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ABSTRACT 

The current study aim was first, to examine early and late-onset schizophrenia Performances on Brief Psychiatric Rating Scale 

(BPRS) subtest. Methods: The study was conducted at Ranchi Institute of Neuro- Psychiatry and Allied Sciences (RINPAS), 

Kanke, Ranchi. Based on purposive sampling method a group of forty male schizophrenic patients between the age range of 18 

to 42 years was taken twenty patients were early-onset schizophrenia (18 to 30 years) and twenty patients were of late onset of 

schizophrenia (31 to 42) years who were diagnosed according to the DCR, ICD – 10 were selected from different words of 

RINPAS. Similarly, twenty normal controls were selected from different localities of Ranchi. Results: Significant result found 

on different domains of BPRS. Between the schizophrenics groups, the late onset schizophrenics performance was more 

symptomatic than early onset schizophrenics patient on all parameters of the test. The performance of normal on controls group 

was better than schizophrenic groups.  
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1. INTRODUCTION  

Cognition is a high level of mental process by which we understand the world process information, make Judgment and decisions, 

and communicate knowledge to others. Cognition refers to the process whereby individual acquire knowledge of the highest level 

of various mental processes such as perception, memory, abstract thinking, reassuring and problem-solving as well as the more 

integrative and central processes relate, to executive functions such as planning, choosing strategies, set shifting and the enactment 

of these strategies.  

There are few processes which come under the domain of cognition. Attention is a process that enables an individual to focus on 

the relevant information in a stimulus away while also inhibition further processing of non-relevant information (Rothboart, Posher 

& Hershey 1995). Attention is a prerequisite for the successful performance of more complex cognitive process; perception is a 

central step in the processing of sensory information perceived through sensory systems is later transformed into higher order codes 

for use by the various higher order cognitive subsystems. Perceptual functions include activities such as awareness, recognition, 

discrimination, and orientation (Lezak 1995). 

Higher order cognitive functions are related to frontal lobes. When lesion occurs in the frontal lobe, it manifests itself in several 

ways. Cognitive impairment will cause impairment to assuring a mental set shift relatively from one aspect of the situation to 

another, to detach own ego from the outer world or from inner experiences, to hold in mind simultaneously various aspects, to grasp 

the essential of a given whole, to break up a given whole into parts, to isolate and to synthesize them, to abstract properties 

respectively. 

Recognition of the potential importance of cognitive dysfunction in schizophrenia dates back to Kraeplin when he first described 

Dementia Precox in 1919. He noted that while many of the basic cognitive skills (such -as memory or retention and general 

orientation) remain relatively intact in this disorder, apparent decrements in some skills, such as attention and judgment, appeared 

to reflect an underlying deficit in the process of volition. He further suggested that the deficit in higher intellectual abilities might 

involve the frontal brain regions. It appears that he was not using the term higher intellectual abilities in the restricted sense as 

measured by contemporary IQ scales, but rather in a sense similar to contemporary notions of executive skills (Zec, 1995). 
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Over the middle of the 20th century influenced by the advent of medications that effectively treat most of the symptoms of 

schizophrenia other than deficits in format cognitive function the focus of attention on schizophrenia shifted away from cognition 

and towards positive symptoms of the illness. At the very end of 20th century, however, there was a resurgence of interest in 

cognition in schizophrenia. This interest was partially spurred by the realization that functional deficits in schizophrenia are 

responsible for a large amount of the disability and indirect costs of the illness and the recognition that cognitive deficits are largely 

responsible for these functional deficits. Another impetus toward the increased interest in cognition in schizophrenia was the 

realization that some of the newer medications used to treat schizophrenia had beneficial effects on cognition as well. Finally, the 

level of sophistication in the diagnosis and sub type of schizophrenia increased as well leading to greater reliability of findings and 

faster progress in understanding some of the subtleties of cognitive impairments. 

