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Introduction

The presence of prodromal phase is extremely common in 
the development of psychosis and worthy of clinical inter-
est [1]. Cognitive disturbances, social isolation, daily func-
tioning impairment, anxiety, and depression are frequently 
reported before a First Episode Psychosis (FEP) [2]. In this 
respect, a recent meta-analysis on this topic reported that, 
prevalence rate of prodromal states in young people at psy-
chosis onset was 78.3% [3]. In particular, most of people 
experiencing prodrome (approximately 80%) started seek-
ing help before the age of eighteen (mean age at first special-
ist contact for mental health problems = 12 years) and were 
more likely to have previous diagnosis of neurodevelop-
mental disorders, such as conduct disorder, attention deficit 
hyperactivity disorder (ADHD), and intellectual disability 
[4]. Moreover, patients with early onset psychosis (i.e., age 
< 18 years) showed longer duration of both untreated illness 
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Abstract
The beneficial effects of reducing the duration of untreated psychosis on longitudinal outcomes has led to implement early 
intervention programs during prodromal phase, especially for young people. However, little is known about psychiatric 
antecedents in people experiencing First Episode Psychosis (FEP). This study aimed (1) to calculate the proportion of 
FEP participants with previous contact with Child/Adolescent or/and Adult Mental Healthcare Services (CAMHS/AMHS) 
recruited within a specialized “Early Intervention in Psychosis” service, and (2) to compare sociodemographic, clini-
cal, and treatment parameters between FEP patients with and without psychiatric antecedents across a 2-year follow-up 
period. At baseline, all participants (aged 12–35 years) completed the Health of the Nation Outcome Scale (HoNOS). A 
mixed-design ANOVA and a Kaplan-Meier survival analysis were used. The prevalence of antecedents in our FEP popula-
tion was 48%. 15% had previous contact with CAMHS and only 21% of them experienced care continuity transitioning 
to AMHS. The most common past diagnoses in the FEP/CAMHS subgroup were conduct disorder (43.4%) and learning 
disorder (26.3%). Differently, the FEP/AMHS subgroup more frequently had personality disorder (50.8%) and anxious-
depressive disorder (35.9%). FEP/CAMHS individuals had higher baseline HoNOS “Psychiatric symptoms” factor score 
and received higher total number of family psychoeducation sessions than the other subgroups. Our results suggest the 
importance of enhancing strategies for a better transition for adolescents. Indeed, this population appears to be at risk for 
higher psychiatric symptoms detected with HoNOS when developing psychosis.
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and psychosis. In this regard, a recent meta-analysis also 
showed that attenuated psychotic symptoms tend to last for 
more than 1 year before presentation at specialized services 
for Clinical High Risk of Psychosis (CHR-P) [5]. Therefore, 
enhancing early help-seeking is important for early inter-
vention in psychosis, especially for decreasing the “Dura-
tion of Untreated Psychosis” (DUP) [6].

Another clinically relevant point to consider is that 
individuals without full-blown psychotic symptoms at 
the initial assessment may be subsequently diagnosed 
with non-affective or affective psychosis during a 4-year 
follow-up period [7]. Indeed, some people could require 
more time to feel sufficiently secure to disclose their 
symptomatology or define these experiences as abnor-
mal. On the other hand, clinicians do not seem to timely 
identify the development of psychosis when treating other 
disorders [8].

Early intervention programs for psychosis in child/ado-
lescent and adult mental healthcare services have proven to 
be feasible, clinically relevant, and recommended, specifi-
cally in the age group with a high risk of falling through the 
child/adult service gap [6]. In this respect, the results of a 
recent study confirmed that 46.8% of individuals dropped 
out of care as they approached child and adolescent mental 
health services (CAMHS) transition, and commonly expe-
riencing discontinuity of care during this critical period 
[9]. Moreover, the risk of service disengagement increases 
with shorter contact time in CAMHS, is greater in individu-
als without pharmacological treatment, and decreases in 
patients with psychosis, bipolar disorder, eating disorders, 
and neurodevelopmental disorders [9, 10]. For young peo-
ple, it was also reported that the risk of drop-out decrease 
with higher scores on the Health of the Nation Outcome 
Scale (HoNOS) and more severe psychopathology, making 
the transition to adult mental health services (AMHS) more 
likely as well as staying in CAMHS than having care dis-
continuation [11, 12].

