
Psychotic disorder 
Paul Bebbington | Dheeraj Rai | André Strydom | Terry Brugha |  

Sally McManus | Zoe Morgan 

ADULT PSYCHIATRIC MORBIDITY SURVEY 2014  CHAPTER 5



 2 | APMS 2014  | Chapter 5: Psychotic disorder | Copyright © 2016, Health and Social Care Information Centre

Summary

• Psychotic disorders produce disturbances in thinking and perception that are 

severe enough to distort perception of reality. The main types are schizophrenia 

and affective psychosis. This chapter presents information on psychotic disorder 

in the adult general population. Because psychotic disorder has a low prevalence, 

data from APMS 2007 and 2014 have been combined to increase the number 

of positive cases for analysis.

• Participants were identified with ‘psychotic disorder in the past year’ only 

if they completed a phase two SCAN (Schedule for Clinical Assessment in 

Neuropsychiatry) interview and it was positive: weighting was used to adjust 

for those who screened positive for psychosis but did not do a SCAN. 

• Overall, the prevalence of psychotic disorder in the past year has remained 

broadly stable at less than one adult in a hundred (0.4% in 2007, 0.7% in 2014). 

There were no significant differences in rate between men and women. Although 

the observed rate was highest in those aged 35–44, associations with age were 

not statistically significant for psychotic disorder in the last year.

• Psychotic disorder was associated with ethnic group, with rates found to 

be higher in black men (3.2%) than men from other ethnic groups. Psychotic 

disorder did not vary significantly in rate between ethnic groups among women. 

• Socioeconomic factors were strongly linked with psychotic disorder, for example 

it was more common in those who are economically inactive and less so among 

people in employment. Associations with benefit status were particularly 

pronounced: about one in seven (13.4%) claimants of Employment and Support 

Allowance tested positive, although the small base size for this group means that 

this finding should be treated with caution. 

• Psychotic disorder was more common in people who live alone, a finding 

consistent with wider evidence on links between mental illness, social 

isolation, and the challenges that people with psychotic disorder may face 

with maintenance of relationships.
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• Overall, four-fifths of people identified with psychotic disorder were in receipt 

of treatment, almost all of whom were on medication; about half of people 

identified with psychosis combined medication with psychological therapy at the 

time of the interview. Very few were in counselling without medication. There 

were indications that the treatment rate for this group increased between 2007 

and 2014, although the sample is too small for reliable trends. Among people 

with psychotic disorder, more than one in ten had an unmet treatment request.

• Survey identification of disorders can never be as reliable as a full clinical 

assessment conducted by a professional over a number of sessions. As with 

the data presented for all disorders in this report, figures should be treated as 

indicative of the proportion of the population affected by symptoms, and not 

a precise point estimate of the prevalence of the disorder.

5.1 Introduction

Psychotic disorders produce disturbances in thinking and perception severe 

enough to distort perception of reality. Symptoms include auditory hallucinations, 

delusional beliefs and disorganised thinking. These may be accompanied by 

unusual or bizarre behaviour and difficulties with social interaction and activities 

of daily living. People with a psychotic illness can make a full recovery, although 

a majority will have repeated psychotic episodes over their lifetime or some degree 

of persistent disability. Psychoses can be serious and debilitating conditions, 

associated with high rates of suicide (University of Manchester 2015) and early 

mortality (Saha et al 2007). 

The Adult Psychiatric Morbidity Surveys (APMS) measured functional psychosis by 

assessing the presence of disorders such as schizophrenia, schizoaffective disorder, 

and affective psychosis (Singleton et al. 2001; McManus et al. 2009). Organic 

psychoses, such as those associated with dementia and Alzheimer’s disease, are 

not discussed in this chapter.1 It can be difficult to compare the community based 

1 APMS 2007 and 2014 included the TICS-M and the Animal Naming measures, which can be used to assess cognitive functioning 
and as proxy indicators of possible dementia. Diagnosed dementia and Alzheimer’s disease can also be recorded at the general 
health section of the interview. These data will be available in the UK Data Service archive.
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prevalence of psychotic disorder from different surveys because of variations in the 

diagnostic categories,2 assessment methods,3 and reference periods used.4 A recent 

systematic review (Kirkbride et al. 2012) found that studies of the prevalence of 

all psychotic disorders showed considerable variation in methodology, quality, and 

results, which made them difficult to pool for meta-analyses. Overall, the studies 

suggested that around four people per 1000 had an active psychotic disorder in the 

past year (annual prevalence). The rate has remained steady over the last 60 years. 