The evidence has long been clear that schizophrenia is a disorder of the brain with genetic and Neurodevelopment components, yet 

the precise nature of the brain pathology and genetic vulnerability remain unknown. In addition, there is remarkable heterogeneity 

among schizophrenia presentation, everyday functioning, treatment response, and course of illness. Indeed, in coining the modern 

term for this disorder, Eugen Bleuler spoke not of “Schizophrenia” such heterogeneity has led some to suggest that the term 

schizophrenia has itself outlived its usefulness (Howard, 1996). A more common approach has been to divide schizophrenia into 

subtypes. Attempts to devise a meaningful subtype’s scheme are as old as the concept of schizophrenia itself. Kraepelin initially 

divided the disorder the disorder into hebephrenic, catatonic, and paranoid forms, and later, impart inspired by E. Bleular, he 

proposed an even more complex subtyping scheme. E. Bleuler (1911) proposed four major grouping based on symptoms 

(hebephrenia, catatonia, paranoid, and schizophrenia simplex) but also suggested the possibility of groupings based on periodicity 

etiology, severity of symptoms and perhaps most important age at onset. 

2. HISTORICAL DEVELOPMENT OF THE CONCEPT 

Early Onset Schizophrenia 

Three-fourth of all schizophrenias begins with a prepsychoticprodromal phase, which lasts several times longer than the psychotic 

prophase. Since an extended pre-treatment course of schizophrenia, as mentioned at the outset, is associated with an unfavorable 

prognosis, the question arises how the early phases of schizophrenia can be made accessible to therapy. By suitable measures it 

might perhaps be possible to delay or even prevent the onset of the first episode. It might be that part of schizophrenias actually 

comes to a halt before the first positive symptoms appear. Such cases are probably encountered as sub-threshold conditions with 

primarily negative or nonspecific symptomatology in epidemiological family studies (Bassett et al, 1994; Mater et al., 1993). 

Deficits in social development come about in the prodromal phase. At this stage failure to reach the expected social status plays a 

greater role than steps of social decline, which gain in relevance after the main social roles, have been acquired. Due to their lower 

age of onset and probably also their more frequent socially negative illness behavior males are socially more disadvantaged in the 

early course of schizophrenia compared with females. In contrast, symptomatology and, surprisingly, type of onset does not seem 

to have any significant influence on the crudely measured two-year outcome of social disability.  

Late-Onset Schizophrenia 

The late onset schizophrenia although not a formal diagnostic category separate from regular schizophrenia, is intended to refer to 

those patients who meet the diagnostic criteria for schizophrenia but where clinical symptoms first emerged in middle age or late 

age. 

An implicit hypothesis of those who assert that late-onset schizophrenia cannot be “true schizophrenia” because it is presumed to 

lack neurodevelopment origins is the notion that late-onset schizophrenia reflects more recently acquired or emergent 

neuropathology. Certainly, behavioral changes ultimately reflect parallel changes in the brain, so on some level, the onset of 

psychosis in any schizophrenia patient must be associated with some parallel changes in brain activity. However, there is no 

consistent evidence for recently emergent neuropathology in late-onset schizophrenia patient.  

Studies of late-onset schizophrenia began with Manfred Bleuler, who personally examined 126 patients whose illness began after 

the age of 40 years. These late-onset cases constituted 15% of the schizophrenia patients he examined 4% of the patients had an 

onset after 60. About 50% of the patients with late-onset schizophrenia had symptoms that were indistinguishable from those seen 

in schizophrenic patients with the more typical younger age at onset. Bleuler’s age cutoff of 40 years influenced the German 

literature. Subsequent reports in the English literature used either 55 or 60 years of age as the dividing line and adopted the term 

“late paraphrenia” to both distinguish the illness from chronic schizophrenia and emphasize its clinical similarities with the condition 

described by Kraepelin. This was an unfortunate choice, however, since Kraepelin had never regarded late age at, onset as a feature 

of paraphrenia. Moreover, the concept of paraphrenia – experiencing hallucinations and delusions without deterioration or 

disturbance of affective response, this distinguishing the disorder form of dementia praecox had been discredited. Driven by the 

early emergence in Europe of geriatric psychiatry as a distinct subspecialty, as well as the apparent syndromic coherence of late 

paraphrenia, including female preponderance, abnormal premorbid personality and social functioning and deafness, the late 

paraphrenia concept was readily adopted and included in ICD – 9. 

