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Introduction
Acute and Transient Psychotic Disorders (ATPD), an entity that made its first 
appearance in ICD-10, has its prevalence rate varying from 3.9 to 9.6 per 100,000 
population,[1] in which Other Acute and Transient Psychotic Disorders (ICD-10: 
F23.8) was the most common (69.3%) subtype of ATPD.[2] Owing to similarities 
in several aspects, while some even referred to ATPD as ‘mini-schizophrenia’, 
others have suggested that there lie more differences than similarities between 
the two.[1]

Diagnostic stability of ATPD has been in question time and again. Several pro-
spective observational and retrospective cohort studies evaluated over variable 
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Abstract
Background: Diagnostic stability of Acute and Transient Psychotic Disorders (ATPD) 
has been depicted to be variable, with Indian studies showing range of 63.2–73.3%.

Aim: To see the diagnostic stability of patients with ATPD over a period of 9–13 years 
while constantly assessing other socio-demographic and clinical parameters.  

Methodology: A retrospective cohort study was conducted at Department of Psy-
chiatry of a tertiary care teaching hospital in northern India in October-November 
2021. All patients with an initial diagnosis of ATPD of either gender, above 18 years of 
age who presented from January 2008 to December 2012, were enlisted. An 8 items 
questionnaire equipped to collect necessary details was used to explore various 
aspects of the illness, including present status.

Results: A total of 98 patients were enrolled, out of which the majority belonged to 
Chandigarh, were females and of the age group of 21–30 years. Psychotic symptoms 
were more prominent than affective symptoms. The diagnosis was revised in around 
2/3rd  of the patient population, yielding diagnostic stability as 33.7%. In a 9–13 year 
follow-up period, most patients were maintaining well; either in remission or had 
minimum symptoms. Less than half of the patients were still on medications. There 
was signficant correlation between income groups and psychotic and affective 
symptoms.

Conclusion: The diagnostic stability of ATPD over a period of 9–13 years of initial diag-
nosis is 33.7% and most common revised diagnoses were bipolar affective disorder 
and schizophrenia. 
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periods of time (ranging from 2 years to 20 years) in 
different developed and developing countries across 
the globe yielded varying percentages depicting the 
diagnostic stability of ATPD. Results obtained were 
concluded as being anywhere between 33–100%.[1,3-9] 

According to ICD-10, the stability percentage of 
ATPD was further narrowed down to 63–100%.[10]

Studies assessing diagnostic change have 
showed the varied cumulative risk for schizophre-
nia-spectrum disorder and bipolar spectrum disor-
der among ATPD patients,[5,7,11-13] with results showing 
relatively stable shift in developing countries.[10] 

Among factors assumed to have a role to play are 
female gender, older age at onset, good premorbid 
adjustment, abrupt onset, shifting polymorphic 
symptomatology and absence of schizophrenic fea-
tures found to be predictive factors of diagnostic sta-
bility in ATPD.[11] The diagnostic shift is more evident 
in those with younger age of onset, more first-de-
gree relatives with a history of mental illness, and 
more subsequent psychiatric admissions.[12] Lesser 
illness duration and stressful events predicted 1-year 
favorable clinical outcome for acute psychoses.[14]

In an 8 year follow-up study on 3074 participants 
with ATPD concluded that risk of development of 
schizophrenia was around 36%.[5] In a 20-year-old ret-
rospective study on 87 participants with initial diag-
nosis of ATPD, the diagnosis was revised to bipolar 
disorder or schizophrenia in 64.4% of participants.[12] 

Indian studies conducted over motley periods of 
time found the diagnostic stability to be in the range 
of 63.2-73.3% in contrast to a greater percentage of 
diagnostic instability in developed countries, but the 
shift in diagnosis to either BPAD or schizophrenia 
was comparable with that observed in developed 
countries.[15-17]

The relevance of diagnostic stability is that it is 
a measure of predictive validity for psychiatric syn-
dromes. It is an under-studied area in functional psy-
chosis despite its clinical and research implications. 
There are very few studies to emphatically state its 
actual diagnostic stability. The studies previously 
reviewed had differences in design (prospective vs. 
retrospective study designs) and length of fol-
low-ups, making any comparison seem unjustifiable 
and forced. 
This study aims to enhance our knowledge, more 

so in the deficit domains, by observing all enrolled 
patients with ATPD as baseline diagnosis over an 
optimal period while constantly assessing other 
socio-demographic parameters, clinical presenta-
tion and pharmacological interventions. Greater 
focus has been laid on the trajectory of this entity 
and possible implicated factors. 