Despite being relatively uncommon, psychotic illness has been found to result in a 

high level of service and societal costs (Knapp 2003; NICE 2014). The World Health 

Organisation (WHO) calculates that the burden and human suffering associated 

with psychosis at the family level is exceeded only by dementia and quadriplegia 

(WHO 2001). People with a psychotic illness who live in the community have low 

rates of employment, and when employed are often in poorly paid and less secure 

jobs (Marwaha et al. 2007). 

Treatment options include antipsychotic medication (also referred to as 

neuroleptics); early intervention, community care, hospitalisation; and cognitive 

behavioural and family therapy for the management of psychotic symptoms 

(Birchwood and Trower 2006; Haddock and Lewis 2005). One of the key priorities 

identified by the Department of Health in relation to psychotic disorder is the early 

delivery of intervention services to people experiencing their first psychotic episode 

(NHS Confederation 2011).

In this chapter we present estimates of the prevalence of past year psychotic 

disorder in the general population. Variation with factors such as age, sex, ethnicity 

and socioeconomic circumstance are discussed, as well as levels of treatment and 

service use. Early surveys in the psychiatric morbidity series covered the offender and 

homeless populations (which are not included in private household surveys like APMS) 

and found rates among these groups to be higher (Gill et al. 1996; Singleton et al. 

1998). Comorbidity with psychotic disorder is described in Chapter 13.

2 Some studies focused on schizophrenia, others included all functional psychoses, and others combined functional and organic 
psychoses. For example, the Psychosis in Finland (PIF) study reported prevalence of all specific psychotic disorders (Perala et al 2007).

3 For example the Composite International Diagnostic Interview (CIDI) is used in the US National Comorbidity Survey Replication 
(Kessler et al. 2004) and the Norwegian Psychiatric Epidemiological Study (Kringlen et al. 2001).

4 APMS reports on psychotic episodes in the past year, some studies refer to current or lifetime experience (for example Perala et al 2007).
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5.2 Definition and assessment

Psychotic disorders 

The disorders discussed in this chapter are based on the WHO International 

Classification of Diseases chapter on Mental and Behavioural Disorders Diagnostic 

Criteria for Research (ICD-10) (WHO 1992). They consist of two main types: 

schizophrenia and affective psychosis. The reference period for psychotic disorder 

was the year prior to interview. 

Case assessment 

To produce estimates of psychotic disorder in adults living in private households 

in England, a two-phase approach was adopted consisting of a phase one screen 

followed by a phase two clinical assessment for a subset of participants.

Phase one screen

Participants with experiences or symptoms indicative of psychosis were identified by 

meeting one or more of the following screening criteria at the phase one interview:

• Currently taking any antipsychotic medication (orally or by injection).  

See the Glossary for a list of antipsychotic medications.

• Reporting an inpatient stay for a mental or emotional problem in the past three 

months, or having been admitted to a hospital or ward specialising in mental 

health problems at any time.

• A positive response to question 5a in the Psychosis Screening Questionnaire (PSQ) 

(Bebbington and Nayani 1995). The PSQ is a series of five probe and five secondary 

questions about mania, thought insertion, paranoia, strange experiences, and 

hallucinations in the past year. Question 5a refers to auditory hallucinations.

• Reporting symptoms suggestive of psychotic disorder (such as mood swings)  

and/or discussing such symptoms with a GP in the past year. 

