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SUMMARY
Background: Gender issues are extensively explored in schizophrenia. A mounting body of research evidence suggests that there
are gender differences in the age at onset, duration of untreated psychosis and presented psychopathology. In recent years, in order
to obtain neurophysiologic explanation for the disturbed behavior and thinking in schizophrenia, numerous studies have been
performed focusing on the QEEG parameters. However, the results were inconclusive. The aim of this study was to investigate the
gender differences in some clinical and QEEG parameters in schizophrenia patients.
Subjects and methods: Thirty schizophrenia patients were enrolled in the study (M/F ratio 13/17; mean age 34 years). The
QEEG parameters which were analyzed were amplitude, mean frequency and relative power of the main bands of the basic activity.
Clinical assessment was performed using the PANSS, BPRS and CGI scales.
Results: QEEG parameters demonstrating statistically significant difference were amplitude and relative power in beta activity
and lower mean theta frequency over left frontal, temporal and parietal regions in female patients who also had statistically
significant differences in PANSS and BPRS scores.
Conclusion: Differences in amplitude and relative power in the beta bands in female schizophrenic patients are associated with
more severe actual psychopathology. Considering the relatively small sample, the current results must be replicated with a larger
group of drug-free patients to confirm the findings.
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* * * * *
INTRODUCTION
Gender issues are extensively explored in
schizophrenia because they can not be affected by the
disorder. In the last decade there have been numerous
studies examining the contribution of sex differences to
the heterogeneity of schizophrenia phenomenology
(Tamminga 1997, Seeman 2004), some of them transcultural (Thomas et al. 2010). The majority of investigations have been focused on gender differences in the
epidemiology and clinical expression of schizophrenia.
Several studies found differences in the onset of
schizophrenia in younger male patients (Angermeyer et
al. 1990, Leung & Chue 2000, Moriarty et al. 2001)
whereas some studies found that female patients tend to
have better short and middle-term course (Usall et al.
2003) and less bizarre delusions (Angermeyer et al.
1990). On the other hand male schizophrenic patients
tend to present negative symptoms, less severe positive
symptoms and poorer functional outcome (Taylor &
Langdon 2006). According to some investigators the
range of the duration of untreated psychosis varies
greatly and the duration of untreated psychosis could
lead to the presence of negative symptoms and poor
outcome (Norman et al. 2005), but others have not
found this relationship (Keshavan et al. 2003). In
addition, a sex difference in the functional brain
connectivity has been examined by other researchers
(Slewa-Younan et al. 2004).

Measurement of the presented psychopathology was
usually performed with several clinical scales such as
the Brief Psychiatric Rating Scale (BPRS), or the
Clinical Global Impression (CGI) scale (Mortimer
2007). However, in an attempt to provide more comprehensive assessment of the symptoms of schizophrenia in
clinical and research settings the Positive and Negative
Syndrome Scale (PANSS) for schizophrenia was
developed (Kay et al. 1987) and is regarded as a reliable
means of symptom assessment (Mass et al. 2000).
In order to obtain neurophysiologic explanation for
the disturbed behavior and thinking in schizophrenia
other investigations actual in the recent years were
performed focusing on the QEEG parameters in
schizophrenia (John et al. 1994, Begić et al. 2000,
Harris et al. 2001, John et al. 2009). Research on QEEG
activity (power spectra, relative power, amplitude, mean
frequency in the different bands) has shown intriguing
results in patients with schizophrenia. Most of the
studies reported that patients with schizophrenia have
increased beta and slow frequency powers (Begić et al.
2011) and reduced alpha power, and amongst them were
the results from our previous investigation (Manusheva
et al. 2009). Other studies showed no differences, even
opposite results have been reported (Gerez & Tello
1995). In recent studies different symptom clusters have
been correlated to QEEG frequency bands (Gross et al.
2006). Some authors think that EEG abnormalities are
associated with schizophrenia and reflect non-genetic,
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pathological developments of the brain (Stassen et al.
1999) or that disruption of frontal-temporal connectivity
appears to have a specific relationship to psychomotor
poverty in schizophrenia (Gross et al. 2006).
The aim of this study was to investigate the gender
differences in QEEG parameters (amplitude, mean
frequency and relative power), the age at onset, duration
of the disease and the presented psychopathology in
schizophrenia patients.

