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Background and Hypothesis: Subclinical psychotic 
symptoms (also known as psychotic experiences com-
prising positive features only, and schizotypy comprising 
positive, negative, and disorganized features) are im-
portant markers of schizophrenia liability. Different 
assessment methods detect different sources of mean-
ingful variance and are vulnerable to different biases and 
sources of measurement error. Whereas interview-rated 
psychotic symptoms in childhood are known to predict 
adult schizophrenia diagnosis, the predictive value of 
parent-rated psychotic symptoms remains unknown. We 
tested whether clinician-rated psychotic symptoms and 
parent-rated positive, negative, and disorganized schizo-
typy in early adolescence are nonredundant predictors of 
schizophrenia diagnosis by age 38 years. Study Design: 
In a representative birth cohort (n = 1037) from Dunedin, 
New Zealand, psychotic symptoms were assessed by 
clinical interview at age 11 years, schizotypy was as-
sessed by parent or caregiver ratings at ages 13- and 15 
years, and lifetime schizophrenia diagnosis was assessed 
throughout adulthood until age 38 years. We tested for 
redundancy using bootstrapped multivariable logistic re-
gression. Study Results: Clinician-rated psychotic symp-
toms at age 11 predicted adult schizophrenia diagnosis 
(OR = 2.68, 95% CI = 1.42, 5.06), as did parent-rated 
total schizotypy (OR = 1.83, 95% CI = 1.42, 2.36). In 
univariable models, clinician-rated psychotic experiences 
and parent-rated positive, negative, and disorganized 
schizotypy were significant predictors of schizophrenia 
diagnosis. In multivariable models where clinician- and 
parent-rated scores were entered, only parent-rated neg-
ative and disorganized schizotypy did not predict adult 
schizophrenia diagnosis. Conclusions: Parent-rated 

schizotypy and clinician-rated subclinical psychotic 
symptoms are valid, nonredundant indicators of lifetime 
risk for schizophrenia. 

Key words: observer ratings/psychometrics/longitudinal/
psychosis proneness

Introduction

The experience of subclinical psychotic symptoms in 
childhood predicts the diagnosis of schizophrenia in 
adulthood.1,2 Several terms are used to refer to subclinical 
psychotic symptoms including (but not limited to) psy-
chotic experiences and schizotypy. Schizotypy refers to a 
broader concept that includes more stable individual dif-
ferences in negative and disorganized features alongside 
positive features,3 whereas psychotic experiences refers 
only to positive features of psychosis that are more often 
transient in nature. Typically, psychotic experiences are 
assessed using interview or self-report measures whereas 
schizotypy is predominantly assessed by self-report.4,5 
In assessment, positive features of schizotypy are typi-
cally inferred from psychotic experiences. That is, meas-
ures of positive schizotypy and psychotic experiences are 
typically the same or similar, despite the associated con-
structs being conceptually distinct. Therefore, measures 
of psychotic experiences reflect the positive component 
of schizotypy. Whereas there is extensive evidence on 
outcomes associated with self-reported schizotypy,6,7 the 
use of lay observer-rated measures to assess schizotypy 
or psychotic experiences is uncommon8 and there is little 
research into the utility and validity of observer-rated 
measures in this context.
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Different modes of assessment tap different perspec-
tives and expressions of psychotic experience and schiz-
otypy. Interview ratings reflect self-reported symptoms 
and, to a lesser extent, observed behavior, whereas ob-
server ratings more commonly reflect observed behavior. 
Self-report, whether filtered by an interviewer or not, 
reflects generalized recall, inferences, social desirability, 
or traits whereas observable behavior may not be typical 
and will almost certainly reflect a current or desired state. 
Self-report is inherently more sensitive to intraindividual 
differences (ie, differences in self  compared with previous 
or ideal self) whereas observer ratings are more sensitive 
to interindividual differences (ie, differences in an indi-
vidual compared with others). Different observers or 
interviewers may be differently aware of or sensitive to 
specific signs, have different thresholds for endorsement 
of specific items, have different proximities or exposure to 
the subject of observation, and have different background 
knowledge or experience. Consequently, different modes 
of assessment may convey different information; they 
may be differently sensitive to environmental and genetic 
influences on psychopathology.9 Therefore, self-report, 
interview, and observation assessments are vulnerable to 
different sources of bias and measurement error.