3. SIGNIFICANCE OF THE STUDY 

This research is more significant for managing the patients with the help of these tests one can analyze the severity of the cognitive 

dysfunctions and Psychopathology among early-onset schizophrenics patients and late-onset schizophrenics patients and this 

evaluation paves the way to the management of such patient. 
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Limited research has been conducted on the population of early-onset schizophrenics and late-onset schizophrenic and Significant 

of Psychology.  

Venue of study: 

The study has been conducted at Ranchi Institute of Neuro Psychiatry and Allied Sciences (RINPAS), Kanke, Ranchi. 

Statement of the Problem:  The statement of the problem is cognitive dysfunction among early-onset schizophrenics, late-onset 

schizophrenics, and psychopathology. 

4. SAMPLE 

Based on purposive sampling method a group of forty male schizophrenic patients between the age ranges of 18 to 42 years were 

taken in the present study. Twenty patients were of early-onset schizophrenia (18 to 30 years) and twenty patients were of late onset 

of schizophrenia (31 to 42 years) Patients were diagnosed according to the DCR, ICD – 10 and have been selected from different 

words of RINPAS. Similarly, twenty normal controls were selected from different localities of Ranchi. 

Normal Control (Group ‘A’) 

A control group of twenty normal individuals has been included in the study. The subjects who had no history of alcohol or other 

substance abuse were taken for the study. Normal controls were selected from RINPAS staff and local residents of Kanke and 

Ranchi, who were matched in terms of age, education, and handedness etc. General Heath Questionnaire (GHQ – 12) has been 

administered to them. Informed consent was taken from all the participant of the study. Criteria for the exclusion of the subjects 

were similar to that of the experimental groups. 

Inclusion Criteria for Early Onset Schizophrenics (Group ‘B’): 

Following inclusion criteria have been adopted for early onset schizophrenics  

 Patient diagnosed with Schizophrenia according to DCR, ICD – 10. 

 Male Patient. 

 Right Handed. 

 Patient in the age range 18 to 30 years (early onset). 

 Educated at least up to primary level. 

 Duration of illness at least two years. 

 Patient-cooperative for testing. 

Exclusion Criteria for Early Onset Schizophrenics (Group ‘B’): 

Following exclusion criteria have been adopted for early onset schizophrenics. 

 History of any other Psychiatric disorder or personality disorder. 

 History of head injury or another organ city, substance abuse, mental or retardation. 

 Poor eye sight or hearing impairment.  

 Patients who are not able to cooperate. 

Inclusion Criteria for Late-Onset Schizophrenics (Group ‘C’): 

In this present study following inclusion criteria have been adopted  

 Patient diagnosed with Schizophrenia according to DCR, ICD – 10. 

 Male Patient. 

 Right Handed. 

 Patient in the age range 31 to 42 years (late onset). 

 Educated at least up to primary level. 

 Duration of illness at least two years. 

 Patients who are cooperative. 

Exclusion Criteria for Late-Onset Schizophrenics (Group ‘C’): 

In this present study following exclusion criteria have been adopted  

 History of any other psychiatric disorder or personality disorder. 

 History of brain injury or other organ city or history of substance abuse or mental retardation. 

 Poor eye sight or hearing impairment.  

 Patients who are not able to cooperate. 

5. TOOLS FOR THE ASSESSMENTS 

The following tools have been administered in the present study. 

