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 Abstract Background Schizophrenia has a variety of

clinical profiles, disabilities and outcomes requiring
responsive management and the devotion of considerable resources. The primary objective of the European
Schizophrenia Cohort (EuroSC) is to relate the types
of treatment and methods of care to clinical outcome.
Secondary objectives include the assessment of treatment needs in relation to outcome, the calculation of
resource consumption associated with different methods of care, and the identification of prognostic facProf. P. Bebbington (*) . Dr. S. Johnson
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Introduction
Schizophrenia is a complex disorder with a variety of
clinical profiles, disabilities and outcomes [23]. Many
western European countries have seen a shift in the
balance of care for people with schizophrenia, such
that they are increasingly managed in the community.
Nevertheless, many of these people are symptomatic
even while living in their own homes [39]. Their disability renders them vulnerable to the stresses of everyday living [9]. We are now beginning to quantify the
enormous resources consumed in the management of
schizophrenia [31, 32, 35, 46].
One way of studying the economic consequences
of illnesses is to divide overall health costs of various
types according to their use by specific diagnostic
groups. However, this is something of a blunt instrument, given the poor quality of diagnostic and eco-
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tors. Method EuroSC is a naturalistic follow-up of a
cohort of people aged 18 to 64 years, suffering from
schizophrenia and in contact with secondary psychiatric services. The study was done in nine European centres, in France (N=288), Germany (N=618), and Britain
(N=302). Participants were interviewed at 6-monthly
intervals for a total of 2 years. This initial paper describes the methods used and presents clinical and
social baseline data. Results The clinical and sociodemographic differences between patients from the
different countries were small. However, patients from
Britain were considerably more likely than their continental counterparts to have a history of homelessness,
rooflessness or imprisonment, even when social and
clinical differences between the samples were controlled. Conclusions The samples were largely similar
in clinical terms. Thus, the social differences between
the samples seem likely to be due more to the societal
context and may reflect relatively benign situations in
the continental locations of our study.
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nomic information within health care systems. Studies
based on intensive investigation and assessment of a
specified group of consumers are expensive but better
able to establish specific information of good quality.
The most generalizable type is an observational epidemiological investigation. In this, it is possible to
compare the ‘real-world benefits’ of different treatments and their associated costs; such evaluations
are classically described as pragmatic, as opposed to
explanatory [50]. The natural experiments inherent
in such observational studies may be amplified by
studying course and outcome in relation to different
forms of service delivery.
Observational studies are by definition unable to
control the quality and comprehensiveness of therapeutic intervention. Routine psychiatric services are
never perfect, and needs for care may not be met [6, 8].
Shortfalls from ideal treatment are likely to be an important determinant of outcome, and there are therefore good grounds for incorporating measures of need
and of unmet need in naturalistic studies. Case management models for psychosis, which have been developed
from theoretical and non-systematic clinical observation, are seen by many to have failed to deliver improved outcomes [13]. Data from systematic, prospective
observational studies of psychopathology and care can
be used to inform the development of more effective
case management strategies.
The study described here is of this type: a naturalistic follow-up of a cohort of people suffering from
schizophrenia for a period of 2 years. The study was
done in nine European centres: two in Britain, four in
Germany and three in France. The specific locations
were chosen because they are socio-demographically
distinct and have different styles of service delivery.
The principle objective of the study is to identify
and describe the types of treatment and methods of
care for people with schizophrenia and to correlate
these with clinical outcomes, states of health, and quality of life. Secondary objectives include the assessment
of outcome in relation to judgements of treatment needs
and the extent to which these are met, the calculation of resource consumption associated with different
methods of care, and the identification of prognostic
factors relating to the evolution of schizophrenia in
the community. The data obtained in this way will be
used as the basis of analytic models linking clinical
status, pharmacological and non-pharmacological treatment, adverse events, resource consumption and outcome, and to inform improved care and services.
The current, initial paper describes the methods used
in some detail and provides a description of the samples
from the three countries. It reports analyses relating to
the patients’ experience of certain types of social exclusion: homelessness, rooflessness and imprisonment.

Methods
 Description of study centres
France
In France, mental health care is driven by a law defining 800 catchment areas. Each catchment area has around 70,000 inhabitants.
Within the catchment area, care is provided by a public health maintenance organisation called a ‘sector’ [33]. The sector provides inpatient as well as out-patient care.
Resources are unequally allocated between sectors. The strategy
was therefore to integrate ten adjacent sectors into a single sampling
area. Three such integrated areas were selected. They were located in
northern France (Lille), central France (Lyon and Clermont-Ferrand),
and southern France (Marseille and Toulon). Each of these areas
covers an urban centre of approximately one million inhabitants
living in a city or in medium-size towns.