Relative to self-report, schizotypy, and psychotic ex-
periences are infrequently assessed by parent report. 
Nevertheless, studies show parent report of schizotypy 
features or psychotic experiences predict clinical high risk 
or other clinical psychosis outcomes10,11 (although not al-
ways12,13) and are predicted by schizophrenia-related envi-
ronmental exposures14 and polygenic risk scores.15 Parent 
report has been found to be better than self-report in 
predicting conversion to psychosis.16 In some of this re-
search, however, parent reporting is very likely to have 
been affected by recall or other biases,13,17 not sufficiently 
independent of the outcome of interest,10 or integrated 
with self-report from offspring.10,18,19 Childhood psy-
chotic experiences assessed using structured diagnostic 
interviews have been shown to predict adult schizo-
phrenia diagnoses,1,2 but whether parent-rated schizotypy 
also predicts adult schizophrenia diagnosis is unknown.

Discrepancies exist between parent-reported and child-
reported subclinical psychotic symptoms,16 and parent–
child agreement rates tend to be lower for adolescents 
than younger children.20 Such age-related differences in 
agreement are evident across internalized and external-
ized symptoms in children.21 Agreement between parents 
and clinicians also varies. Parent–clinician agreement is 
greater for externalized than internalized symptoms,21 
and may be greater for maladaptive personality traits22 
than for specific psychotic experiences.23 Achenbach et 
al.21 reported that parent–clinician agreement averaged 
about r = 0.24 across 5 child psychopathology studies 
(total n = 378).

Informant discrepancies do not necessarily imply that 
parent-reported symptoms, relative to clinician ratings, 

are less-valid indicators of liability for schizophrenia.21 
Different indicators may capture or reflect different mani-
festations of schizophrenia liability. There is little under-
standing of what discrepancies in measurement between 
different informants may represent.24 Testing whether 
parent- and clinician-rated measures predict the same or 
different schizophrenia-related liability factors is impor-
tant for understanding whether these measures should 
be used in combination or whether they are redundant 
and can be used interchangeably. Therefore, our aim was 
to test whether parent-rated schizotypy and clinician-
rated psychotic experiences obtained during childhood 
are nonredundant predictors of adult schizophrenia 
outcomes. We hypothesized that these 2 approaches to 
assessment would make specific contributions to the pre-
diction of schizophrenia diagnosis. A finding that parent-
rated schizotypy is not redundant with clinician-rated 
psychotic experiences would reinforce the informational 
value of caregiver insights in clinical and research set-
tings, and promote research into developmental trajec-
tories through childhood and adolescence.

Method

Participants

Participants were members of the Dunedin 
Multidisciplinary Health and Development Study 
(Dunedin Study), a longitudinal investigation of health 
and behavior in a population-representative birth co-
hort of 1037 individuals (91% of eligible births; 52% 
male) born between April 1, 1972 and March 31, 1973 
in Dunedin, New Zealand (NZ). The longitudinal study 
was established at age 3 years based on residence in the 
province.25 Assessments were conducted at birth and at 
ages 3, 5, 7, 9, 11, 13, 15, 18, 21, 26, 32, and 38 years, 
where 961 (95%) of the 1007 participants who were still 
alive took part. Each study member attended the research 
unit for a day of interviews and examinations. The co-
hort represents the full range of socioeconomic status 
on NZ’s South Island, and as adults match the national 
adult health indicators (eg, body mass index, smoking, 
primary care visits).26 Study participants are primarily 
of NZ European ethnicity (approximately 93%). Written 
informed consent was obtained from participants, and 
the study was approved by the NZ Health and Disability 
Ethics Committee.