 Socio-demographic and clinical data sheet 
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 Handedness preference schedule (Manual et al 1992) 

 Brief Psychiatric Rating Scale (BPRS) 

Socio-Demographic and clinical data sheet:  

A semi-structured Performa has been used for recording details about the patients such as age, education, marital status, occupation, 

the age of onset of illness etc. 

Handedness preference schedule (Mandal et al 1992): 

To determine the handedness of the subject Hindi version of handedness preference schedule was used. The items included in the 

schedule are mainly based on culturally acquainted hand activities. The schedule consists of fifteen items and subjects are asked to 

indicate their hand preference for an activity on five-point rating scale (1-never, 2- rarely, 3 – occasionally, 4 – frequently and 5 – 

always). 

Brief Psychiatric Rating Scale (Overall and Gorham 1988): 

This scale consists of an interview schedule, symptoms definitions and scientific anchor points for rating symptoms or 

Psychopathology. It was originally developed by John overall and Donald Gorham in 1963 and has been modified by them and 

others over the years. The original BPRS was developed following a factor analysis of the In-patient Multidimensional Psychiatric 

Scale (IMPS), which has been developed by Muarice Lorr and C. James Klett. 

The form or scale of BPRS was developed by David Lukoff, Keith H. Nuechterlein, and Joseph Ventura. In this scale, there are total 

24 items. The rating for items 1 to 10 and 19 – 22 are based on patient's answers to the interviewer’s questions. The time frame for 

these items is the past two weeks. Items 11, 18, 23 and 24 are based on patient's behavior during the interview and the time frame 

covered in the interview period only. The rating of the scale varies from 1 to 7 ratings of 2 – 3 indicates non – pathological intensity 

of a symptom whereas a rating of 4 – 7 indicate a pathological intensity of that symptoms. 

6. PROCEDURE 

Subjects of the schizophrenic groups were selected from different wards and the OPD of Ranchi Institute of Neuro – Psychiatry and 

Allied Sciences, Kanke, Ranchi. Semi-structured clinical data sheet was used. BPRS was used to assess the severity of the psychotic 

symptoms.  

Statistical Analysis: 

The data obtained have been analyzed by using the computer software program, Statistical Package for Social Sciences version 13.0 

(SPSS – 16.0), ANOVA (F) test have been used to compare the performance on cognitive functions among three groups. 2  and’ 

test was also used to compare the socio-demographic details of the three groups. 

Table 1.a.: Socio – Demographic Profile of Normal control (20) early onset (20) and late onset (20) 

Variable 

Normal 

Group mean 

± SD/n(%) 

Early Onset 

Schizophrenia 

mean ± SD/n 

(%) 

Late Onset 

Schizophre

nia mean ± 

SD/n (%) 

2 / F 

 

do 
Level of 

significance 

Age  27.40±6.93 27.85±3.06 39.10±4.17 35.20 - NS 

Marital 

Status 

Unmarried  

Married  

13 (65) 

7 (35) 

8(40) 

12(60) 

5(25) 

15(7) 

6.65* 2 0.05 

Education 

Up to Metric  

Above Metric 

6 (30) 

14 (70) 

15(75) 

5(25) 

14(70) 

6(30) 

46.58*** 4 0.001 

Occupation  

Unemployed  

Semi-skilled  

Skilled  

3(15) 

11(55) 

6(30) 

1(5) 

15(75) 

4(20) 

1(10) 

12(60) 

6(30) 

20.00** 6 0.01 

Domicile  Rural  2(10) 15(75) 13(65) 33.51*** 4 0.001 
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Semi Urban 

Urban  

1(5) 

17(85) 

4(20) 

1(5) 

4(20) 

3(15) 

SES 

LSES 

MSES 

HSES 

3(15) 

16(80) 

1(5) 

16(80) 

3(15) 

1(5) 

15(75) 

5(25) 

--- 

22.48*** 4 0.001 

 