SUBJECTS AND METHODS
Subjects
The study recruited thirty (13 male and 17 female)
inpatients from the University Psychiatry Clinic. All
patients fulfilled the ICD-10 diagnostic criteria for
schizophrenia and were drug-free or without antipsychotic therapy at least two days before the QEEG
recording in order to avoid immediate drug effects.
Subjects with a history of neurological disorders,
chronic medical disease, alcohol or drug abuse and
mental retardation were excluded.

Methods
Complete medical history and clinical examination
were performed in the evaluation of the participants.
The patients' global psychopathology was evaluated
with the PANSS scale and in the present study we used
the following components: positive subscale, negative
subscale and total score. For the evaluation of the
severity of the disorder we also used the BPRS and CGI
scales (Timotijević & Paunović 2003). The age at onset
of schizophrenia and the duration of psychosis were
assessed using the medical history and the IRAOS
(Häfner et al. 1992). For the current episode duration we
used the part of IRAOS that marks episode development
as 1=acute or sudden with duration within 7 days;
2=sub-acute within 1 week up to 1 month; 3=slowly,
gradually developed episode more than a month, but
cannot be dated exactly; and 9= unknown, cannot be
evaluated.

Neurophysiologic examination was performed using
EBNeuro Galileo Mizar 25. QEEG recordings which
were performed between 9 a.m. – 1 p.m. while the
subjects were awake with their eyes closed. During the
recordings, vigilance was controlled by visual monitoring of the prominence of the alpha frequency in the
posterior parts of the brain and regular verbal contacts
were maintained with the subjects. The standard 10–20
electrodes placement system with 19 electrodes on the
scalp and one on both earlobes were used in the
recordings. The resistance was kept below 10 kΩ. The
EEG digital recordings were screened visually and 25 x
2 second artifact-free epochs were selected from the
background activity of the recording for subsequent
analysis. As a result of the Fast Fourier Transformation,
the averaged power spectral values of the delta (0.5–3.5
Hz), theta (4.0–7.5 Hz), alpha (8–12.5 Hz), and beta 1
(13-19.5 Hz) and beta 2 (20.0-29.5 Hz) bands were
produced for each of the 19 scalp electrodes separately.
Afterwards we analyzed the amplitude, the relative
power and the mean frequency in the different bands. In
order to obtain topography of the main region of interest
the following electrode placements were chosen for further analysis: F3; F4; C3; C4; T3; T4; P3; P4; O1 and O2.

Statistical analysis
Statistical analyses of the data were performed using
the Statistical Package for the Social Sciences (SPSS)
for Windows, version 13.0. The following non-parametric tests were used for demographic characteristics:
Yates’ chi-square, Fisher’s exact and Mann Whitney
test. Analyses of the clinical scale scores and QEEG
parameters were performed with ANOVA and
ANCOVA with covariate variables: age and duration of
the disease.

RESULTS
The mean age of the patients was 34±9 for the male
patients and 33.5±12 years for females (range: 18-55).
Basic demographic and clinical characteristics are shown
in table 1.

Table 1. Demographic and clinical characteristics of the schizophrenia patients
Item
Male
Female
Analysis (test)
Married
5 (50%)
8 (47.1%)
Yates’s chi-square=0.06 df=1 p=0.8
Employed
10 (76.9%)
5 (29.4%)
Yates’s chi-square=6.6 df=1 p=0.01
right-handed
6 (85.7%)
15 (100%)
Handedness
Fisher’s exact p=0.32
left-handed
1 (14.3%)
0
Positive family history
3 (23.1%)
7 (41.2%)
Fisher’s exact p=0.31
Hospital treatment
10 (76,9%)
14 (82.3%)
Fisher’s exact p=1.0
Previous treatment
7 (53.8%)
15 (88.2%)
Fisher’s exact p=0.049
Recidives
11 (84.6%)
14 (82.3%)
Fisher’s exact p=1.0
acute
3 (23.1%)
4 (23.5%)
Duration of
Mann-Whitney test
sub-acute
6 (46.1%)
5 (29.4%)
current episode
U=97.0 p=0.57
chronic
4 (30.8%)
8 (47.1%)
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The subjects were not significantly different in their
demographic characteristics (marital status, handedness,
family history) except for employment (women had a
worse occupational history than men). Regarding the
course of the disease in the aspects of previous
recidivism and treatment, hospital treatment, and the
duration of the current episode, the only difference
found was that female patients were treated more
frequently compared to males.
The distribution according to the diagnosis of
schizophrenia is presented in table 2. Although there
was no statistical difference, male patients tended to be
diagnosed with the paranoid and hebephrenic types of
schizophrenia and female patients with the undifferentiated or unspecified types of schizophrenia.
Mean duration of illness (in months), age at onset in
years and age of onset in patients with a positive family
history are shown in table 3. In our study there were no
statistical differences except for the disease duration
which was longer in female patients.