However, little is known about people experiencing FEP 
who have had psychiatric antecedents (especially a prior 
contact with CAMHS), as well as about a potential pro-
tective effect for care continuity through CAMHS/AMHS 
transition. In this respect, some studies showed interesting 
clinical and functioning differences between adolescent and 
adult-onset psychosis. Indeed, compared to adolescents, 
FEP adults were significantly associated with better func-
tioning, poorer medication adherence, more psychiatric 
hospitalization, earlier remission of positive symptoms, and 
better functional recovery [13–15]. Therefore, the aims of 
the current investigation were: (1) to calculate prevalence 
rates of young FEP people treated within an EIP program 
previously had been help-seeking in CAMHS or AMHS 

at the prodromal stage, and (2) to longitudinally compare 
sociodemographic, clinical, and treatment response param-
eters between FEP patients with and without psychiatric 
antecedents across a 2-year follow-up study. Additional aim 
was also to quantify the care continuity from first mental 
healthcare service access for psychiatric antecedent to a spe-
cialized “Early Intervention in Psychosis” (EIP) program.

Methods

Setting and participants

All participants consecutively enrolled within the “Parma 
Early Psychosis” (Pr-EP) protocol between January 
2013 and December 2022 were included in this study. 
This protocol is a specialized EIP program implemented 
across adolescent and adult mental healthcare services in 
the Parma Department of Mental Health (Northern Italy) 
[16].

 Inclusion criteria were: (a) specialist help-seeking 
request, (b) enrollment in the Pr-EP program, (c) age 12–35 
years, (d) presence of FEP within one of the following 
DSM-5 diagnoses: schizophrenia, bipolar disorder or major 
depressive disorder with psychotic features, delusional dis-
order, brief psychotic disorder, schizophreniform disorder, 
and psychotic disorder Not Otherwise Specified (NOS) 
[17], and (e) a “Duration of Untreated Psychosis” (DUP) 
of < 2 years. The DUP was defined as the time interval (in 
months) between the onset of overt psychotic features and 
the first antipsychotic prescription [18]. This DUP length 
was selected in accordance to the time limit more com-
monly used to provide effective interventions within the EIP 
paradigm [19].

 Exclusion criteria were: (a) history of previous psy-
chotic episodes (i.e., outside the current illness episode), (b) 
known intellectual disability (IQ < 70), and (c) neurological 
or other medical disease with psychiatric symptoms. Past 
exposure to antipsychotic medication (i.e., at any dosage 
and in previous illness episode before the Pr-EP enroll-
ment) was considered as a “functional equivalent” of past 
psychotic episode [20]. Indeed, the original EIP paradigm 
psychometrically defined the “psychosis threshold” as 
essentially that at which antipsychotic medication would 
probably be started in the common clinical practice [21].

All participants (including minors and their parents) pro-
vided their written informed consent for the study participa-
tion. The research received local ethical approvals (AVEN 
Ethics Committee protocol n. 559/2020/OSS*/AUSLPR) 
and adhered to the 1964 Declaration of Helsinki (and its 
later amendments).
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Assessment

The presence of FEP at entry was detected using the psy-
chometric criteria of the “Comprehensive Assessment of At-
Risk Mental States” (CAARMS), approved Italian version 
[22]. Moreover, the baseline DSM-5 diagnosis was formu-
lated by a minimum of two trained PARMS team members 
using the Structured Clinical Interview for DSM-5 mental 
disorders (SCID-5) [23].

The clinical and functioning outcome assessment included 
the Global Assessment of Functioning (GAF) scale13, and 
the Health of the Nation Outcome Scale (HoNOS) [24].