• A direct question was added to APMS 2014 about whether a participant 

thought that they had ever had any of a list of psychiatric disorders. Self-reported 

identification with psychotic disorder was included as a phase one psychosis 

screening criterion in APMS 2014 only.
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Phase two assessment 

Overall, 6% of participants reported at least one screening criterion indicative 

of psychosis, and so were eligible for a phase two assessment. Not all, however, 

could be assessed at phase two. A fifth (20%) of phase one participants refused to 

be contacted for a phase two interview, and of those issued to phase two with at 

least one psychosis criterion, 27% refused and 6% were non-contacts. In addition, 

the study was designed so that phase two screen-in rates could be monitored 

quarterly: adjustments were made so that in the final quarter of fieldwork 

autism phase two selection criteria were prioritised. Because much was known 

about the characteristics of non-responders to phase two, a complex psychosis 

specific weighting strategy could be developed to address non-response bias. 

See Chapter 14 for discussion of this.

The phase two assessment of psychosis was made using the Schedule for 

Clinical Assessment in Neuropsychiatry (SCAN) version 2.1, a semi-structured 

interview that provides ICD-10 diagnoses of psychotic disorder (WHO 1999). 

Because SCAN involves interviewer judgement of whether symptoms are present 

(as opposed to reliance on self-reports), the interviews were conducted by 

clinically-trained interviewers from the University of Leicester. The presence of non-

organic psychosis in the year before interview was established by applying ICD-10 

diagnostic algorithms to the SCAN generated symptom ratings. Using combinations 

of phase one and phase two data, two differently calculated measures of psychotic 

illness were generated: ‘psychotic disorder in the past year’ and ‘probable 

psychotic disorder’.

Measuring ‘psychotic disorder in the past year’ 

For the identification of psychotic disorder in the past year the following approach 

was used:

• For those who screened positive for psychosis at phase one and had a SCAN 

assessment, the results of the SCAN were used.

• For those who screened negative for psychosis at phase one, it was assumed 

that these were true negatives regardless of whether or not a SCAN assessment 

was completed. 
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• For those who screened positive for psychosis at phase one but did not have a 

SCAN assessment (e.g. due to refusal or non-contact) a weighting strategy was 

applied to take account of non-response. The weighting strategy meant that the 

SCAN results for the participants assessed at phase two were weighted to reflect 

the profile of all participants identified as eligible. 

Measuring ‘probable psychotic disorder’ 

An additional variable has been produced which reduces missing data and 

avoids the need for specific psychosis weights to be used. A difference between 

the ‘psychotic disorder in the past year’ and the ‘probable psychotic disorder’ 

variables is the way in which non-response to phase two is accounted for. A positive 

diagnosis was only possible for ‘psychotic disorder’ if the participant had a positive 

SCAN; while a positive diagnosis of ‘probable disorder’ could also be made on the 

basis of phase one screening questions, where no SCAN interview was undertaken. 

For the measure of probable psychotic disorder the following approach was used:

• For those who screened positive for psychotic disorder at phase one and had 

a SCAN assessment, the results of the SCAN were used.

• For those who screened negative for psychotic disorder at phase one, it was 

assumed that these were true negatives regardless of whether or not a SCAN 

assessment was completed.5

• For those who screened positive for psychotic disorder at phase one but did not 

have a SCAN assessment (e.g. due to refusal or non-contact) those meeting just 

one psychosis screen criterion at phase one were assigned a negative probable 

psychotic disorder outcome, and those meeting two or more psychosis screening 

criteria were assigned a positive outcome.

There have been changes to the psychosis screening criteria used in the 2000, 

2007 and 2014 surveys.6 Firstly, in APMS 2000 participants were asked to name all 

5 As for the ‘psychotic disorder in the past year’ measure, an additional version of this variable has been produced which gives those 
with a positive SCAN assessment but negative phase one screen a positive outcome. Because this identifies more positive cases it is 
useful for subgroup analysis.

6 APMS 1993 used methods for identification of psychosis that were significantly different to those employed on the subsequent 
surveys in the series.
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the medications that they were currently taking, whereas in APMS 2007 and 2014 

prompt cards were used that listed psychotropic medications. This list was extended 

for the 2014 survey to reflect changes in prescribing practice. Secondly, in APMS 

2000 full ICD-10 codings of all health conditions were collected, whereas in APMS 

2007 and 2014 prompt cards were used, listing 22 categories of health condition 

(see the Glossary). Thirdly, an additional screening criterion was included in the 

2014 survey (self-reported diagnosis).