Germany
In Germany, the Länder (regions) are responsible for planning and
for implementing federal laws. Despite the unification of Germany,
there are still some differences in the health care system between the
former West and East Germany [5]. The mental health systems do
not encourage continuity of care: patients may be transferred
between different medical teams with no coordination between
them, and they are free to consult any doctor or team.
The study in Germany was done in four catchment areas: Leipzig
and Altenburg in former East Germany, and Hemer and the County
of Heilbron in former West Germany. Leipzig is located in Saxony
in the former East Germany. The study site covers the city of Leipzig, which has about 490,000 inhabitants. Altenburg is near Leipzig
and has about 45,000 inhabitants. The study site encompasses the
city and the county of Altenburg, which together have about
120,000 inhabitants living in villages and medium-size towns. The
Hemer site is in North Rhine-Westphalia on the outskirts of the Ruhr
conurbation. It covers the cities of Hemer, Iserlohn and Werdohl,
which together have approximately 160,000 inhabitants. The city of
Eppingen is in Baden Würtenberg in the southwest of Germany. It
has about 90,000 inhabitants, and the study site covers the city and
the surrounding county of Heilbron, which together have about
500,000 inhabitants living in villages and medium-size towns.

United Kingdom
In the United Kingdom the government has placed great emphasis
on the care programme approach, whereby there is active planning of
care between all responsible agencies, with particular emphasis on
initiatives at the point of discharge from hospital [27]. For each patient, a care coordinator is responsible for monitoring, implementing and organizing care. The care programme approach has been
widely and effectively implemented, although there is still some
variation, especially in inner-city areas where resources are particularly stretched. For this reason, we chose two centres, Islington, a
socially deprived inner-city area of London, and a reasonably affluent semi-rural area of Leicestershire. Islington is a London borough with a population of 176,000. Despite localities of considerable
affluence, it is one of the ten most deprived areas in England. The
part of Leicestershire chosen excluded the city of Leicester and its
suburbs, and therefore comprised a mix of villages and mediumsized towns with a population of approximately 330,000.
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 Patient selection
In each centre, a cohort of patients suffering from schizophrenia and
in contact with secondary psychiatric services was identified and
assessed. For pragmatic reasons we chose to restrict participants to
those aged 18–64, as this is the range covered in general adult services. Again for pragmatic reasons, we also excluded people who
were currently living on the streets. One thousand two hundred and
eight patients with schizophrenia were included in the study, 288 in
France, 618 in Germany, and 302 in the UK. The centres and sampling procedures were chosen to suit the national organisation of
mental health care and the information systems that could be exploited for the study.
The participants were selected to provide a representative sample
of the patients treated in secondary psychiatric services in each
catchment area. Depending on the organization of the health care
system and of patient management, two different strategies were
adopted: random sampling and exhaustive inclusion.
Where possible, random sampling was used. It was feasible in all
the French centres and in London (Islington). It involved the establishment of a list of all psychotic patients in the catchment area. In
France, an ongoing list of patients with International Classification
of Disease, 10th Edition (ICD-10) diagnostic information is updated
on a regular basis in the catchment area, and these lists were used as
the basis of sampling. Ten patients who met the study criteria were
randomly selected from each sector. The sample was based on people
currently in contact. None of the patients was picked up purely
through a social service route.
In Islington, a list was created based on the electronic Patient
Administration System. Participants were eligible for inclusion if
they had been in contact with secondary psychiatric services within
the previous 4 years. Thus, in this centre, participants might now
no longer be in contact with secondary services. Those who, on perusal of their case notes, clearly did not have schizophrenia were
then removed from the list. Patients from the list were chosen at
random for inclusion in the sample. They were screened to confirm
informed consent and whether they met the inclusion/exclusion
criteria. They were enrolled sequentially until the required sample
size was achieved.

Exhaustive inclusion involved the definition of a smaller catchment area, with the aim of including all patients with schizophrenia
in the area. All mental health services in the area were contacted to
identify patients who were or had been treated by them. Patients
were screened to establish informed consent and whether they met
the inclusion/exclusion criteria. Once more, they were enrolled in
sequence until the required number was obtained.
Exhaustive inclusion was the basis of sampling in the German
centres and in Leicestershire. In Leicestershire and Eppingen (county
of Heilbron), the initially defined catchment areas were extended
during the study, as the target number of patients had not been
reached when all those identified had been included.

Inclusion criteria
Patients who met all of the following criteria were eligible for the
study:
.
.

.

