is still in its infancy in psychiatry. Duration
of untreated illness has shown to be far from meeting du-
ration criteria in several mental disorders, including de-
pressive disorder, (Hung, Yu, Liu, Wu, & Yang, 2015)
bipolar disorder, (Dagani et al., 2017; van Meter, Burke,
Youngstrom, Faedda, & Correll, 2016) schizophrenia,
(Compton et al., 2011) obsessive-compulsive disorder,
(Albert et al., 2019) anxiety disorders, (Benatti et al.,
2016) among others.(Kisely, Scott, Denney, & Simon,
2006) Such delay in detecting subjects with mental illness
onset can be also due to the artificial splitting of mental
health services between age under and greater than 18. As
already suggested, psychogeriatrics start right after ado-
lescence, (Parellada, 2013) and early intervention, hence
prevention services (even more) should not set any age
intake threshold. As shown by the present data, subjects
start suffering from early symptoms of non-psychotic
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Table 2. Demographic and clinical characteristics of the included sample.

press
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Variable Mean SD, %
Female 542 %
Age 18.8 2.12
Family history for mental illness, first degree 50.9 %
Family history for mental illness, second degree 473 %
Family history of suicide 12.7 %
Perinatal complications: C section 22.0 %
Previous contacts with mental health services 11.8%
Ongoing psychopharmacological therapy 37.3%
Substance Use (cannabis) 28.1 %
General non-specific physical symptoms, self-report 87.5%
Gastrointestinal symptoms, self-report 30.4 %
Stressful life events, self-report: traumatic relationship breakup 62.5%
SOFAS Mean 56.5 SD11.3
HONOS (global score) Mean 13.4 SD 5.7
HoNOS Behavior subscale Mean 2.52 SD 2.56
HONOS Impairment subscale Mean 1.19 SD 1.47
HoNOS Symptom subscale Mean 2.57 SD 1.69
HoNOS Social subscale Mean 4.76 SD 3.51
HONOS-CA (global score) Mean 15.7 SD 6.3
HONOS-CA Behavior subscale Mean 3.52 SD 2.10
HONOS-CA Impairment subscale Mean 1.44 SD 1.53
HONOS-CA Symptom subscale Mean 4.32 SD 2.30
HONOS-CA Social subscale Mean 6.40 SD 3.25
HAM-D Mild 50.0 %
Moderate 353 %
Severe 14.7 %
HAM-A Mild (<17) 65.6 %
Moderate (17-24) 21.9%
Moderate to Severe (24-31) 6.3 %
Severe (<31) 3.1%
SPQ-B Schizotypal features 13.6 %
Primary and secondary outcomes
Drop in functioning (n=43) SOFAS <50 32.6%
SOFAS <70 97.7 %
SOFAS drop >30% in 12 months 83.7%
Primary diagnoses Depressive episode, current, mild (F32.0) 32.7%
Anxiety disorder, NAS (F43.20) 32.7%
Personality disorder (90% Avoidant personality disorder (F60.6)) 17.3%
Conduct disorder (F91.9) 6.9%
Schizophrenia (F20.9) 52%
Bipolar disorder, NAS (F31.9) 52%
UHR APS 77 %
GRFD+APS 19 %
BLIPS+APS 4%

SOFAS: Social and Occupational Functioning Assessment Scale. HONOS: Health of the Nation Outcome Scale; HONOS-CA: Health of the Nation Outcome Scale for Children and Adolescents;
HAM-D: Hamilton Rating Scale for Depression; HAM-A: Hamilton Rating Scale for Anxiety; SPQ-B: Schizotypal Personality Questionnaire Brief Version; UHR: Ultra-High-Risk; APS: At-
tenuated Psychotic Symptoms; BLIPS: Brief Limited Intermittent Psychotic Symptoms; GRFD: Combination of Genetic Risk and Functional Decline.
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mental illness well before age 18, and all of them already
have a drop in functioning when accessing prevention
service. Also, the present data support the appropriateness
across prevention services of a soft entry point(McGorry
et al., 2018) rather than a stricter inclusion criteria focus-
ing on UHR status only, (Yung et al., 2005) given that
functioning is compromised across all diagnoses, and
across both UHR+ and UHR- subjects, and given that no
significant difference in terms of functioning emerged
across such groups. Such a trans-diagnostic drop in func-
tioning may be because among all subjects with anxiety
disorders, reasonably only a small portion makes it to the
clinical attention, leaving out subjects with the subclinical
symptom, possibly seeking help outside of the clinical
network of public health services. Indeed, the clinical set-
ting and the absence of any outreaching activity of the

mental illness

service has both advantages and disadvantages. The ad-
vantages are related to the (mental health) clinical envi-
ronment acting as a filter including only help-seeking and
more severe cases who do have an increased risk of de-
veloping psychosis or bipolar disorder, for instance,
(Fusar-Poli et al., 2016; Fusar-Poli, Sullivan, Shah, &
Uhlhaas, 2019; Fusar-Poli, Werbeloff et al., 2019; van
Meter et al., 2016) hence minimizing the risk to treat sub-
jects whose symptoms might have self-remitted later
without any intervention, thus minimizing the risk of any
harm potentially related to psychotherapeutic or psy-
chopharmacologic agents. The disadvantages are however
that setting the prevention services within a clinical con-
text might act as a barrier to those subjects with less com-
mitted help-seeking attitude, allowing also stigma(Green,