Methodology

Setting
The study was conducted at Department of Psychi-
atry of a tertiary care teaching hospital in Northern 
India. 

Study Design
It was a retrospective cohort study. 

Procedure
The Department of Psychiatry runs daily Walk-
In-Clinic (WIC) for patients visiting the psychiatry 
OPD. As a standard protocol, patients visiting the 
psychiatry OPD for the first time are seen in WIC 
by Senior Resident. All socio-demographic and 
clinical information are noted on a predesigned 
semi-structured proforma and diagnosis is arrived at 
according to ICD-10 criteria.[18]Detailed work up date 
is allotted to the patients which are then discussed 
with the Consultant Psychiatrist for final diagnosis 
and further management. Diagnoses and treatment 
are revised, if necessary.

The case record files of all new patients who 
visited the psychiatry department from January 
2008 to December 2012 were screened. All patients 
with an initial diagnosis of Acute Transient Psychotic 
Disorder (ATPD) of either gender with age above 18 
years were enlisted. The files of these patients were 
retrieved and socio-demographic (viz gender, age, 
occupation, education, income, contact details), 
and relevant clinical information (viz confirmed 
diagnosis of ATPD, medications prescribed and 
other treatment-related information) was obtained 
from the files. The files were thoroughly screened 
for any clinical information pertaining to organicity, 
substance-induced psychiatric illness or any other 
alternate diagnosis for the purpose of exclusion 
from study. 
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Only the patients who dropped out from follow-up 
were contacted telephonically to obtain consent 
for participation in the study. Files with incomplete 
baseline socio-demographic and clinical details 
were excluded and patients who refused telephonic 
consent or did not pick up phone on consecutive 2 
occasions were not included in the study. 

Information regarding current ongoing psychiat-
ric treatment and health status was obtained from 
case record files. As follow-up notes contain clinical 
status of the patients, prescription of medicines 
and information pertaining to compliance to med-
ications, the terminologies used implied as follows: 

 ■ ‘maintaining well’ meant that there was no 
increase in dose of psychotropic since last visit 
and no new symptom(s) had appeared; 

 ■ ‘improved but symptomatic’ meant that there 
was a substantial reduction in the severity of 
illness but the patient was still symptomatic and 

 ■ ‘improved’ meant that there was no active psy-
chopathology and the patient is under remission 
and functional. 
For the purpose of ‘compliance to treatment’:

 ■ If the patient was taking medications regularly, 
then it was specified as ‘compliance +’ and

 ■ if not taking medications regularly then as ‘irreg-
ular compliance’. 
If the patient was not taking medications since 

last visit, the patient was assumed to be ‘non-com-
pliant’. 

The understanding regarding these terminolo-
gies remains uniform among members of the treat-
ing team. The follow-up notes contain information 
regarding revision of the diagnosis, if any. To compile 
information, an 8 items questionnaire was drafted 
to explore various aspects of the illness. 

The questionnaire had the following items: 
 ■ What were the prominent symptoms at the time 

of the illness?
 ■ Was any stressor present before the onset of 

illness?
 ■ What were the medications prescribed
 ■ What was the duration of the illness?
 ■ Was the diagnosis revised at any point of the 

illness?
 ■ What is the final diagnosis? 
 ■ Is patient still taking medications? 

 ■ What is the current psychiatric status of the 
patient? 
Information was gathered from case record files 

of the patients based on 8 items questionnaire for 
patients who were coming for follow-ups. The same 
information was asked telephonically from patients 
who were not active to follow-up. If a patient is not 
aware of the revised diagnosis and medications, the 
last information specified in the case record file was 
considered.

Study was carried out in October-November 2021. 
Institutional Ethics Committee approved the study.

Statistical Analysis
All analyses were conducted using SPSS for 
Windows (version 24.0; SPSS Inc., Chicago, IL, USA).[19]  
Discrete categorical data are presented as n (%). P 
value was kept significant at <0.05.