The participant was aged between 18 and 64 years at the time of
enrolment in the study.
Based on information obtained at the first interview, the participant had a diagnosis of schizophrenia according to Diagnostic and Statistical Manual of Mental Disorders, 4th Edition
(DSM-IV) criteria [3].
The participant had given signed informed consent.

Exclusion criteria
Patients who met one or more of the following criteria were not
included in the study:
.
.
.

Theparticipant had been hospitalised for the last 12 months.
The participant was currently roofless, that is, living rough on the
streets (although other homeless patients could be included).
The participant was planning to move during the study period in a way that made it impossible to perform the followup visits.

Table 1 Study design flow chart

Baseline
Inclusion/exclusion criteria
Signed informed consent
Socio-demographic information
Past history (medical/medication history)
clinical and social
SCAN (section 11 and 12)
SCAN
Diagnosis DSM IV ICD10
Clinical assessment
PANSS
CDSS
CGI 1 (severity)
CGI 2 (global improvement)
GAF
SSES
AIMS; BAS, SAS
GARF
SOFAS
Clinical examination, ECG, lab tests, etc.,
only if performed
Lehman quality of life, SF 36, EuroQoL
Adherence (ROMI)
Adverse events running collection every consultation
Economic evaluation CSSRI, IEQ
Others: BPRS, Lebensqualität, WHO QoL, VSSS, CAN
NFCAS
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Withdrawal

Clinical Global Impression (CGI) This gives a single overall rating of
the degree of mental illness on a 7-point scale [22].

.

The Global Assessment of Functioning (GAF) As its title implies, this
scale provides an overall evaluation of functioning for people with
psychiatric disorders, with detailed descriptions acting as anchor
points [3]. It deliberately conflates mental status and social function.

.
.

If the participant withdrew consent at any time, data collected
up to this point could be included in analysis if the participant
did not object.
If the participant was lost to follow-up, data collected to this
point were used in analysis.
If the participant declined a specific interview but did not rule
out participation at a later date, this later information could be
used.

The study was observational, as no intervention was made either
by or at the behest of the research team. The patients were followed
up for a 2-year period, with data collection every 6 months. Table 1
lists the instruments used at each stage.

 Instruments
The data collected included past psychiatric and service history,
socio-demographic information and clinical information. The clinical information covered diagnosis, current psychiatric and social
state, needs for care and treatment, quality of life, the consumption
of medication, side effects, adherence to treatment, pathway through
the care system and the consumption of service resources.
Depending on local requirements and interest, there was some
variation between centres in the instruments used, as indicated in
Table 1. Assessments of clinical state and quality of life were made
every 6 months, based on individual interviews with the patients.
Every attempt was made to stick to the planned schedule.
Past History and Sociodemographic Description Schedule (PHSD,
WHO) This was adapted for use in the study. The instrument was
used in the WHO Collaborative Study on the Assessment and Reduction of Psychiatric Disability, and our adaptation was based on
the third draft of 1977.
Follow-up History and Sociodemographic Schedule (FU-HSD, WHO)
For the follow-up assessments certain items were selected from the
second draft of this WHO instrument (January 1980).
SCAN SCAN [61, 63] includes the tenth edition of the Present State
Examination, a semistructured clinical instrument for describing
psychopathology. In the current study, we used version 1.0 of SCAN
[63]. In the British and German centres, we used a truncated version
to provide the data for a DSM-IV axis I diagnosis. In the two British
centres, SCAN was used at all interviews.
On all occasions, SCAN was used to evaluate the 4-week period
before interview. At visit 1, the most significant period of earlier
psychopathology was also rated. In the French centres, only the sections on alcohol and drug use were used, and then only at baseline.
French centres used the Structured Clinical Interview for DSM-IV
(SCID) [54] to reach a diagnosis.
Positive and Negative Syndrome Scale (PANSS) The PANSS [28, 29]
comprises 30 items, each rated as a 7-point scale of severity. There
are detailed instructions for conducting the clinical interview on
which the ratings are based, and a glossary of individual items [30].
Seven items provide an overall positive syndrome score, seven a
negative syndrome score, and 16 a general measure of psychopathology. Inter-rater reliability was reported as adequate or good [11,
41]. The German centres also used the Brief Psychiatric Rating Scale
(BPRS) [42] for purposes of comparison.
Calgary Depression Scale for Schizophrenia (CDSS) This questionnaire administered by the researcher has been designed specifically
to measure depression in patients with schizophrenia [1, 2]. It is
composed of nine questions, rated on a 4-point scale. A global score
is obtained by adding the values obtained for each item. Its reliability
and validity are good [2].