The GAF is a widely used scale for the assessment of 
daily functioning in individuals with severe mental illness, 
including young people at CHR-P [25].

The HoNOS was specifically developed to assess social 
and clinical outcomes in people with severe mental ill-
ness, including early psychosis [26]. As proposed by Wing 
and co-workers [27], we considered four main outcome 
domains: psychiatric symptoms, impairment, social prob-
lems, and behavioral problems.

Trained PARMS team members conducted both at base-
line and every 12 months the clinical and functioning out-
come assessment during the 2-year follow-up period. A 
sociodemographic/clinical chart was also completed at pre-
sentation, capturing a broad range of parameters including 
gender, age at entry, years of education, employment and 
migrant status, past specialist contact and previous psy-
chiatric antecedents, current substance abuse, DUP, hospi-
talization, suicide attempt, pharmacological therapy, and 
specialized psychosocial intervention.

Procedures

After CAARMS and SCID-5 interviews, FEP participants 
were divided into FEP + or FEP- subgroups depending on 
having or not a past specialist contact for mental prob-
lems. Information on psychiatric antecedents was collected 
directly by patients and/or their family members, and/or 
obtained from medical records. The FEP + group was also 
dichotomized into FEP/CA and FEP/A subsamples depend-
ing if patients have had previous contact with CAMHS or 
AMHS.

All participants were tested for clinical outcomes with 
HoNOS and GAF scale both at baseline and along the 
2-year follow-up period. Moreover, 2-year incidence rates 
of service disengagement, new hospitalization, and new sui-
cide attempt were also calculated. As for specialized treat-
ment, the Pr-EP program provided a 2-year comprehensive 
package including a psychopharmacological therapy and 
a multi-component psychosocial intervention (combining 
individual psychotherapy based on cognitive-behavioral 

approach, psychoeducational sessions for family members, 
and a recovery-oriented case management) in accordance 
with the current EIP guidelines [28, 29]. Specifically. low-
dose atypical AP medication was used as first-line treatment 
[30, 31]. Selective serotonin re-uptake inhibitor and ben-
zodiazepine could be prescribed in case of mood changes, 
anxiety, or insomnia [32]. Individual psychotherapy was 
developed on cognitive-behavioral modules for psychotic 
disorders [33]. Family intervention was based on cognitive-
behavioral model for early psychosis [34]. Finally, each par-
ticipant/family had a dedicated case manager to provide an 
early recovery-oriented rehabilitation and to coordinate all 
interventions planned [35, 36].

Statistical analysis

Collected data were analyzed using the Statistical Package 
for Social Science (SPSS) 15.0 for Windows [37]. All tests 
were two-tailed with a significance level set at 0.05. There 
were no missing data.

In between-group comparisons, the Chi-squared (Χ2) test 
for categorical variables and the Kruskal-Wallis test (with 
the Mann-Whitney test as post-hoc procedure) for continu-
ous measures were used. All p values were corrected for 
multiple comparisons. As for outcome parameters that had 
as endpoint the time when a specific event occurs, we per-
formed Kaplan-Meier survival analyses to consider the dif-
ferent duration of follow-ups and participants who dropped 
out from the study protocol. Finally, a mixed-design ANOVA 
analysis was performed to evaluate the temporal stability of 
HoNOS and GAF scores within and between the three FEP 
subgroups across the 2-year follow-up period.

Results

A total of 489 FEP patients were enrolled in this investi-
gation. Of them, 204 (41.7%) had a previous specialist 
contact, while 285 were grouped in the FEP- subsample. 
Specifically, 76 (15.1% of the FEP total population) had past 
contact with CAMHS (FEP/CA subgroup) and 128 (26.6%) 
with AMHS (FEP/A subgroup) (Fig. 1).