Results
Data of 98 patients was included in the study, and 
the progression of illness was studied over 9-13 
years. 42.9% of the patients belonged to Chandigarh, 
with 55.1% of the patients hailing from an urban 
background. Mean age of the participants was 
30.35 years with a standard deviation (SD) of +11.32. 
Majority of the patients in the age group of 21-30 
years (34.7%). Only 1% of our study population was 
above 60 years of age.

Of the total population, 52% were females and 
48% were males. Most of the population that pre-
sented with a baseline diagnosis of ATPD i.e., 29.6% 
were educated up to high school and least was 
observed among post-graduates (2.0%).

Most of those presenting with ATPD were 
housewives (31.6%), followed by students (19.4%). 
Least percentage observation of ATPD was among 
those with agricultural occupation (1%). 54.1% of 
the patients were married, with an average income 
of INR 3500-7000 among 50.0% of patients. 55.1% 
patients belonged to nuclear families.

There was no family history of psychiatric illness 
in 87.8% of the patients.

The study results denoted an early health-
care-seeking pattern (within 5 days of onset of symp-
toms) among 39.6% of the patients, which could be 

https://www.myresearchjournals.com/
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attributed to severity of presenting symptoms or 
perhaps reflect awareness regarding mental health 
problems. All in all, 92.8% of patients presented 
within 20 days of onset of illness. 

A definite precipitating factor could not be elic-
ited in 65.3% of the patients. 15.1% patients had family 
issues as precipitating factor of their illness, 5% had 
an active stressor and in 2% patients, the illness 
occurred in the postpartum period.

Among the presenting symptomatology, psy-
chotic symptoms were more prominent than affec-
tive symptoms i.e., 79.6% presented with psychotic 
symptoms (78 patients) and 20.4% (20 patients) with 
affective symptoms.

All the patients received psychotropics at first 
visit, of which 81.6% of patients received antipsychot-
ics alone for treatment, 14.4% of patients received 
antipsychotics with a combination of mood stabi-
lizer/SSRI/TCA. 1% of patients were on mood stabiliz-
ers as the sole pharmacological management and 
1% received mood stabilizers along with an SSRI. 
Benzodiazepines were the sole treatment of 2% of 
the population. Records showed that patients who 
received combination or monotherapy as mood sta-
bilizer or mood stabilizer with an SSRI were already 
on these medications before reporting to our set 
up and were continued on same by the psychiatrist. 
Very small number of patients (2%) presented with 
improving symptomatology and hence received 
benzodiazepines only. 

The retrospective analysis over past 9-13 years 
was done to determine the diagnostic stability of 
ATPD. The diagnosis was revised in 66.3% of the 
patient population, yielding diagnostic stability as 
33.7%. Almost 1/3rd of patients (32.6%) had their diag-
nosis revised to bipolar affective disorder and 15.3% 
to schizophrenia. Among other diagnoses kept after 
revision, distribution is shown in Table 1. 

Post the above mentioned follow up period, 
39.8% patients were still on medications. 82.7% of the 
patients were maintaining well; either in remission 
(80.6%) or had minimum symptoms. 

While psychotic and affective symptoms were 
observed in all age groups, psychotic symptoms 
were the sole presentation in all patients who were 
>50 years of age at first visit, and affective symp-
toms were a predominant finding in those <20 years 

of age. This information was however found to be 
statistically insignificant (chi-square: 3.328, p-value: 
0.505). Affective symptoms were found to be more 
in males when compared to females (23.4 vs 17.6%) 
and reverse was true for psychotic symptoms (82.4 
vs 76.6%) (chi-square: 0.499, p-value: 0.480, statisti-
cally insignificant) (Figure 1).

Analysis of socio demographic details revealed 
presentation of predominantly psychotic symptoms 
among those who were educated up to primary 
school (100%), were either self-employed or unskilled 
(both 100%), were either widowed or separated 
(100%), belonging to nuclear family (79.6%), or had 
a rural background (86.4%), with residence either 
Bihar or Uttarakhand. Affective symptoms on the 
other hand were a predominant manifestation 
among those educated up to senior secondary 
(35.7%), those with an agricultural occupation (100%), 
those who were single (24.4%), those belonging to 
joint family (20.5%), and with an urban background 
(25.9%), with the residence of Himachal Pradesh 
(50%). However, this data was found to be statistically 
insignificant.