Table 3. Global functioning is homogenously compromised in help-seeking subjects aged 15 to 24.

SOFAS continuous score and categorical factors

Gender U=234 Male 55.4 (13.3) vs Female 57.6 (9.39) p =0.858
Family history of suicide U= 85 53.6(8.02) vs 57.0 (12.3) p=0.280
Family history of mental illness, first and second degree U= 164 55.5(11.5) vs 57.9 (11.9) p=0.620
UHR U= 159 55.5(10.8) vs 57.7 (13) p=0.332
SOFAS continuous score and continuous factors

Age - rho= - 0.068 p =0.660
HAM-D - rho=-0.087 p=0.631
HAM-A - rho=0.027 p=0.887
HONOS continuous and categorical factors

Gender t=0.357 Male 12.9 (4.82) vs Female 13.8 (6.69) p=0.725
Family history of suicide t=-0.973 16 (1.41) vs 12.3 (5.24) p=0.344
Family history of mental illness, first and second degree t=-0.020 13.4 (6.38) vs 13.3 (2.08) p=0.984
UHR t=-0.163 12.7 (5.27) vs 13.2 (5.67) p=0.873
HONOS categorical and continuous factors

Age - rho value= - 0.066 p=0.778
HAM-D - r=-0.068 p=0.811
HAM-A - r=-0.284 p =0.325
HONOS-CA continuous and categorical factors

Gender t=0.473 Male 15.0 (7.01) vs Female 16.2 (5.82) p =0.640
Family history of suicide t=1.24 11.7 (7.51) vs 16.4 (5.99) p =0.228
Family history of mental illness t=-0.551 16.5 (6.51) vs 15.0 (5.76) p =0.587
UHR t=0.194 15.8 (5.41) vs 15.1 (8.3) p =0.848
HONOS-CA categorical and continuous factors

Age - rho=0.218 p =0.294
HAM-D - r=0.299 p=10.299
HAM-A - r=0.397 p =0.160

SOFAS: Social and Occupational Functioning Assessment Scale; HONOS: Health of the Nation Outcome Scale; HONOS-CA: Health of the Nation Outcome Scale for Children and Adolescents;
HAM-D: Hamilton Rating Scale for Depression; HAM-A: Hamilton Rating Scale for Anxiety; SPQ-B: Schizotypal Personality Questionnaire Brief Version; UHR: Ultra-High-Risk. U= Mann-

Whitney’U; t=Student’s t.
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Hunt, & Stain, 2012; Kamaradova et al., 2016) to delay
referral to professional mental health context, ultimately
prolonging the duration of untreated illness. Further stud-
ies should assess whether keeping prevention services
within the clinical context in the local context where the
present study is set is an effective approach in detecting
only subjects actually at increased risk of developing
schizophrenia or bipolar disorder or recurrent major de-
pressive disorder, and at the same time in detecting a sub-

_ ~="

stantial proportion of those who later develop the condi-
tions, also thanks to a softer entry point which might be a
considerable difference from the criticized UHR para-
digm-based services.(van Os & Guloksuz, 2017).

The presence of only a few positive correlations sug-
gests a homogenous distribution of functioning impair-
ment across young help-seeking subjects included in the
present study. There is the need for a comprehensive di-
agnostic assessment that has to go beyond the drop in

Table 4. Mean comparison between HONOS and HONOS-CA, global score and subscales with regards to the family history of
psychiatric illness.

HoNOS Test History of psychiatric illness  No history of psychiatric illness Stat df P

HoNOS Tot t 12.1+£6.0 154+5.6 1.240 18.0 0.231
SYM t 2.17+1.80 3.25+1.49 1.408 18.0 0.176
Soc t 5.00+4.61 4.50+1.20 -0.298 18.0 0.769
Beh U 1.58 +1.78 3.75+3.20 22.0 - 0.045
Imp U 0.83+1.19 1.75+1.83 34.5 - 0.289

HoNOS-CA  Tot t 170+ 7.1 14.7+£6.0 -0.843 22.0 0.408
SYM t 4.63+£2.45 4.06+£2.32 -0.550 22.0 0.588
Soc t 6.88 +4.05 6.00 +2.92 -0.608 22.0 0.549
Beh U 3.25+1.04 3.63 +£2.55 60.5 - 0.852
Imp 6] 2.50+1.93 0.87+1.02 33.0 - 0.051

HONOS: Health of the Nation Outcome Scale; HONOS-CA: Health of the Nation Outcome Scale for Children and Adolescents; Sym: symptoms subscale; Soc: social subscale; Beh: Behavior
subscale; Imp: Impairment subscale. U= Mann-Whitney’U; t=Student’s t.