Measures

Schizotypy attributes, including psychotic experiences, 
were measured by parent report at age 13- and 15 
years using a scale created from items from the Revised 
Behavior Problem Checklist (RBPC).27 The schizotypy 
item subset, which included items aligned with Meehl’s 
definition of schizotypy,28,29 is described by O’Hare et al.30 
The RBPC is an informant-report scale containing 77 
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items that describe problem behaviors, with each item re-
quiring a rating on a 3-point scale (0 = no, does not apply, 
1 = yes, applies somewhat, 2 = yes, certainly applies). 
Parents or caregivers, who had not been informed of re-
sults of diagnostic interviews that their child completed 
at these or any prior timepoints, completed the RBPC in 
reference to the child’s behavior over the past 12 months. 
We selected RBPC items based on the alignment of item 
content with descriptions of schizotypy31,32 to form 3 a 
priori subscales: Positive cognitive-perceptual features 
(“Expresses strange, far-fetched ideas,” “Expresses beliefs 
that are clearly untrue (delusions),” and “Tells imaginary 
things as though true; unable to tell real from imagined”); 
negative interpersonal features (“Shy, bashful,” and “Not 
liked by others; is a ‘loner’ because of aggressive behav-
iour”); and disorganized features (“Repetitive speech; 
says same thing over and over,” “Incoherent speech, what 
is said doesn’t make sense,” and “Repeats what is said 
to him or her; ‘parrots’ others’ speech”). Subscale and 
total scores were standardized for analyses. McDonald’s 
omega for the 8 RBPC items was 0.70 at age 13, and 0.62 
at age 15. For positive features, McDonald’s omega co-
efficients were 0.72 (age 13) and 0.52 (age 15); for disor-
ganized features, omega coefficients were 0.57 and 0.59, 
respectively. As omega requires at least 3 indicators, in-
ternal consistency for the negative component could not 
be estimated. Data were missing for 1.85% of RBPC item 
ratings; item-level missing data were imputed using the 
expectation-maximization algorithm and subsequently 
constrained to have integer values.

Psychotic experiences at age 11 years were meas-
ured with the schizophrenia section of the Diagnostic 
Interview Schedule for Children (DISC-C)33 administered 
by a child psychiatrist. Items were: (1) “Some people be-
lieve in mind reading or being psychic. Have other people 
ever read your mind?”; (2) “Have you ever had messages 
sent just to you through television or radio”; (3) “Have 
you ever thought that people are following you or spying 
on you?”; (4) “Have you ever heard voices other people 
can’t hear?”; and (5) “Has something ever gotten inside 
your body or has your body changed in some strange 
way?” Items were rated as not present (0), possibly present 
(1), or definitely present (2). Children were classified as 
having strong symptoms (scores of 1 on 2 or more symp-
toms, or a score of 2 on 1 or more symptoms), weak 
symptoms (score of 1 on 1 symptom), or no symptoms.1,2 
Previously, scale ratings have been dichotomized (none 
or weak symptoms vs strong symptoms); in the current 
study, we use the ordinal scale.

Psychiatric diagnoses of schizophrenia were made ac-
cording to symptom and impairment criteria from the 
DSM-III-R34 at ages 18- and 21 years, or the DSM-IV. 
Participants were interviewed by an experienced mental 
health professional using the Diagnostic Interview 
Schedule35,36 during study visits. The interviewer re-
corded notes on observable symptoms. Diagnosis of 

schizophrenia was made if  participants met symptom and 
impairment criteria from the relevant DSM. Additionally, 
several extra steps were taken to ensure validity of the di-
agnosis.1,2 First, hallucinations were required to be present 
in addition to at least 2 other positive symptoms. Second, 
objective evidence of impairment from psychosis was re-
quired from informants. Third, study members brought 
their medications to the assessment for classification by 
a pharmacist. Fourth, informants provided information 
on positive and negative symptoms via postal question-
naire. Last, parents of study members were interviewed 
about their child’s psychotic symptoms and treatment. 
These data were compiled and reviewed by 4 clinicians to 
achieve best-estimate diagnosis.