Psychotic symptoms were seen to be the sole 
presentation in those with income more than INR 
10,000/month (100%) and affective symptoms 

Figure 2: Duration of illness and baseline symptomatology.

Figure 1: Age and sex wise distribution of  
symptomatology.
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Table 1: Diagnostic breakup of cases

Initial Diagnosis of ATPD 
N (%)

Initial diagnosis 
retained N (%)

Diagnosis 
revised N (%)

Revised Diagnosis Frequency
(N)

Percent
(%) 

98 (100%) 33 (33.7) 65 (66.3) Affective disorders 32 32.60%

Schizophrenia 15 15.30%

Phobic anxiety disorders 4 4.20%

Schizoaffective disorder 3 3.10%

Recurrent ATPD 3 3.10%

Substance use disorders 2 2.00%

Other psychotic disorders 2 2.00%

Mental and behavioural disorders 
associated with puerperium

1 1.00%

Mental Retardation 1 1.00%

Organic hallucinosis 1 1.00%

Unspecified Dementia 1 1.00%

Total 98 100% 

Table 2: Association between various income groups and symptomatology

Income (INR) Psychotic symptoms 
frequency(Percentage)

Affective symptoms 
frequency (Percentage)

Total 
(100%)

chi 
square p-value

<3500 14 (82.4%) 3 (17.6%) 17

21.369 0.001**

3500-7000 41 (83.7%) 8 (16.3%) 49

7001-10000 5 (35.7%) 9(64.3%) 14

>10000 18 (100%) 0(0.0%) 18

Total 77 (79.4%) 20 (20.6%) 98
**Significiant.

were predominantly seen in those with income 
between INR 7000-10,000 per month (64.3%) (chi-
square: 21.369, p-value: 0.001, statistically significant) 
(Table 2).

Duration of illness (in days) prior to hospital visit with 
presenting symptomatology was as follows (Figure 2). 
However, this result was statistically insignificant. 
(chi-square: 2.019, p-value:0.732).

During analysis of the data, it was found that 
diagnosis was revised in 100% of patients aged 
greater than 50, with the least diagnostic revision 
among those from 31-40 years of age (57.9%) (chi-
square: 3.371, p-value: 0.498). The diagnosis was 
revised in 70.6% of females when compared to 66% 
of males (chi-square: 0.243, p-value: 0.622).

Considering the illness specifier (number of days 
of symptomatology before seeking medical help), 
diagnostic revision was observed maximally in those 
who had visited the hospital between 11-15 days of 

active symptoms and least among those presenting 
with symptoms 16-20 days after the onset of the 
same but the results were not statistically significant 
(chi-square: 9.046, p-value: 0.06.) 

Discussion
Acute and Transient Psychotic Disorder (ATPD), an 
evolving entity with factors implicated are yet to 
be clearly understood, was the heart of this study. 
Results of the study that entailed careful analysis 
and understanding of the interplay of several 
socio-demographic, clinical and pharmacological 
factors with the diagnostic stability of ATPD and its 
trajectory over 9-13 years were found to be a blend 
of results of previously conducted studies. 

Index study reported diagnostic stability of ATPD 
over a period of 9-13 years of initial diagnosis is 33.7%. 
Earlier studies on diagnostic stability of ATPD from 

https://www.myresearchjournals.com/
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India with period of observation ranging between 
13.2 months to 3 years , found to lie in the range of 
63.2-73.3%,[15-17] little higher than index study but 
similar to international studies.[1,3-9] Lesser diagnostic 
stability in index study could be due to early presen-
tation for treatment seeking, younger onset age and 
longer follow-up duration. 