For FEP/CA participants, age at entry was 19.54 ± 3.77 
years and age at previous contact was 13.52 ± 4.32 years 
(Table 1). For FEP/A individuals, age at presentation was 
29.06 ± 5.11 years and age at past specialist contact was 
26.08 ± 5.26 years. The main DSM-5 primary diagnoses at 
the previous contact were: personality disorder (32.8%), 
anxious-depressive disorder (28.9%), conduct disorder 
(16.2%), and learning disorder (9.8%). Specifically, the 
most common past diagnoses in the FEP/CA subgroup 
were: 43.4% conduct disorder, 26.3% learning disorder, and 
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entry found in the FEP/CA subgroup. Moreover, FEP/CA 
individuals were more likely to be single, and students than 
the other two subgroups, and were less likely to be NEET 
(i.e., “Not in Education, Employment, nor Training”). Fur-
thermore, FEP participants with previous specialist con-
tact had longer DUP than FEP- subjects, who differently 
were more frequently referred to the Pr-EP program by 
emergency room. Finally, FEP/CA individuals had higher 
baseline HoNOS “Psychiatric symptoms” factor score and 
received higher total number of family psychoeducation 
sessions than the other two FEP subgroups.

As for clinical outcome, a higher 2-year incidence rate 
of new attempted suicide across the follow-up was found 
in the FEP/CA subgroup compared to the other two FEP 
subsamples. This finding was confirmed also using Kaplan-
Meier survival analyses (see Table 2; Fig. 2 for details). No 

17.1% anxious-depressive disorder. Differently, the FEP/A 
subgroup more frequently had personality disorder (50.8%) 
and anxious-depressive disorder (35.9%). Only 33 FEP par-
ticipants (16.2% of the FEP subgroup with previous contact) 
were directly referred to the Pr-EP program by other mental 
healthcare services within a clinical pathway of care conti-
nuity. In the remaining 171 (83.3%) FEP subjects, their past 
specialist contact ended with their care retention in mental 
health services being terminated (i.e., care discontinuity). In 
particular, 16 FEP/CA individuals (21.0% of the FEP/CA 
subgroup) experienced care continuity through the transi-
tion between CAMHS and AMHS.

Sociodemographic and clinical comparisons among the 
three FEP subgroups are summarized in the Table 1.

At baseline, FEP patients with previous specialist contact 
were younger than FEP- participants, with the lowest age at 

Fig. 1  Prevalence rate of FEP patients with and without previous specialist contact (n = 489). Note. FEP = First Episode Psychosis, CAMHS = 
Child and Adolescent Mental Health Services, AMHS = Adult Mental Health Services; X2 = Chi-square test value; p = statistical significance
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AMHS, care continuity within generalist/first-level mental 
healthcare centers was very low. These findings are even 
lower than what was reported in comparable epidemiologi-
cal studies conducted in different countries (with prevalence 
rates in retention in care ranging from 36.5% to 58.0%) [39, 
40], but similar to another comparable Italian investigation 
(19%) [41].

Overall, although this investigation mainly focused on 
FEP patients who had previously sought help, our findings 
highlight a critical problem for clinical practice: namely, 
a relevant portion (more than a third) of young FEP indi-
viduals seek specialist help for mental distress in a crucial 
age range, but lack sufficient screening for effective psy-
chosis prevention and a potential identification of an at-
risk mental state for psychosis [42]. Among reasons for the 
complexity behind transition period, there are a significant 
psychological vulnerability (i.e., higher rates of full-blown 
mental disorders among late adolescents in comparison with 
younger teenagers) [43], a lack of appropriate care and ad-
hoc services, and a general reluctance of late adolescents to 

intergroup difference was observed in terms of service dis-
engagement and new hospitalization over time..

Finally, mixed-design ANOVA results showed a statisti-
cally significant effect of time on all HoNOS domain scores 
(Table 3) and a relevant group effect for HoNOS “Psychi-
atric symptoms” factor subscores in the FEP/CA subgroup 
(Fig. 3). All partial η² values were higher than 0.140, indi-
cating large effect sizes [38].