Statistical Analyses

Bivariate correlations were tested with Pearson coeffi-
cients obtained using all available data, with significance 
determined from bootstrapped bias-corrected accelerated 
confidence intervals (5000 replications). Logistic regres-
sion was used to test whether clinician-rated psychotic 
experiences, parent-rated schizotypy scores, or both, 
predicted schizophrenia diagnosis by age 38. Regression 
models were tested using those with RBPC, DISC-C, and 
schizophrenia diagnosis data. The first model involved 
the regression of diagnosis onto DISC-C psychotic expe-
rience and RBPC total schizotypy scores, and the second, 
the regression of diagnosis onto psychotic experience 
and positive, negative, and disorganized subscale scores. 
Both models were tested in univariable and multivariable 
analyses, and the latter were conducted with and without 
adjustment for sex. For interest, nonparametric boot-
strapped receiver-operating characteristic (ROC) curves 
and the areas under the curves (AUC) were estimated for 
univariable prediction of diagnosis from parent-rated 
total schizotypy and clinician-rated psychosis experience, 
also with 5000 replications. All analyses were completed 
using Stata/SE 17.0. We used a significance criterion of 
P < .05.

Results

Descriptive Statistics and Bivariate Correlations

Of the total sample (n = 1037), n = 831 had data for the 
RBPC at age 13, and n = 952 had RBPC data at age 15. 
There were no significant group differences between those 
who had data for the age 13 RBPC (n = 804) and those 
who did not (n = 148) in total RBPC schizotypy scores 
at age 15, with t(950) = 0.39, P = .70. Given this, RBPC 
scores from age 13 and 15 assessments were averaged to 
increase the sample size to n = 979 (ie, where participants 
had RBPC scores for 1 time-point only, just that score 
was used), of which n = 923 also had information on psy-
chiatric diagnosis by age 38. At age 11, 25% of the co-
hort completed assessment at school and did not see the 
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psychiatrist, so psychotic experience ratings are available 
for n = 789 cohort members, of which n = 751 also had 
adult psychiatric diagnosis data. Those who did not have 
DISC-C data available did not differ significantly from 
those who did in terms of schizophrenia diagnosis or any 
other psychiatric diagnosis by age 38.1,2

Table 1 gives descriptive information on schizotypy 
and psychotic experience measures, and schizophrenia 
diagnosis outcomes, as well as bivariate correlations 
among these variables for the whole cohort. There were 
small significant correlations of total, positive, and disor-
ganized schizotypy ratings with age 11 psychotic experi-
ences, whereas there was no evidence negative schizotypy 
predicted psychotic experiences. Schizotypy ratings and 
psychotic experiences all predicted schizophrenia diag-
nosis. Figure 1 shows raw DISC-C PE total scores and 
standardized RBPC schizotypy scores by schizophrenia 
diagnosis outcome.

Relationship with Adult Schizophrenia Diagnosis

Table 2 shows results of  the logistic regression ana-
lyses. There was evidence that clinician-rated psychotic 
experiences and parent-rated schizotypy predicted 
adult schizophrenia diagnosis by age 38. Psychotic 
experience, total schizotypy, and each of  the schizo-
typy subscales predicted schizophrenia diagnosis when 
tested in univariable analyses. In multivariable analyses, 
clinician-rated psychotic experiences and parent-rated 
total schizotypy each contributed to the prediction of 
schizophrenia diagnosis, with the magnitudes of  their 
odds ratios diminished only slightly from the univariable 
results. The RBPC subscales for positive, negative, and 
disorganized schizotypy were all significant as single 
predictors of  schizophrenia diagnosis. When entered 
into multivariable analyses, with DISC-C psychotic 
experiences, negative and disorganized schizotypy did 
not predict schizophrenia diagnosis whereas positive 
schizotypy remained a significant predictor alongside 

psychotic experience. Adjustment for sex did not affect 
findings.