Table 5. Mean comparison between HONOS and HONOS-CA, global score and subscales with regards to the family history of

suicide.

HoNOS Test Family history of suicide No family history of suicide Stat df P

HoNOS Tot t 16.0+1.4 123+52 -0.973 17.0 0.344
Sym t 5.00 +2.83 2.35+1.50 -2.204 17.0 0.042
Soc t 9.50 +3.54 4.18+3.36 -2.114 17.0 0.050
Beh U 0.00 +0.00 224+ 1.64 3.00 - 0.067
Imp U 0.50+0.71 1.06 +1.30 14.00 - 0.723

HoNOS-CA  Tot t 11.7+75 16.4+6.0 1.242 21.0 0.228
Sym t 2.67+0.58 4.70+£2.23 1.545 21.0 0.137
Soc t 5.00 +4.36 6.70 £3.10 0.848 21.0 0.406
Beh U 2.67+2.08 3.65+2.23 22.00 - 0.486
Imp 6] 1.00 £ 1.73 1.50+ 1.61 22.50 - 0.505

HONOS: Health of the Nation Outcome Scale; HONOS-CA: Health of the Nation Outcome Scale for Children and Adolescents; Sym: symptoms subscale; Soc: social subscale; Beh: Behavior
subscale; Imp: Impairment subscale.

Table 6. Mean comparison between HONOS and HONOS-CA, global score and subscales, with regards to C-section at birth.

HoNOS Test C-section No C-section Stat df P

HoNOS Tot t 147+72 11.6 4.6 -0.9690 15.0 0.348
Sym t 2.67+0.58 2.79+£2.01 0.0995 15.0 0.922
Soc t 7.00 +6.93 4.07 £3.05 -1.210 15.0 0.245
Beh U 1.33+2.31 2.00 £ 1.71 15.5 - 0.520
Imp U 1.33+1.53 0.643 £0.929 14.5 - 0.406

HoNOS-CA  Tot t 19.8+7.2 14.6+59 -1.601 17.0 0.128
Sym t 6.40+2.19 4.14+2.03 -2.092 17.0 0.052
Soc t 7.40 +3.36 579 £3.19 -0.9588 17.0 0.351
Beh U 4.80+3.56 3.14+1.75 28.0 - 0.539
Imp U 240+ 1.82 1.21+1.19 20.0 - 0.166

HONOS: Health of the Nation Outcome Scale; HONOS-CA: Health of the Nation Outcome Scale for Children and Adolescents; Sym: symptoms subscale; Soc: social subscale; Beh: Behavior
subscale; Imp: Impairment subscale.U= Mann-Whitney’U; t=Student’s t.
OPEN a ACCESS
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functioning in young help-seeking subjects, to detect di-
agnosis- or spectrum-specific clinical features to admin-
ister the proper treatment. Also, the lack of significant
differences in functioning across different clinical features
might be due to the non-specific nature of SOFAS or sim-
ilar instrument, which calls for new instruments measur-
ing functioning with a finer-grained approach compared
with those available to date.

The present study has some strengths. First, it reports
on a real-world setting where however validated scales
have been applied, providing valid clinical measures Sec-
ond, it shows that a prevention service embedded in a psy-
chiatry unit within a University Hospital detects young
subjects who have severe clinical pictures and who might
have waited months or even years before accessing to
adult mental health services. In this sense, the results of
this study support the clinical appropriateness of such pre-
vention service which fills a gap in the current mental
health organization in Italy.

The study has several limitations. First, it has a cross-
sectional design and an estimate of the proportion of and
factors associated with the transition to psychosis remains
unstudied. Second, the sample size is relatively small and
analyses may have been underpowered to detect signifi-
cant associations between functioning and other clinical
factors. Third, results are valid only for the local context,
and any inference in different settings would require ex-
ternal replication.

In conclusion, prevention service within mental health
facility setting appears to properly detect subjects in need
of treatment with a drop in functioning, without outreach-
ing activity in the general population. Padua prevention
service detects help-seeking subjects with frequent age
below 18, in need of treatment for comorbid early depres-
sive episodes, anxiety or personality disorders, who in
around one case out of two also meet UHR criteria, who
all have poor functioning.
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