Discussion 

Psychiatric antecedents in young FEP population may better 
inform about prognosis and psychopathological trajectories 
in young people experiencing psychosis. In this investiga-
tion, approximately 42% of FEP participants had a previ-
ous contact with mental health services (specifically, 15% 
of the total sample previously accessed in CAMHS). In 
contrast with this relevant prevalence of psychiatric ante-
cedents in FEP patients with previous contact in CAHMS or 

Table 2  Kaplan-Meier survival analysis results: comparison on 2-year outcome incidence rate among the three FEP subgroups
FEP
subgroup

1-cumulative proportion surviving at the 
time

Mean (in months) for 2-year drop-out rate

Estimate SE Estimate SE 95% CI
Lower bound Upper bound

FEP/CA
FEP/A
FEP-
(Overall)

0.250
0.219
0.281
-

0.050
0.037
0.027
–

20.737
21.141
20.007
20.417

0.678
0.510
0.414
0.296

19.407
20.142
19.195
19.837

22.067
22.140
20.819
20.998

Log Rank (Mantel-Cox) Χ2 df p
2.033 2 0.362

FEP
subgroup

1-cumulative proportion surviving at the 
time

Mean (in months) for 2-year new hospitalization rate

Estimate SE Estimate SE 95% CI
Lower bound Upper bound

FEP/CA
FEP/A
FEP-
(Overall)

0.348
0.303
0.294
–

0.061
0.045
0.031
–

23.536
23.806
23.684
23.694

0.270
0.139
0.114
0.086

23.007
23.534
23.461
23.526

24.065
24.077
23.908
23.862

Log Rank (Mantel-Cox) Χ2 df p
0.734 2 0.693

FEP
subgroup

1-cumulative proportion surviving at the 
time

Mean (in months) for 2-year new suicide attempt rate

Estimate SE Estimate SE 95% CI
Lower bound Upper bound

FEP/CA
FEP/A
FEP-
(Overall)

0.123
0.049
0.042
–

0.043
0.021
0.014
–

23.904
23.907
24.000
23.920

0.071
0.103
0.001
0.047

23.764
23.705
24.000
23.828

24.044
24.109
24.000
24.012

Log Rank (Mantel-Cox) Χ2 df p
5.146 2 0.049

Note. FEP First Episode Psychosis, FEP/CA First Episode Psychosis with previous specialist contact in Child/Adolescent mental health ser-
vices, FEP/A First Episode Psychosis with previous specialist contact in Adult mental health services, FEP- First Episode Psychosis without 
previous specialist contact, SE Standard Error, 95% CI 95% Confidence Intervals, Log Rank Logarithm Rank Test, Chi-Square test, df degrees 
of freedom, p statistical value. Bonferroni’s corrected p values are reported. Significant statistical p values are in bold
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when risk for psychosis peaks, with obvious consequences 
in terms of service disengagement, under-treatment, discon-
tinuity of care, and unmet needs [48, 49]. In this respect, 
a recent study on youths’ experiences of moving from 
CAMHS to AMHS showed that young people are strongly 
influenced by concurrent life transitions and individual pref-
erences regarding autonomy and independence [50]. Posi-
tive factors identified during transition were preparation, 
flexible transition timing, individualized transition plans, 
and informational continuity.

For all these reasons, early intervention in psycho-
sis is transitional in nature, bridging the gap between 
CAMHS and AMHS [51]. In line with McGorry and his 
team [52], we can no longer postpone a radical review 
of the structure and resourcing of mental health care for 
young people in transition from childhood to adulthood. 

seek help among mental health professionals and services 
[44]. In this respect, the European “Milestone” survey on 
the architecture and functioning of CAMHS clearly indi-
cated that the organization of services and the distribution 
of resources are often not based on young users’ perspec-
tives and needs, as they should be [45]. Such distance from 
adolescents’ expectations is even more critical as it fails to 
match the epidemiological burden and the natural pattern of 
emerging psychosis in young people [46]. Indeed, youths 
aged 12–25 years have the highest prevalence and incidence 
of severe mental disease across the lifespan, while also hav-
ing the worst access to and engagement with psychiatric ser-
vices compared with all other age groups [47]. Therefore, 
the division of mental health care along the pediatric/adult 
model, which was inspired by the traditional organization 
of somatic medicine, is unfortunate, as it cuts across the age 