These changes mean that the ‘probable psychotic disorder’ measure is less suitable for 

looking at trends over time than the ‘psychotic disorder in the last year’ measure. 

Whether to use ‘psychotic disorder in the last year’ or ‘probable psychotic disorder’

The ‘psychotic disorder in the past year’ measure has been used as the main 

psychosis outcome in APMS 2007 and 2014. This minimises the risk of false 

positives because identification of disorder is based only on assessment, and not 

on screening criteria. There are concerns about the validity of assigning a positive 

assessment to those meeting two or more phase one screening criteria but not 

having a SCAN interview. For example, some of the psychosis screening criteria 

relate to events that happened long ago (such as having ever been admitted to a 

ward specialising in mental health, even if this was decades ago); to the presence 

of symptoms that could also be linked to different disorders (such as mood swings); 

or to taking particular medication (which while indicated as an antipsychotic, could 

also have been prescribed for other reasons). It is also likely to exclude those at 

an early stage of development (and thus not yet in contact with services). Using 

the probable psychotic disorder measure is likely to overestimate treatment and 

service use among people with psychotic illness in the past year, as several of the 

phase one screening criteria relate to access to services. The probable psychotic 

disorder outcome is likely to include people with a history of psychosis who are 

currently stable on treatment, even where there had been no symptoms in the past 

year. The ‘psychotic disorder in the past year’ variable does have drawbacks. It is 

likely to be an underestimate of the size of the population affected by psychosis, 

as the definition of psychotic disorder in the past year on the basis of the SCAN 

assessment is quite narrow (although appropriate for a study such as this). It 

requires a specific weighting variable and (due to non-response to phase two) the 

number of positive cases identified are small. Because of this, it was decided to 
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prioritise use of the ‘psychotic disorder in the last year’ measure in this chapter, 

but to present prevalence estimates, perform subgroup comparisons, and examine 

treatment rates for psychotic disorder using 2007 and 2014 data combined. 

5.3 Results

Prevalence of psychotic disorder in the past year, in 2007 and 2014

In both 2007 and 2014, less than one adult in a hundred was identified with a 

psychotic disorder in the past year. The estimate for 2007 was 0.4% and for 2014 

it was 0.7%. While statistical tests indicate that this might be a significant increase, 

these figures are also consistent with a continued trend of broad stability in rates of 

psychosis. Any conclusions about trends should be treated with caution considering 

the numbers of confirmed cases were low (23 in 2007; 26 in 2014).

Pooling data from the 2007 and 2014 surveys creates a larger sample. Estimates 

drawing on the combined dataset should be considered the more robust and are 

used in the rest of this chapter. Using the combined dataset, overall prevalence of 

psychotic disorder in the past year was 0.5% of the adult general population. It 

is likely (95% confidence) that if everyone in the household population had been 

tested, the rate would be between 0.4% and 0.7%. Table 5.1

Prevalence of psychotic disorder in the past year (2007 and 2014 combined), 

by age and sex

Using data pooled from the 2007 and 2014 surveys, no difference in rate was found 

between men and women (0.5% of men, 0.6% of women). In none of the survey 

years has a significant difference in rate between men and women been found. 

In both men and women the highest prevalence was observed among those aged 

35 to 44 years (1.0% and 0.9% respectively). This same pattern was also evident 

when using the probable psychosis measure in combined 2007 and 2014 data. 

Age, however, was not found to be significantly associated with psychotic disorder 

in the past year and for this reason, subsequent analyses using this variable are not 

age-standardised. While the presence of organic psychosis is known to increase 

with age, it is not covered in this report. Table 5.2

http://www.digital.nhs.uk/catalogue/PUB21748/apms-2014-ch-05-tabs.xls
http://www.digital.nhs.uk/catalogue/PUB21748/apms-2014-ch-05-tabs.xls
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Variation in psychotic disorder by other characteristics