Global Assessment of Relational Functioning (GARF) This scale describes and quantifies the relational context within which patients live
and problems occur [16, 21]. It rates the degree to which the family
(defined broadly) meets the affective and instrumental needs of its
members in the areas of joint problem solving, organisation and emotional climate. Its reliability and validity have been established [16].
Medical Outcome Study Short Form 36 (SF36) This global measure
of outcome shows good internal consistency and validity [19], and
community norms are available [25].
The Social and Occupational Functioning Assessment Scale (SOFAS)
The SOFAS was developed from the GAF. Unlike the latter, it focuses
entirely on the individual’s level of social and occupational functioning without consideration of the level of mental disturbance. It
does, however, take account of the impairment caused by physical
medical conditions [20].
Quality of Life Interview (QoLI) Also known as the Lehman Scale
[36], this structured questionnaire concentrates on the social dimension of the quality of life in great detail, in both subjective and
objective terms. It also measures perceived health but excludes other
dimensions often included in quality of life indicators.
EuroQoL This is a self-assessment questionnaire measuring five
dimensions of the quality of life: mobility, personal care, routine occupations, pain and discomfort, anxiety and depression.
The reliability and validity of the scale appear to be good [12,
24, 57].
Economic Assessment Information about the use of services was collected using the standardised Client Service Receipt Interview (CSRI)
[10] and the Malin System. The CSRI was used to collect information
on service use every 3 months retrospectively from patients’ key
workers. It covers hospital-based services, day-centre activities, appointments at the GP surgery, leisure activities, and professional
support for services provided for the client at home. For each service,
information is collected on the type of service, frequency of attendance, duration of attendance, mode of travel to and from the service, and any charges made to the service. Details are also asked
about the time spent by the principal informal carer on both direct
and indirect care activities.
The Malin system was developed in France and its philosophy is
very close to that of the CSRI. However, it also records information
on the type of intervention provided to the patient. A questionnaire
was constructed for use in the French centres to cover the requirements of both CSRI and Malin.
The Rating of Medication Influences (ROMI) Scale The ROMI was
used to evaluate adherence [60]. It is a reliable and valid standardised measure for the assessment of attitudinal and behavioural factors influencing patients’ adherence to neuroleptic treatment [60]. It
assesses the patients’ own reasons for medication adherence and
non-adherence.
The Abnormal Involuntary Movement Scale (AIMS) The AIMS [44]
includes seven items, each relating to the severity of abnormal movement in different anatomical areas. Reliability of the scale seems to
be good [34, 56].
The Extrapyramidal Rating Scale This scale of Simpson and Angus
[51] has good reliability and validity. It contains ten items that
provide an overall score.
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Table 2 Clinical characteristics of samples

Time since first contact (years), mean (SD)
Schizophrenia subtype
Disorganised
Catatonic
Paranoid
Undifferentiated
Residual
Classification of longitudinal course
Episodic with residual symptoms
Episodic with no residual symptoms
continuous
Single episode in partial remission
Single episode in full remission
Other or unspecified pattern
With prominent negative symptoms
Admitted to a psychiatric ward
Episode of physical violence
Committed a sexual offence
Suicide or self-harm attempt

P

France (N=288)

Germany (N=618)

United Kingdom (N=302)

All (N=1208)

14.3 (9.9)

14.5 (9.9)

14.2 (10.6)

14.4 (10.1)

19
2
179
56
30

(6.6)
(0.7)
(62.2)
(19.4)
(10.4)

38 (6.1)
11 (1.8)
480 (77.7)
23 (3.7)
64 (10.4)

15 (5.0)
4 (1.3)
228 (75.5)
28 (9.3)
16 (5.3)

72 (6.0)
17 (1.4)
887 (73.4)
107 (8.9)
110 (9.1)

≤0.0001

125
31
108
6
2
16
95
284
107
11
104

(43.4)
(10.8)
(37.5)
(2.1)
(0.7)
(5.6)
(33.0)
(98.6)
(37.2)
(3.8)
(36.1)

315 (51.0)
154 (24.9)
77 (12.5)
25 (4.0)
14 (2.3)
10 (1.6)
213 (34.5)
573 (92.7)
103 (16.7)
17 (2.8)
215 (34.8)

61 (20.2)
50 (16.6)
119 (39.4)
14 (4.6)
30 (9.9)
27 (8.9)
87 (28.8)
284 (94.0)
105 (34.8)
8 (2.3)
145 (48.6)

450 (41.5)
235 (19.5)
304 (25.2)
45 (3.7)
46 (3.8)
53 (4.4)
393 (32.7)
1141 (94.5)
315 (26.1)
36 (3.0)
464 (38.4)