Supplementary figure 1 shows the ROC curves for the 
prediction of diagnosis from RBPC total schizotypy and 
DISC-C psychotic experiences. The estimated AUC coef-
ficients and their 95% bias-corrected bootstrapped con-
fidence intervals indicate that, while the AUC coefficient 
for the RBPC total schizotypy was greater in magnitude 
(AUC = 0.677, 95% CI = 0.579, 0.763) than that for 
the DISC-C psychotic experiences (AUC = 0.586, 95% 
CI = 0.506, 0.686), these were not significantly different.

Discussion

In a longitudinal birth cohort study, we found evidence 
that clinician-rated psychotic experience and parent-rated 

Table 1.  Descriptive Statistics and Bivariate Correlations Among Schizotypy, Psychotic Experience, and Schizophrenia Diagnosis at Age 
38 Years

Variable M (SD)/n (%) 1 2 3 4 5

RBPC schizotypy (n = 979)
1 Total 0.92 (1.21)
2 Positive 0.20 (0.49) 0.72***
3 Negative 0.41 (0.51) 0.64*** 0.23***
4 Disorganized 0.31 (0.65) 0.80*** 0.40*** 0.24***
5 DISC-C PE (n = 789) 0.12** 0.13*** 0.04 0.09*

No PE 673 (85.3%)
Weak PE 103 (13.1%)
Strong PE 13 (1.7%)

6 Schizophrenia (n = 957) 37 (3.9%) 0.19*** 0.18** 0.11** 0.12** 0.12*

Note. DISC-C, Diagnostic Interview Schedule for Children; PE, psychotic experience; RBPC, Revised Behavior Problem Checklist.
*P = .05, **P = .01, ***P = .001 (bias-corrected accelerated bootstrapped confidence intervals).

Fig. 1.  Raw psychotic experience and standardized schizotypy 
scores for those with (filled circles) and without (empty circles) 
schizophrenia diagnoses by middle adulthood. PE, Diagnostic 
Interview Schedule for Children, psychotic experience sum 
score. RBPC, Revised Behavior Problem Checklist schizotypy 
scores (total schizotypy and positive, negative, and disorganized 
components). Error bars are (standard normal) 95% confidence 
intervals.

http://academic.oup.com/schizophreniabulletin/article-lookup/doi/10.1093/schbul/sbad158#supplementary-data
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schizotypy in childhood and adolescence each make dis-
tinct contributions to the prediction of adulthood schiz-
ophrenia diagnosis. Mean parent-rated schizotypy was a 
significant predictor of schizophrenia diagnosis by age 38 
and, when clinician-rated psychotic experiences were in-
cluded in the model, the size of the relationship between 
parent-rated schizotypy and schizophrenia diagnosis 
did not diminish. This pattern of effects indicates that 
parent-rated schizotypy and clinician-rated psychotic 
symptoms in early adolescence are not redundant indica-
tors of schizophrenia liability.

Our findings extend those in earlier reports on the same 
cohort that showed subclinical psychotic experiences in 
childhood predict schizophreniform diagnosis by age 26 
years,2 and predict schizophrenia, posttraumatic stress 
disorder, and suicide attempts by age 38 years.1 Our find-
ings suggest that parent-rated schizotypy and clinician-
rated subclinical psychotic experiences capture different 
aspects of schizophrenia liability. Consistent with this 
view, parent- and clinician-rated measures were weakly 
correlated (r = 0.09–0.12). Others have likewise observed 
small (and even negative) parent–clinician correlations. 
Small negative coefficients (r = −0.13 to −0.01) were ob-
served in 1 study of disturbances in behavior, communi-
cation, and socialization,37 and in a study of psychotic 
experience among 5- to 13-year-olds receiving coun-
seling, correlations of parents’ and clinicians’ ratings 
ranged from r = 0.01 to 0.07.23