Ethnic group

The prevalence of psychotic disorder in the past year (using combined 2007 

and 2014 data) was higher among black men (3.2%) than men from other ethnic 

groups (0.3% of white men, 1.3% in the Asian group, and no cases were observed 

among those in the mixed/other ethnic groups). There was no significant variation 

by ethnic group among women. Table 5.3

 

Figure 5A: Psychotic disorder in the past year (2007 and 2014 combined),

by age and sex
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Figure 5B: Psychotic disorder in the past year (2007 and 2014 combined),

by ethnic group and sex

Base: all adults
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Household type

Testing positive for psychotic disorder in the past year was strongly linked 

with people’s current living arrangements. Rates were higher in those living alone 

(1.1%), and lower in people living with others (either with children (0.6%), or just 

with other adults (0.4%)). This pattern was evident both for men and women, 

and fits with that observed for the other disorders considered in this report.  

Table 5.4

Region

Cases of psychotic disorder were evident in all English regions, and the rate did not 

vary significantly across the country. Table 5.5

 

Figure 5C: Psychotic disorder in the past year (2007 and 2014 combined),

by household type and sex

Base: all adults
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Employment status

The prevalence of psychotic disorder among those aged 16 to 64 varied by 

employment status. Overall, economically inactive people were more likely to 

have psychotic disorder (2.3%) than those in employment (0.1%). Table 5.6

Benefit status

The prevalence of psychotic disorder varied markedly by whether or not adults 

were in receipt of particular benefits. Due to recent changes that have taken place 

in the benefit system since the last survey, these analyses are based only on the 

2014 sample. The smaller sample size therefore means that these results should 

be treated with some caution. 

Among 16 to 64 year olds in receipt of an out of work benefit such as Jobseeker’s 

Allowance or Employment and Support Allowance (ESA), 7.3% were identified with 

psychotic disorder in the past year, compared with 0.2% of people of this age not 

in receipt of such benefits. 

 

Figure 5D: Psychotic disorder in the past year (2007 and 2014 combined),

by employment status

Base: aged 16–64
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In 16 to 64 year olds specifically in receipt of ESA, one in seven (13.4%) tested 

positive for psychotic disorder in the past year. This pattern was evident both in 

male and female ESA claimants (14.2% and 12.4% respectively). Table 5.7

Treatment and services 

Mental health treatment

Looking at 2007 and 2014 data combined, four-fifths (82.4%) of adults with 

a psychotic disorder in the past year were receiving some form of treatment 

(psychotropic medication and/or psychological therapy) at the time of the interview 

(compared with 9.8% of those without a psychotic disorder). 

There were indications that the treatment rate in adults with psychotic 

disorder might have increased between 2007 and 2014. However, due to the 

very small number of participants identified using the psychotic disorder in the 

last year measure (23 in 2007, 26 in 2014), this finding should be treated with 

great caution. Tables 5.8, 5.9

 Figure 5E: Psychotic disorder in the past year (2014), by benefit status

Base: 16–64 years (out of work benefits); all adults (housing benefit)
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 14 | APMS 2014  | Chapter 5: Psychotic disorder | Copyright © 2016, Health and Social Care Information Centre

Psychotropic medication 

Almost all people with psychotic disorder who were in receipt of treatment were 

using psychotropic medication. Levels of medication use were 9 times higher in 

adults with psychotic disorder than in those without psychotic disorder (76.4% and 

8.5% respectively). 

The types of medication currently taken by people with a psychotic illness included 

antidepressants (53.9%), antipsychotics (including anti-mania medication) (45.7%), 

and drugs used in the treatment of bipolar disorder (50.3%),7 anxiety (37.4%) and 

sleep problems (17.4%). Note that some individual drugs were assigned to more 

than one category (see the Glossary for details).

Medications used in the treatment of substance dependence were also asked 

about in the 2014 survey. These were being used by 14.6% of people identified 

with psychotic disorder in the past year, compared with 0.9% of the rest of the 

adult population. Table 5.10

7 Bipolar disorder medications were additionally covered in the 2014 survey, with substance dependence also asked about (but not 
included in the ‘any medication’ summary variable). 