Index study shows a diagnostic change to 32.6% 
to bipolar affective disorder and 15.3% to schizophre-
nia over 9–13 years and findings are comparable with 
a previously conducted study showing diagnostic 
change over a year to schizophrenia (15%) and affec-
tive disorder (28%).[13] Bipolar affective disorder and 
schizophrenia were found to be the most stable 
diagnostic categories over 5 years with prospective 
consistency of 100 and 95.8% respectively in pre-
vious research,[7] and our study showed that diag-
nostic revision was most commonly to these two 
entities in accordance with previous research.[13] Our 
study, like previouly conducted studies in developing 
countries concluded that the shift in diagnosis to 
either BPAD or schizophrenia was in line with that 
observed in developed countries.[15-17] 

Our study had prime focus on implication of 
socio-demographic factors like gender, sociocul-
tural and educational background with ATPD. The 
study highlighted age of likely presentation to be 
in early adulthood which is in accordance with 
previous studies.[13] Considering educational qual-
ification, the maximum diagnostic revision was 
done in graduates i.e., 81.8% and least in senior class 
passed patients i.e., 57.1% (chi-square: 2.988, p-value: 
0.702).While considering other socio-demographic 
factors, findings were suggestive of maximum 
diagnostic revision among those with agricultural 
occupation ( 83.3%), married patients (69.8%), those 
with income INR 7001-10000/ month (85.7%) , those 
who belonged to a nuclear family (70.4%), and from 
urban background (72.2%) and least among private 
employees (41.7%) , those who were separated/
widows/widowers (50%), those with income < INR 
3500/ month, those who belonged to joint family 
(65.9%) and from a rural background (63.6%). Though 
these predictors of diagnostic stability were found 
to be statistically insignificant, important findings 
emerged. These are unique findings of index study 
and we could not find any study to corroborate the 

association of above socio-demographic variables 
with diagnsotic revision in ATPD. 

Maximal presentation of patients within 5 days 
of evolution of symptoms showed health care 
seeking patterns, which could be due to a multi-
tude of factors (like severity of illness with man-
ageability issues, or better understanding of illness 
with prompt seeking of medical health services for 
mental health issues) which is an important finding 
in a developing country like ours. With precipitating 
factors largely unidentified or varied in presentation 
even when identified, it might be safe to conclude 
that many factors can lead to the onset of or precip-
itate ATPD in vulnerable individuals, leaving scope 
for further research in this domain and remains 
relatively unexplored. Predominant presentation 
with psychotic symptoms influencing treatment 
decisions highlighted that despite lack of definite 
guidelines for the management of ATPD, use of 
antipsychotics forms the mainstay of treatment in 
tertiary care centres. This study, through a long term 
follow up showed an overall good outcome with 
optimal socio-occupational functioning in most 
of the patients, thus reflecting a good prognosis. 
In this study, although stressors weren’t identified 
in the majority of the patients, the prognosis was 
good, which goes against previous research that 
emphasized that identification of the occurrence 
of a stressor was a requisite for good prognosis. [14] 
Presenting symptomology i.e. psychotic symptoms 
versus affective symptoms at the time of presen-
tation might have a definite relation with the eco-
nomic background of the patient, an unexplored 
factor that this study yielded. 

The index study has the strengths of the long-
term observation period to determine diagnostic 
stability (i.e. over a period of 9–13 years) of initial diag-
nosis of ATPD and also looked in the various baseline 
socio-demographic, clinical factors and prescription 
pattern in relation to current psychiatric status and 
outcome. However, it has few limitations as we did 
not look for subsequent/recurrent episodes or any 
relationship between revised diagnosis and continu-
ation of treatment and final outcome. One limitation 
of this long-term follow-up study is that the details 
of patients lost to follow up could not be obtained, 
which could have provided us a better insight. Nev-
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ertheless, this is among the few long-term studies 
from this part of India that still provides us with rele-
vant and clinically useful information that can aid in 
the holistic and better management of this group of 
patients. The study also might open ways for future 
studies in predicting whether robust treatment will 
improve prognosis or revision of diagnosis. 

Conclusion
The index study reported the diagnostic stability of 
ATPD over 9–13 years of observation as 33.7%. The 
major diagnostic shift is to schizophrenia and bipolar 
affective disorder. Older age of onset, female gender 
and later presentation to treatment setting affects 
the stability of diagnosis of ATPD.

Future Direction
There is a need to have a long-term prospective fol-
low-up study with a larger sample size to assess the 
stability of the diagnosis of ATPD and its correlation 
with the baseline socio-demographic and clinical 
presentation and prescription pattern.
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