*P < 0.05, ** P < 0.01, *** P < 0.001 

It is clear from Table 1.a. which gives descriptive information about the socio-demographic characteristics of the entire sample, 

which was divided into three groups – Normal control, early onset schizophrenia and late-onset schizophrenia. The mean age of 

normal controls, early onset, and late-onset were 27.40 ± 6.93, 27.85 ± 3.06 and 39.10 ± 4.17 respectively. It is clear from the table 

that there is no significant difference between three groups, regarding their age. Though, there are marked the mean difference 

between the age of early onset and late onset of schizophrenics. Late onsets of schizophrenics were older than that of early onset of 

schizophrenics. 

When the marital status of the subjects has been taken into account. It has been observed that sixty-five percent normal subjects 

were unmarried who may be due to their cultured background of the urban area. Thirty-five percent of normal controls subjects 

were married. In the group of early onset of schizophrenics, only forty percent of the patients were unmarried and sixty percent of 

the patients were married. Only twenty-five percent of late onset of schizophrenics was unmarried and seventy-five percent of these 

patients were married.  

When education of the subjects has been taken into consideration. It has been observed that thirty percent normal subjects were 

educated up to metric, and seventy percent of normal controls subjects were educated above metric. In the group of early onset of 

schizophrenics, seventy-five percent of the patients were educated up to metric and twenty-five percent of the patient was educated 

above metric, which may be due to their illness.  In the group of late-onset schizophrenics, seventy percent of the patient was up to 

metric and thirty percent of the patient was above metric. 

When the occupation of the subjects have been taken into account, it has been observed that normal group had a higher representation 

in employed groups and schizophrenic patient both (Early onset ad Late-onset) had a higher representation in the unemployed group. 

The probable reason may be their enduring illness, frequent hospitalizations, which might have affected their stability in working 

area. 

When domicile of the subjects have been taken into consideration it has been observed that eighty-five percent normal subjects were 

belonging to an urban area and ten percent to a rural area. In the group of early onset of schizophrenics, seventy-five percent of the 

patients were belonging to a rural area and five percent of the patient was from the urban area. In the group of late onset of 

schizophrenics, sixty-five percent belong to the rural background and fifteen percent had urban background.   

All the three groups were matched on socio – economic status. Both the schizophrenic groups belong mostly to lower socio – 

economic status. A possible reason may be that such patients commonly come to the tertiary referral center.  

Table 1.b.: Group comparison of clinical characteristic (N = 40) 

Variable 

Early Onset 

Schizophrenia 

Mean ± SD 

Late-Onset 

Schizophrenia 

Mean ± SD 

‘t’ value 
Level of 

significance 

Age of onset of 

illness 
24.10 ± 4.56 32.90 ± 8.57 18.16* 0.001 

BPRS 22.35 ± 3.93 23.50 ± 4.82 1.54 NS 

 

* P < 0.05 

Table 1.b. gives a summary of the group differences in the sub – groups of schizophrenia on various clinical variables. The mean 

age of onset of illness in Early Onset Schizophrenia and Late-Onset Schizophrenia were 24.10 ± 4.56 and 32.90 ± 8.57 respectively. 
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The differences between the two groups were significant at 0.05 levels. However, there was no significant difference between these 

two groups.  

it has been observed that normal control subjects have better on all domains of BPRS. Schizophrenic patients on a different test of 

BPRS indicates that late-onset schizophrenic patients have significantly more psychopathology in comparison to early onset 

schizophrenic and normal control subjects.  

7. LIMITATION OF STUDY   

 The sample size was small. 

 The study was limited to male schizophrenic population, no female subjects were included. 

 Medication effect on cognitive functioning was not controlled.  

 A larger sample can be used in future studies to generalize the result. 

 Female subjects may be included in the sample. 

 A closer examination between BPRS subscales and neuropsychological variables might be a focus of future research.  

 Other neuropsychological tests may be incorporated in the study for more elaborate assessment of cognitive functions. 
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