 

Figure 5F: Current treatment for a mental or emotional problem 

(2007 and 2014 combined), by psychotic disorder in the past year

Base: all adults
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Psychological therapy

Half (54.4%) of adults with a psychotic disorder in the past year were in counselling 

or other psychological therapy at the time of the interview, compared with 2.6% 

without a psychotic disorder. Most of these people combined psychological therapy 

with psychotropic medication. Just 6.0% of people with psychotic disorder were 

using psychological therapy without also using medication as well. Tables 5.9, 5.10

Use of healthcare and community and day care services 

Of adults with psychotic disorder, nearly three quarters (71.3%) had made use 

of health care services for a mental health reason, either having spoken with a 

GP about a mental or emotional problem in the past year, and/or having had 

an inpatient or outpatient visit for a mental health reason in the previous three 

months. Nearly two-thirds (60.4%) had used community care services in the past 

year, and 40.0% had used day care service in the past year. See the Glossary for 

a list of the types of community and day care services covered. Tables 5.9

Unmet treatment request

In the 2014 survey, participants were asked whether they had requested, but 

not received, a particular mental health treatment in the past 12 months. Unmet 

treatment requests were about seven times more likely among people with a 

psychotic disorder than in the rest of the population (12.2% of people with 

psychotic disorder, compared with 1.8% of those without). Table 5.11

Self-diagnosis and professional diagnosis

Participants were asked which of the mental disorders listed on a show card they 

felt that they had ever had. For each one reported, participants were asked whether 

it had been diagnosed by a psychiatrist, doctor, or other health professional; and if 

it had, whether the disorder had been present in the past 12 months. Because these 

questions were new additions to the 2014 survey, these analyses are based on just 

26 participants identified with psychotic disorder in the past year and so the results 

should be treated with caution.

Less than half of the participants identified during the survey with psychotic disorder 

reported that they thought that they have had ‘psychosis or schizophrenia’ at some 

http://www.digital.nhs.uk/catalogue/PUB21748/apms-2014-ch-05-tabs.xls
http://www.digital.nhs.uk/catalogue/PUB21748/apms-2014-ch-05-tabs.xls
http://www.digital.nhs.uk/catalogue/PUB21748/apms-2014-ch-05-tabs.xls
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point in their life.8 Because these questions were asked in the face to face section 

of the interview, it is possible that stigma – which is particularly pronounced for these 

conditions – might have contributed to underreporting (Dean and Phillips 2016). 

All participants who believed that they have had a psychotic illness had also had 

this illness confirmed by a professional, suggesting that awareness of presence 

of this condition tends to come from a professional rather than being something 

people recognise first themselves. Of those who reported ever having had psychosis, 

nearly all reported that it had been present in the past 12 months. The fact that 

few participants reported having had the disorder in the past but not recently may 

indicate that for many with the disorder, the path to recovery is long. Table 5.12

5.4 Discussion

Psychotic illnesses – such as schizophrenia and affective psychosis – affect a very 

small proportion of the population: less than one adult in a hundred and probably 

closer to one in two hundred. APMS 2007 data placed the rate at around 0.4%, 

APMS 2014 found 0.7%. It is worth noting that those stable on treatment or in 

remission are probably not included in this figure and the rate is likely to be an 

underestimate. This approach to their measurement has been comparable over 

time. The figures for 2007 and 2014 are very similar and are consistent with rates 

being stable, but they also do not rule out there having been an increase in the 

proportion of the population affected. APMS data is underpowered to be definitive 

on this either way and needs to be interpreted in the wider context of other data. 

A further population survey of mental health in the future may provide a check on 

whether or not there is long-term stability (as there has been for many decades) 

or an upward trend.

The sample is also too small for robust examination of trends in treatment 

among people with psychotic disorder. While the figures do suggest that a higher 

proportion of people with psychotic illness were using psychotropic medication 

8 Others reported that they thought that they have had “bipolar disorder (or ‘manic depression’)”. This is considered separately in 
Chapter 9.

http://www.digital.nhs.uk/catalogue/PUB21748/apms-2014-ch-05-tabs.xls
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and psychological therapy in 2014 than in 2007, these rates are based on the 

experiences of just 26 and 23 participants respectively, and should therefore be 

treated with great caution. 