<0.0001

0.21

Values in parentheses are percentages except as otherwise indicated
The Barnes Akathisia Scale (BAS) The BAS [4] provides explicit
criteria for pseudoakathisia, and mild, moderate and severe akathisia. Inter-rater reliability appears to be very good [4].
The Acute Version of the MRC Needs for Care Assessment (NFCAS-A)
This attempts to standardise expert judgements of individuals’ specific
treatment needs by collecting detailed information about their
mental state and social disabilities, recording the treatment actually
being given to them, and relating this information to a pre-established list of potentially effective interventions, using an explicit
algorithm [7]. It is possible then to arrive at a statement of the extent
to which the participants’ needs are met. The acute version was
developed to accommodate the service response to people in continuing care in the community. It incorporates a global judgement of
the clinical significance of unmet need (clearly, some needs may be
unmet but have relatively little impact on the overall outcome of
treatment). Ratings are made using a panel technique. Research
workers present details of the case to senior clinicians who make
judgements about the extent to which needs for care are being met.
Camberwell Assessment of Need (CAN) The German centres opted to
use the research version of the CAN [43]. This instrument provides
separate assessments of the health and social needs of clients by
clinicians and by the clients themselves. It is clear that clinician and
user ratings of need differ [52]. It has good reliability and validity
[43] and has been used extensively [53].
Involvement Evaluation Questionnaire (IEQ) This instrument was
developed in the Netherlands initially to study the relative impact of
day and in-patient hospitalization on informal carers [48, 49]. It
covers the month before assessment. It may be self-administered,
and includes a distress scale and a separate section on child care.
Psychometric properties are well established and factor analysis
yields four factors of ‘tension’, ‘worrying’, ‘supervision’ and ‘urging’.

The European Service Mapping Schedule (ESMS) The ESMS allows
the compilation of an inventory of the mental health services for the
adult mentally ill population of a particular catchment area, with
descriptions of their major characteristics [26]. Provisions by health
service, social services, voluntary and private sectors are included.
Establishing consistency of use between centres was difficult and
was assisted by meetings of the research workers from the different
countries. Some of the instruments needed to be translated into
German. This was done after the lengthy procedures of back-translation recommended by the WHO [47].

 Procedure
Once the list of participants was drawn up, individuals were contacted sequentially and asked for their consent to the study. After
consent was obtained, they were interviewed and the initial battery
of assessments was completed. The initial and final assessments took
around 3 h, the intervening assessments somewhat less. Assessments
took place in a venue convenient to the patient, either at home or
in a clinical facility. They sometimes required more than one session.
Respondents’ permission for follow-up interviews was sought, and
these were then done at 6-monthly intervals for the 2 years required
by the project.

Results
The clinical attributes of the disorder are shown in
Table 2. The participants as a whole had suffered from
schizophrenia for a considerable period, more than 14
years in each of the countries. As might be expected,

Table 3 PANSS and CDSS (mean scores with standard deviation)

Total PANSS score
Positive subscale score
Negative subscale score
General Psychopathology subscale score
Total CDSS Depression Score

France (N=287)

Germany (N=619)

UK (N=302)

All (N=1208)

P

71.0
14.7
20.0
36.3
3.58

55.7
11.8
15.5
28.5
2.77

48.1 (15.7)
11.5 (5.7)
12.4 (6.2)
24.3 (7.4)
2.35 (3.4)

57.4 (20.9)
12.4 (5.6)
15.8 (7.7)
29.3 (10.6)
3.05 (3.9)

<0.0001
<0.001
<0.0001
<0.0001
<0.001

(21.3)
(5.6)
(8.0)
(11.3)
(4.1)

(19.8)
(5.2)
(7.2)
(10.0)
(3.3)
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Fig. 1 Clinical Global
Impression (CGI)

40

France N=299
35

Germany (N=617)
30

UK (N=301)

%

25

20

15

10

5

0
Normal

Borderline

Mildly ill

Moderately ill

Markedly ill

Severely ill

Extremely ill

P=0.001

virtually all had been admitted to hospital. The majority of cases were of the paranoid subtype of schizophrenia. This diagnosis applied to three quarters of all
cases in Germany and the UK, although in France it
accounted for only just over 60%. The diagnosis of
undifferentiated schizophrenia may have been used in
France for the sorts of cases in which that of paranoid
schizophrenia was used in the other countries. Episodic disorders were commoner in Germany, and continuous illness in France and the UK. However, there
were many more cases of single episodes in full remission in the UK sample. Around a third of all cases
in each of the countries had prominent negative symptoms. Many had been involved in episodes of physical
violence, although this was less marked in the German
sample. Over a third had made an attempt at suicide or
self-harm, and in the UK sample this rose to nearly a
half. Very few had committed sexual offences.
In Table 3, information from the PANSS and the
CDSS is shown. There is a clear tendency for the French
participants to score higher on the PANSS. This was
Table 4 Extrapyramidal symptoms