Fig. 2   Survival functions: comparison on 2-year new suicide attempt 
incidence rate among the three FEP subgroups. Note. FEP = First Epi-
sode Psychosis; FEP/CA = First Episode Psychosis with previous spe-
cialist contact in  Child/Adolescent mental health services; FEP/A = 

First Episode Psychosis with previous specialist contact in Adult men-
tal health services; FEP- = First Episode Psychosis without previous 
specialist contact
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However, our baseline prevalence of past specialist 
contact is lower than those reported in other comparable 
epidemiological studies, ranging from 56% to 75% [55, 
56]. This difference in prevalence may also be due to 
differences in the mean age at presentation. Indeed, our FEP 
population was slightly older compared to samples recruited 
in previous investigations (25.40 VS. 20.40 years). Overall 
considered, all these findings confirm how it’s important to 
pay attention and carefully monitor help-seeking-behavior 
in young patients typically manifested in their early 20’s, 
especially in terms of psychosis prevention and intervention 
[57].

To be sustainable, it is necessary to bridge the serious gap 
between child-adolescent and adult psychiatry as soon as 
possible. According to the authors, this might be achiev-
able through a framework shift that incorporates the 
full continuum of service response within a promotion 
and prevention framework for youth mental health [53]. 
Moreover, besides improving the accessibility of youth 
mental health, also creating “youth-friendly” primary care 
platforms, another crucial driving principle could be the 
stepwise gradient of increasing intensity and specificity of 
treatment, inspired by a developmentally informed clini-
cal staging model [54].

Fig. 3  Profile plots: mixed ANOVA results on HoNOS “Psychiatric 
Symptoms” domain scores across the 2-year follow-up period in the 
three FEP subgroups. Note - ANOVA = analysis of variance; FEP/CA 
= First Episode Psychosis with previous specialist contact in Child/
Adolescent mental health services; FEP/A = First Episode Psychosis 

with previous specialist contact in Adult mental health services; FEP- 
= First Episode Psychosis without previous specialist contact; HoNOS 
= Health of the Nation Outcome Scale; T0 = baseline assessment; T1 = 
1-year assessment time; T2 = 2-year assessment time
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family psychoeducational sessions, showing a better care 
engagement of their social support.

As for clinical outcomes, the FEP/CA subgroup notably 
showed higher levels of HoNOS “Psychiatric symptoms” 
domain both at baseline and across the 2-year follow-up 
period, as well as a higher incidence rate of suicide attempt. 
Overall, these results seem to suggest that FEP/CA partici-
pants stably represent the most clinically severe FEP sub-
sample along the follow-up, independently from provided 
treatments. These findings appear counterintuitive with the 
common belief that individuals with previous contact with 
mental health services during childhood or adolescence 
should have partially contented their psychopathology, their 
distress and their mental health need through clinical treat-
ment. In this sense, a personal history of previous specialist 
contact with CAMHS may be considered a clinical index of 
worsening psychopathology over time (although this rela-
tionship has no established causality and other factors may 
contribute [e.g., higher clinical severity at baseline, greater 
premorbid functioning decline]). Otherwise, the low rate 
of care continuity in this subgroup suggests a short-term 
use of specialist services, potentially aimed at an immedi-
ate resolution of symptoms. Overall, one question remains: 
what are the potential mechanisms underlying the associa-
tion between prior CAMHS contact and poorer outcomes? 
Perhaps, ineffective and short-term retention in care during 
adolescence does not decrease the DUP [64]. Perhaps, a pre-
vious non-psychotic diagnosis prevents early detection of 
FEP [65].

Limitations

This study had noteworthy limitations. First, information on 
psychiatric antecedents was collected retrospectively from 
medical records. This methodology is prone to information 
bias, as the data in clinical records may not be accurate or 
complete (especially for diagnosis).