None of the APMS surveys have found rates of psychotic disorder to vary 

significantly with sex. Other studies, however, have found a higher rate of lifetime 

psychosis in men than women. The APMS series consists of surveys of the general 

population, and is subject to response bias in terms of people’s capacity and 

inclination to participate. One study found that women experiencing a psychotic 

episode tend to be able to maintain higher levels of social functioning than men 

experiencing a psychotic episode (Ochoa et al. 2012). This might suggest that of 

people living in private households, women with current psychosis may be more 

likely than men to take part in a survey or possibly that men may be more likely 

to be in an institutional setting (and therefore out of scope of the survey) while 

experiencing a psychotic episode (Thorup et al. 2007). It is possible that people 

experiencing a psychotic episode may be less likely to take part in a survey, although 

the impact of this is minimised to some extent by reporting on the past year rate 

rather than just current. The relatively rare and complex nature of psychosis makes 

it harder to recruit a representative sample of people with the disorder. Prevalence 

could also be underestimated since studies which have access to case notes as 

well as interview data, have been shown to ascertain more cases of psychotic 

disorder than studies using interview information alone (Kirkbride et al. 2012; 

Isohanni et al. 1997). 

In terms of other characteristics APMS data has shown rates of psychosis across 

the population to be concentrated in particular groups. For example, a significantly 

higher rate of psychotic disorder was found in black men compared with other 

men of other ethnic groups. This is consistent with previous analyses of APMS 

1993, 2000 and 2007 data (Qassem et al. 2015) as well as with findings from 

other surveys (King et al. 2005; Fearon et al. 2006). It suggests a need for increased 

mental health service resources in areas with high proportions of black inhabitants 

(Qassem et al. 2015).

The great majority of the participants identified with psychotic disorder were 

recipients of ESA, which indicates how disabling the condition is. ESA is a benefit 
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intended for people unable to work for reasons of illness or impairment and the 

threshold for eligibility is set high. About one ESA claimant in seven was identified 

with psychosis, compared with a rate of about one in a thousand among people 

in employment. This is consistent with previous analyses of APMS 2007, showing 

associations between psychotic disorder and low equivalised household income. 

Analysis of APMS 2007 showed associations between psychotic disorder and 

marital status (McManus et al 2009). In this chapter, it was established that people 

with psychosis are also less likely to be living with another person at all. This 

indicates that they may lack social support, and help with recognition of the onset 

of symptoms and management of treatment at home. Over half of the participants 

identified with psychosis in the survey did not report that they thought that they 

had it. Nearly everyone who did report thinking they had psychosis had been given 

that diagnosis by a professional. The findings in this chapter provide context for a 

continued focus on improving community services including early intervention and 

support for people with a first episode (NHS Confederation 2011; De Girolamo 

et al. 2012).

5.5 Tables

Prevalence and trends

Table 5.1 Psychotic disorder in past year in 2007 and 2014, by age and sex 

Table 5.2  Psychotic disorder in past year and probable psychotic disorder  

(2007 and 2014 combined), by age and sex

Characteristics 

Table 5.3  Psychotic disorder in past year (2007 and 2014 combined),  

by ethnic group and sex 

Table 5.4  Psychotic disorder in past year (2007 and 2014 combined),  

by household type and sex 

Table 5.5  Psychotic disorder in past year (2007 and 2014 combined),  

by region and sex
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Table 5.6  Psychotic disorder in past year (2007 and 2014 combined),  

by employment status and sex

Table 5.7 Psychotic disorder in past year (2014), by benefit status and sex

Treatment and service use

Table 5.8  Treatment and service use among people with psychotic disorder 

in past year, in 2007 and 2014 

Table 5.9  Treatment and service use (2007 and 2014 combined), by psychotic 

disorder in past year 

Table 5.10  Psychotropic medication currently taken (2007 and 2014 combined), 

by psychotic disorder in past year 

Table 5.11  Requested but not received a particular mental health treatment in 

the past 12 months, by psychotic disorder in past year 

Table 5.12  Psychotic disorder in the past year, by self-diagnosis and professional 

diagnosis of psychotic disorder
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