true of all the sub-scales, but most marked for the
general psychopathology sub-scale. The increased level
of symptoms in the French sample was corroborated
by the mean CDSS score.
In Fig. 1, we display the ratings for the Clinical Global
Impression. On this measure, the UK sample appears to
be skewed towards lesser degrees of illness. There is
an excess of German participants in the markedly ill
category.
Movement disorders were uncommon in our sample (Table 4). The scores on the Simpson and Angus
scale were only a little over the upper limit of normal,
only 30 participants were rated above ‘mild’ on tardive
dyskinesia, and only 27 above ‘mild’ on akithisia. There
are inconsistencies between the countries in the prevalence of extrapyramidal symptoms that are difficult to
interpret. Whereas relatively few of the French participants had no abnormal movements, the samples from
the other two nations were skewed towards moderate
and severe ratings. On the other hand, on the Barnes
Akathisia Scale, only the British sample seemed to in-

France (N=288) Germany (N=618) United Kingdom (N=302) All (N=1208) P
AIMS (severity of
abnormal movements)
None
191 (66.6)
Minimal
63 (22.0)
Mild
26 (9.1)
Moderate
3 (1.0)
Severe
2 (0.7)
BAS (global assessment)
Absent
219 (76.3)
Questionable
50 (17.4)
Mild
13 (4.5)
Moderate
3 (1.0)
Marked
0 (0.0)
SAS extrapyramidal score, 0.38 (0.4)
mean (SD)

504 (81.6)
55 (8.9)
39 (6.3)
12 (1.9)
2 (0.3)

241 (79.8)
25 (8.3)
24 (7.9)
11 (3.6)
0 (0.0)

936 (75.5)
143 (11.8)
89 (7.4)
26 (2.2)
4 (0.3)

<0.001

492 (79.6)
84 (13.6)
24 (3.9)
10 (1.6)
3 (0.5)
0.45 (1.1)

233 (77.2)
34 (11.3)
22 (7.3)
8 (2.6)
3 (1.0)
0.18 (0.3)

944 (78.2)
168 (13.9)
59 (4.9)
21 (1.7)
6 (0.5)
0.36 (0.8)

0.03

Values in parentheses are percentages except as otherwise indicated

<0.0001
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Table 5 Overall functioning and quality of life (mean scores and standard deviation)

GAF
GARF
SOFAS
EuroQoL

France (N=288)

Germany (N=618)

United Kingdom (N=302)

All (N=1208)

P

51.4
52.4
51.2
0.72

50.0
59.9
50.6
0.73

54.0
62.6
54.9
0.75

51.3
58.7
51.8
0.73

0.0015
0.0001
0.0005
0.41

(14.8)
(17.4)
(14.5)
(0.28)

(16.2)
(20.3)
(16.1)
(0.27)

clude more participants rated as having definite symptoms. Finally, on the Simpson and Angus scale, the
German and French samples had the higher scores.
Table 5 displays the overall functioning and quality
of life of the participants. There were few differences in
the GAF score, whereas on the GARF the French sample appeared to function less well. The functioning of
the British sample was rated higher (i.e. more normal)
on the SOFAS score. Finally, on quality of life, there was
very little difference between the respondents in the
different countries.
The socio-demographic characteristics of the participants are shown in Table 6. Comparatively more in
the French sample were male, at 69%. The mean age of
the national samples was largely similar, around 40
years. More in the French sample were single. Nearly
20% of the German sample were married, compared
with only 8% of the French. Divorce and separation
were almost twice as common in the German participants as in the French. Similar numbers of respondents were living alone (around a third). More of the
Germans were living in nuclear families (i.e. with a
partner or with children) compared to the other two
national groups. Nearly twice as many in the French
sample were living with their parents or other relatives
compared with the German and UK groups.