Another limitation concerned that there was no knowl-
edge about potential previous primary care treatments. 
Indeed, some FEP patients could have received pharma-
cological treatment for depressive and anxious symptoms 
from their general practitioner. This may also have resulted 
in an underestimation of FEP participants with mental 
health antecedents. Likewise, reliance on past specialist 
contact information may be subject to recall bias or incom-
plete records.

Forth, our study was conducted within a specialized 
“Early Intervention in Psychosis” (EIP) service and this 
might limit the generalizability of the findings to other set-
tings with different service models or patient populations. 
Moreover, although our examination compared subgroups, 

As for primary psychiatric diagnosis at baseline, our 
findings are substantially in line with what was reported in 
other studies relatively to past anxious-depressive disorder 
and past conduct disorder [55, 56], but they differ in terms 
of higher rates of personality disorder and lower rates of 
substance use disorder. In this respect, we hypothesized a 
frequent failure in Italian young FEP participants to hon-
estly admit substance misuse, mainly due to cultural/moral 
reasons [58]. Moreover, as for previous neuro-developmen-
tal disorder having higher prevalence (31.3%) in the study 
by Ortiz-Orendain and colleagues [55], we observed a 9.8% 
baseline rate of learning disorder and only 2 FEP partici-
pants with past comorbid attention-deficit hyperactivity dis-
order (ADHD) together with conduct disorder. Examining 
the main DSM-5 diagnosis in individuals with past contact 
with CAHMS vs. AHMS, a higher prevalence rate of con-
duct disorder in the first subgroup was found rather than 
personality disorder in the second subsample. These find-
ing may be explained by the assumption that personality in 
adolescence is still not well established and by the spread of 
conduct disorder through personality disorders [59]. Other-
wise, a recent study reported a 5% prevalence rate of people 
at risk for psychosis who met criteria for DSM-5 conduct 
disorder and 10% individuals with undetermined conduct 
symptoms, suggesting that conduct disorder could be a 
potential differential disease in youth with mental and sub-
stance use disorders and psychosis, and that this comorbid-
ity may complicate the outcome of each psychiatric disorder 
if not well identified and managed [60]. Moreover, it is 
commonly acknowledged that conduct disorder is the most 
frequent reason for referral of young children to CAMHS 
and that it may evolve into antisocial personality disorder 
in almost half of cases [61]. Otherwise, it was reported that 
people with schizophrenia who committed a crime and had 
a previous diagnosis of conduct disorder had more severe 
positive symptoms and a steadily high-risk assessment score 
[62], leading to a clinically relevant doubt that their past 
diagnosis may mean a different suffering for these patients.

As for sociodemographic and clinical characteristics at 
presentation, FEP/CA participants showed to be younger, 
more frequently singles and students (as expected), and con-
sequently to be less frequently NEET (despite no intergroup 
difference in terms of baseline levels of negative symptoms 
and daily global functioning). Furthermore, FEP patients 
with previous contact had longer DUP. This appears to be 
coherent with their low rates of service engagement and 
care continuity. On the other hand, participants with no pre-
vious contact more frequently were referred by emergency 
room, possibly meaning less familiarity with mental health-
care services and higher fear of stigma [63]. Finally, patients 
with previous contact with CAMHS had higher number of 

1 3



European Child & Adolescent Psychiatry

Declarations

Ethics approval  Local relevant ethical approvals were obtained for 
the research (AVEN Ethics Committee protocol n. 36 102/2019). This 
study was conducted in accordance with the Code of Ethics of the 
World Medical Association (1964 Declaration of Helsinki and its later 
amendments) for experiments including humans.

Consent to participate  All individuals and their parents (if minors) 
agreed to participate to the research and gave their written informed 
consent prior to their inclusion in the study.

Competing interests  The authors declare no competing interests.

Open Access   This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, 
as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article’s Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit ​h​t​t​p​​:​/​/​​c​r​e​a​​t​i​​v​e​c​​o​m​m​o​​n​s​.​​o​
r​g​​/​l​i​c​e​n​s​e​s​/​b​y​/​4​.​0​/.