When positive, negative, and disorganized compo-
nents of  parent-reported schizotypy were considered 
simultaneously with psychotic experience, only posi-
tive schizotypy and psychotic experience remained sig-
nificant predictors of  schizophrenia diagnosis. That is, 
positive schizotypy predicted schizophrenia diagnosis 
when adjusted for clinician-rated psychotic experiences. 
This outcome indicates that the difference in findings 
between RBPC and DISC-C does not solely reflect the 
broader phenotype measured by the RBPC. Indeed, 
the RBPC positive component item content overlapped 
significantly with that of  the psychotic experience 

items from the DISC-C; the disorganization and neg-
ative components did not carry the effect of  the PBPC 
total score. With respect to disorganization, given the 
item content and that there were no exclusion criteria 
for participants in this study, the disorganized schizo-
typy score may have been capturing developmental de-
lays rather than specifically psychosis-related cognitive 
disorganization.

The findings add significantly to evidence on the infor-
mational value of parents’ reports. Salcedo et al.10 recently 
reported that parents’ ratings of children’s psychotic ex-
periences predicted concurrent classifications by clin-
icians of “clinically concerning” psychosis. However, that 
research was cross-sectional, and unlike in the Dunedin 
Study, predictors were not assessed independently of out-
comes; parents’ reports were not blind to service pres-
entation or help-seeking in adulthood, and clinicians’ 
classifications were based on joint child and parent inter-
views. Other studies of prediction from parents’ ratings 
entailed use of composite scores with content diluted by 
other phenomena (such as the Thinking Problems scale 
from the Child Behavior Checklist, for which only half  to 
a third of items clearly correspond to schizotypy11,12) or 
parents having to cast their minds back a decade or 2 to 
recall their child’s behavior.13,17

Thus, our observations imply that informant discrep-
ancies do not solely represent measurement error.38 Had 
measurement error been the sole cause of discrepancies in 
clinicians’ and parents’ reports, the effect of one of these 
would have been suppressed in the multivariable regres-
sion model. Instead, different types of observers provide 
meaningful, nonredundant information about subclin-
ical psychotic experiences. Consequently, the findings 
are not congruent with the view that clinical interviewer 
observation is more valid than parental observation as 
a predictor of diagnosis outcome. Our observations are 
consistent with Achenbach et al.’s assertion that there is 
no such thing as a gold standard for assessment.21

There are several limitations of this study. First, the dif-
ference of age at time of measurement of clinician-rated 

Table 2.  Regression of Schizophrenia Diagnosis at 38 Years onto Psychotic Experience and Parent-Rated Schizotypy (n = 746)

Predictors

Univariable Multivariable, unadjusted Multivariable, adjusted

OR 95% CI R2 OR 95% CI R2 OR 95% CI R2

Model 1: PE + total schizotypy
 � PE 2.68** 1.42, 5.06 0.032 2.17* 1.09, 4.33 0.098 2.22* 1.10, 4.44 0.099
 � Schizotypy 1.83*** 1.42, 2.36 0.080 1.76*** 1.35, 2.30 1.76*** 1.35, 2.30
Model 2: PE + schizotypy components
 � PE 2.68** 1.42, 5.06 0.032 2.14* 1.06, 4.32 0.106 2.20* 1.08, 4.46 0.108
 � Positive 1.68*** 1.34, 2.10 0.076 1.47* 1.09, 2.00 1.49* 1.10, 2.01
 � Negative 1.69** 1.22, 2.34 0.040 1.35 0.94, 1.93 1.34 0.94, 1.93
 � Disorganized 1.57** 1.18, 2.10 0.033 1.07 0.72, 1.59 1.06 0.71, 1.58