(16.5)
(22.2)
(16.9)
(0.29)

(16.0)
(20.5)
(16.0)
(0.28)

The most striking difference between the patients
in the three countries is in their experience of social
outcomes characterised by exclusion, in particular unemployment, homelessness, rooflessness and imprisonment. Only one person in five was in employment,
although the employment rates were considerably higher in Germany. Only 5% of employed respondents were
in sheltered or voluntary employment in the UK, whereas in Germany and in France, 38 and 18%, respectively,
of all employment was of this type. This is explored
further by Marwaha et al. [38].
Although very few participants were homeless at the
point of induction, many had been homeless in the
past, and quite a few had been roofless. This was far
more marked in the UK sample than in the German or
French samples: nearly a third of the UK sample had
been homeless at some stage, despite the relatively well
developed community-based services there. Likewise,
the number of British respondents who had been to
prison was virtually twice that in the other countries,
at 14%. Whereas a history of homelessness was particularly characteristic of the London sample (43 vs 22%
in Leicestershire), the experience of imprisonment
and rooflessness were surprisingly similar in London
and Leicestershire (imprisonment, 16 and 13%, respectively; rooflessness, 13% in each).

Table 6 Sociodemographic characteristics of samples

Sex, male
Age, mean (SD)
Family situation
Single
Married
Living as a couple
Divorced/separated
Widowed
Living conditions
Living alone
Nuclear family
Living with parents or other relatives
Group accommodation
Other
In employment (including sheltered)
Admitted to a psychiatric ward
Episode of physical violence
Committed a sexual offence
Suicide or self-harm attempt
Been homeless
Been roofless
Been to prison

France (N=288)

Germany (N=618)

United Kingdom (N=302)

All (N=1208)

P

200 (69.4)
39.5 (10.3)

348 (56.3)
41.5 (11.0)

195 (64.6)
40.7 (11.7)

743 (61.5)
40.8 (11.1)

0.0005
0.05

206 (71.5)
24 (8.3)
20 (6.9)
33 (11.5)
4 (1.4)

335 (54.2)
117 (18.9)
40 (6.5)
119 (19.3)
7 (1.1)

203 (67.2)
40 (13.2)
13 (4.3)
43 (14.2)
3 (1.0)

744
181
73
195
14

(61.6)
(15.0)
(6.0)
(16.1)
(1.2)

0.0001

103 (35.8)
47 (16.3)
113 (39.3)
17 (5.9)
7 (2.4)
39 (12.9)
284 (98.6)
107 (37.2)
11 (3.8)
104 (36.1)
27 (9.4)
16 (5.6)
23 (8.0)

205 (33.2)
170 (27.5)
108 (17.5)
84 (13.6)
51 (8.3)
187 (30.3)
573 (92.7)
103 (16.7)
17 (2.8)
215 (34.8)
52 (8.4)
21 (3.4)
43 (7.1)

109 (36.1)
51 (16.9)
73 (24.2)
40 (13.2)
29 (9.6)
33 (11.5)
284 (94.0)
105 (34.8)
8 (2.3)
145 (48.6)
99 (32.8)
40 (13.2)
44 (14.6)

417
268
294
141
87
259
1141
315
36
464
178
77
110

(34.5)
(22.2)
(24.4)
(11.7)
(7.2)
(21.4)
(94.5)
(26.1)
(3.0)
(38.4)
(14.7)
(6.4)
(9.1)

0.0001

Values in parentheses are percentages except as otherwise indicated

0.0001
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Differences in the social and clinical characteristics
of the patients might explain this finding. For this reason, we performed three logistic regression analyses
with homelessness, rooflessness and a history of imprisonment as the dependent variable, and entering
‘country’ together with clinical and social variables as
independent variables. After controlling for the baseline differences in samples in this way, there was still a
major and statistically significant effect of country.
Using Britain as the reference country, the adjusted
odds ratio for having been homeless in France was
0.12, whereas in Germany it was 0.13 (p<0.0001 in both
cases). For rooflessness, the corresponding figures for
France and Germany were 0.24 (p=0.05) and 0.21
(p=0.002). Finally, for imprisonment the figures were
0.3 (p=0.004) and 0.47 (p=0.51).

Discussion
The potential of multinational studies of schizophrenia has been recognised since the US/UK study [15]
and the International Pilot Study of Schizophrenia [62].
More recently, papers have been published from the
European multinational EPSILON study on needs for
treatment, the economics of treatment, quality of life,
level of family care giving and general satisfaction
with care [14, 18, 40, 45, 55, 58].
The European Schizophrenia Cohort (EuroSC) involves the follow up of a large sample of people suffering from schizophrenia in three European countries.
Although it covers some of the same ground as EPSILON,
the latter included only a single centre per country
(none in France or Germany), and did not include the
prospective element so central to EuroSC. The prospective investigation of associations between costs, treatment and outcomes promises to be both novel and
powerful.
Because of variations in service patterns, EuroSC
permits a naturalistic study of the impact of services on
outcome. It will allow us to test hypotheses concerning
the factors that influence course (including medication, adherence and the provision of non-pharmacological treatments) and of the costs associated with
routine care. It will also allow an estimate of the overall
burden of the disorder in terms of severity and persistence of symptoms and disability.
This paper presents only cross-sectional data, in addition to a description of methods applied in the study.
Because of specific local interests and variation in
resource, the methods varied somewhat from site to
site and sampling may have been affected by the differences in the thresholds for, and the services systems
in, secondary care. This means that the relatively small
differences between the national samples will need
controlling for, although some future analyses will
have to be restricted to individual countries.
The differences between the sites may arise from
several sources, including the requirement for differing