References

1.	 Addington J (2003) The prodromal stage of psychotic illness: 
observation, detection or intervention? J Psychiatry Neurosci 
28:93–97

2.	 Scazza I, Pelizza L, Azzali S, Garlassi S, Paterlini F, Chiri LR, Poletti 
M, Pupo S, Raballo A (2022) Aberrant salience in first-episode psy-
chosis: longitudinal stability and treatment-response. Early Interv 
Psychiatry 16:912–919. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​1​1​1​​/​e​i​​p​.​1​3​2​4​3

3.	 Benrimoh D, Dlugunovych V, Wright AC, Phalen P, Funaro MC, 
Ferrara M, Powers AR 3rd, Woods SW, Guloksuz S, Yung AR, 
Srihari V, Shah J (2024) On the proportion of patients who experi-
ence a prodrome prior to psychosis onset: a systematic review and 
meta-analysis. Mol Psychiatry. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​3​8​​/​s​4​​1​3​8​0​-​0​
2​4​-​0​2​4​1​5​-​w

4.	 Larson MK, Walker EF, Compton MT (2010) Early signs, diag-
nosis and therapeutics of the prodromal phase of schizophrenia 
and related psychotic disorders. Expert Rev Neurother 10:1347–
1359. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​5​8​6​​/​e​r​​n​.​1​0​.​9​3

5.	 Fusar-Poli P, Salazar de Pablo G, Correll CU, Meyer-Lindenberg 
A, Millan MJ, Borgwardt S, Galderisi S, Bechdolf A, Pfennig A, 
Kessing LV, van Amelsvoort T, Nieman DH, Domschke K, Krebs 
MO, Koutsouleris N, McGuire P, Do KQ, Arango C (2020) Pre-
vention of psychosis: advances in detection, prognosis, and inter-
vention. JAMA Psychiatry 77:755–765. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​1​​/​j​
a​​m​a​p​​s​y​c​​h​i​a​t​​r​y​​.​2​0​1​9​.​4​7​7​9

6.	 Poletti M, Azzali S, Paterlini F, Garlassi S, Scazza I, Chiri LR, 
Pupo S, Raballo A, Pelizza L (2021) Familiarity for serious men-
tal illness in help-seeking adolescents at clinical high risk of psy-
chosis. Front Psychiatry 11:552282. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​3​​3​8​9​​/​f​p​​s​y​t​
.​2​0​2​0​.​5​5​2​2​8​2

7.	 Lindhardt L, Lindhardt M, Haahr UH, Hastrup LH, Simonsen E, 
Nordgaard J (2021) Help-seekers in an early detection of psycho-
sis service: the non-cases. Front Psychiatry 12:778785. ​h​t​t​p​​s​:​/​​/​d​o​
i​​.​o​​r​g​/​​1​0​.​3​​3​8​9​​/​f​p​​s​y​t​.​2​0​2​1​.​7​7​8​7​8​5

outcome analyses were not specifically matching on poten-
tially confounding variables.

Sixth, FEP patients included in our research were not 
higher than 35 years. This does not potentially avoid us to 
consider possible differences in terms of gender. Indeed, it 
is known that women start with psychosis latter than men 
(sometimes related with post-partum or motherhood). To 
better investigate this putative differential factor, future FEP 
research extending age range beyond 35 years old is there-
fore needed. Finally, our research was limited to a 2-year 
follow-up period. Thus, our findings are comparable exclu-
sively with investigations having a longitudinally similar 
design. Future studies with longer follow-up duration are 
needed.

Conclusions

In our study we found out a prevalence of antecedents in 
a FEP population of 48%. Specifically, 15% of our study 
group had previous contact with CAMHS but only 21% of 
them experienced care continuity transitioning to AMHS. 
This result evidences the importance of enhancing strategies 
for a better transition for adolescents. Indeed, this population 
appears to be at risk for higher psychiatric symptoms detected 
with HoNOS when developing psychosis. Moreover, greater 
effort should be made to detect psychiatric antecedents of 
psychosis in both generalist mental healthcare centers and 
primary care in order to reduce DUP and facilitate service 
engagement.
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