Note. Adjusted analyses included sex. R2 values are pseudo R2. PE, psychotic experience.
*P = .05, **P = .01, ***P = .001.
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(age 11 years) and parent-rated (mean rating over age 
13 and 15) leaves open the possibility that the specific 
contributions of informants may be conflated with age 
or developmental effects, and that by taking the mean 
rating, important variability may have been obscured. 
The use of ratings obtained during adolescence only may 
limit the generalizability of findings to other age groups. 
Meta-analyses have shown there are greater discrepan-
cies in cross-informant ratings for older adolescents than 
younger children,21 though several studies have found no 
age differences.24

Second, the results describe differences between clini-
cian- and parent-rated measures in a research context and 
cannot necessarily be extrapolated to other contexts (eg, 
clinical assessment). In clinical contexts, parents often 
initiate treatment24 and, so, help-seeking motivation 
may bias answers in relation to the goal of the assess-
ment process. For example, parents may be more likely 
to answer affirmatively in a clinical context than a re-
search context, whereas in a research context there may 
be a greater likelihood of defensive responding. However, 
whether these response tendencies would make parent-
reported symptoms more- or less-valid predictors of 
schizophrenia liability is unclear.

Other limitations include that the psychometric prop-
erties of the RBPC schizotypy scores were not examined 
in an independent sample. Whereas the RBPC schiz-
otypy scores had low to moderate internal consistency, 
the nonunitary nature of the measured construct means 
that low internal consistency does not necessarily imply 
low reliability.39 Independent psychometric data on 
the RBPC schizotypy scores would have strengthened 
the study. Furthermore, while items of the RBPC were 
selected based on semantic content (eg, alignment with 
Meehl’s28,29 definition of schizotypy), 2 items we selected 
have been used by others to assess acting out (“Not liked 
by others; is a ‘loner’ because of aggressive behaviour”) 
and anxious withdrawal (“Shy, bashful”). More gener-
ally, the RBPC items we used to index schizotypy do not 
provide good coverage of the range of phenomena that 
comprise schizotypy; and the component scores are from 
items that have limited content validity. We note, in par-
ticular, that social anxiety and acting out are problematic 
as indicators of negative schizotypy. Nevertheless, the 
negative item subset predicted schizophrenia diagnosis in 
adulthood, indicating it is a valid measure of liability for 
schizophrenia. Last, while psychotic experiences were rel-
atively common in the sample (~15%), the total number 
of individuals diagnosed with schizophrenia was rela-
tively small (n = 37).

Strengths of the study include the length of follow-up 
and that the birth cohort, which has a very low rate of 
attrition, is representative of the general population.25 
The low attrition rate is particularly important because 
individuals that drop out of longitudinal research tend to 
have more severe psychopathology.40 Although the rates 

of missing data at the age 11 and age 13 assessments were 
greater than desired, the high retention rate (>95%) from 
baseline at all subsequent assessments allowed us to test 
for sampling bias.

In conclusion, clinician-rated psychotic symptoms 
and parent-rated schizotypy in early adolescence are 
valid, nonredundant indicators of  schizophrenia lia-
bility. Furthermore, individually, parent-rated positive, 
negative, and disorganized schizotypy in early adoles-
cence predicted adult schizophrenia diagnosis. In future 
research, use of  multiple sources of  information about 
schizotypy and psychotic symptoms may improve the 
predictive value findings and the richness of  schizo-
typy samples. Investigators could consider whether the 
phenomena distinguished by clinical interview, self-re-
port, and parent rating behave similarly in respect 
of  sensitivity to the prediction of  schizophrenia out-
comes, alignment with the genetics and neurobiology 
of  schizophrenia,41 the pathogenic pathways to clin-
ical outcomes, and theoretical mechanisms underlying 
schizophrenia. The importance of  understanding tra-
jectories of  change during key developmental phases, 
and the possibility that different informants are differ-
ently sensitive to different risk phenomena, cannot be 
overemphasized.

Supplementary Material

Supplementary material is available at https://academic.
oup.com/schizophreniabulletin/.
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