sampling strategies and the possibility of systematic
variation in the use of instruments between sites. Only
the London sample included some people who were no
longer in contact with secondary services, and the
reduced mean severity levels from this site may reflect
this. The London sampling strategy accounts for the
increased proportion in the UK of people in full remission after a single episode (10%).
In terms of the subtypes of schizophrenia, three
quarters of the total sample were designated as suffering from paranoid schizophrenia. However, this was
considerably lower in the French sample. Although it is
possible that undifferentiated schizophrenia was used
in France to cover cases that would be referred to as
paranoid in Britain and Germany, the subtyping of
schizophrenia was derived algorithmically from DSMIV criteria, and this would tend to reduce systematic
biases between sites. Around one third of all cases had
prominent negative symptoms, with little variation between sites.
The overall sample was characterised by long-term
illness: respondents had been ill for over 14 years in all
sites, and virtually all had been psychiatric in-patients
at some point in their lives. The similarities in these
respects suggest that our procedures gathered similar
samples in terms of illness characteristics in the different sites. Other aspects of our patients’ psychiatric
careers did vary by site. The German patients were less
likely to have been involved in episodes of violence. It
is especially striking that the UK group, who on many
measures appeared less ill, were the most prone to
violence. The wide variations in violence, if genuine,
support the importance of social context rather than
the fact and characteristics of mental illness [17, 59].
The French sample appeared to have most in the
way of current psychopathology. They scored highest by an appreciable margin on all sub-scales of the
PANSS and on depressive symptoms as assessed by
the CDSS.
Hearteningly, the study patients had relatively little
in the way of extrapyramidal side effects from medication. This may reflect changing practice in the dosages of neuroleptics, and the introduction of the new
atypical drugs. On the AIMS, more than 90% were
rated as having limited or no symptoms, with similar
results for the Barnes Akithisia Scale. The average
scores on the SAS were only slightly above the limit for
the normal range.
Overall functional level was quite good, a pointed
finding when set against the poor access to occupation
of people with schizophrenia [37]. There was little variation between the German and British samples, despite
the differences in employment status [38]. However,
there was a hint of poorer functioning in the French
sample. Quality of life hardly varied at all between
sites.
To summarise, the French sample contained more
males who were more likely to be living with their
family of origin, had more symptoms and perhaps
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poorer functioning. The German sample was more
likely to have been functioning within a cohabitating
relationship. The British sample included more people
with single episodes, and participants were not particularly symptomatic.
Although the mean age of the samples was closely
similar, there were variations in the proportion of males.
In all centres, this exceeded 50%, as would have been
predicted from the existing literature. However, in
France it rose to 70%. Family situation and living arrangements can be used as a reflection of social isolation. The German sample was relatively stable, with a
quarter being married or living as a couple. It also
contained the largest group of divorced or separated
participants, whereas many more of the French and
UK samples had never married. The French sample
showed much the highest proportion living with parents or other relatives, and lower rates of group accommodation than the other two samples. The differences
in the French sample were partly due to the high preponderance of males. Very few of the sample (around
one fifth) were in employment. Overall, these sociodemographic characteristics emphasise the disadvantage imposed by a diagnosis of schizophrenia.
Despite their relatively benign clinical profile, the
British patients had experienced more social exclusion.
In particular, they were characterised by a more frequent experience of homelessness, rooflessness, and
imprisonment. They had also made more suicide attempts. This is despite the relatively well developed
community-based psychiatric services in the areas
sampled in the UK, and it remained after we had
controlled for the moderate differences in social and
clinical characteristics between the samples from the
three countries. This is worrying, particularly if it is an
unintended consequence of the form of service provision in the UK. However, it is equally likely to arise
from general societal differences. At the end of the 20th
century, Britain was a more divided society than
France or Germany, with greater income inequality
and less good social provision (Euro–stat: http://www.
epp.eurostat.cec.eu.int/). Its per capita prison population is the highest in the European Union, and this may
explain the strong history of imprisonment in our
British sample, given that they seem to be no more
violent than the French participants. People with severe mental illness cope less well with pressures leading
to social exclusion: they will be less susceptible to exclusion in jurisdictions where societal structures offer
more effective security.
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