Table 2. Distribution according to the diagnosis of
schizophrenia
Schizophrenia
N
M/F ratio
paranoid
10
6/4
hebephrenic
6
4/2
catatonic
1
1/0
undifferentiated
6
2/4
residual
1
0/1
simple
2
0/2
unspecified
4
0/4
The results of the assessment of the symptoms of
schizophrenia with clinical scales are presented in table
4. Female patients scored higher than males in the
PANSS total score, the score of the PANSS positive
subscale and in the BPRS score. Although not
statistically significant male patients tended to present a
higher score on the negative subscale of PANSS.

Table 3. Analysis of age of onset and duration of the disease
mean±SD
Item
male
female
n=13(43.3%)
n=17(56.7%)
Age (years)
34±9.1
33.5±12
Education (years)
11.5±1.2
11.8±2.5
Age at onset (years)
26.2±6.9
25±7.4
Age at onset (years, #)
24.3±1.5
24.6±7.7
Duration of illness (months)
91.8±89.1
116.5±86.1
а

ANOVA

ANCOVA

F

df

p

p

0.018
0.09
0.22
0.003
8.7

1
1
1
1
1

0.89
0.77
0.64
0.96
0.059

0.62а
0.8b
0.62b
0.11b
0.048c

duration of illness as a covariate; b age and duration of illness as covariate; c age as covariate; # patients with positive family history

Table 4. Statistics of the assessments with clinical scales
mean±SD
Clinical scale
male
female
n=13(43.3%)
n=17(56.7%)
BPRS total score
32.6±8.8
37.9±10.3
PANSS score
85.8±11.3
95.3±17.3
PANSS negative subscale
10.4±6.5
7.4±4.2
PANSS positive subscale
4.7±2.7
6.1±4.2
CGI
5.0±1.3
5.2±0.9

ANOVA / MANOVA*
F

p

F=3.94
F=4.10
F=1.37
F=3.82
F=0.34

<0.05
<0.05
>0.05
<0.05
>0.05

*age and duration of illness are independent variables

Figure 1. Distribution of gender differences in the beta 1
amplitude

Figure 2. Distribution of gender differences in
amplitude in the beta 2 band
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In the QEEG analysis for amplitude of the basic
activity, there were no significant differences between
male and female patients except for the beta 1 and beta
2 bands. Distribution of gender differences in the
amplitude (µV) of the beta 1 and beta 2 bands are
shown in figure 1 and 2 respectively. Female patients,
compared to male, have more pronounced amplitude
over the left central, temporal and parietal regions in the
beta 1 activity, and the difference in amplitude for beta
2 activity is even more pronounced and present over the
parietal and occipital regions bilaterally.
When we analyzed the mean frequency in the
different bands of the basic activity the only statistical
significance was found for the theta activity range, over
the left frontal and temporal regions in female
schizophrenic patients. Results are presented in figure 3.

Figure 3. Distribution of gender differences in mean
frequency in the theta band
Quantitative EEG analysis for the relative power of
the different frequency bands showed gender differences in the beta 2 activity in female patients in the left
frontal and in the occipital regions bilaterally. The
results are presented in figure 4.

Figure 4. Distribution of gender differences in relative
power of the beta 2 band

DISCUSSION
This study refers to the gender differences in some
QEEG parameters such as amplitude, mean frequency
and relative power of the different frequency bands in
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the basic activity of schizophrenia patients. We also
examined the gender differences in the duration of
illness, age at onset, presented clinical psychopathology
and some demographic characteristics. The main
findings in our study were that female patients tend to
have more pronounced beta activity: over central,
temporal and parietal regions mainly on the left
hemisphere for beta 1; and also, over parietal and
occipital regions for beta 2 activity. Female patients also
presented more severe positive symptomatology, had a
longer disease duration and were more frequently
treated with medication than males, and had a worse
occupational history. Men were more often diagnosed
with the paranoid and hebephrenic forms of
schizophrenia and women with the undifferentiated or
unspecified form according to ICD-10 criteria. By
contrast, female patients were more likely to have more
severe positive symptoms of the disease with higher
scores in BPRS, PANSS scale and PANSS positive
subscale when compared with male patients. This
finding is consistent with the previous observation that
female patients display more affective symptoms,
auditory hallucinations and persecutory delusions with
more rapid and greater responsiveness to antipsychotics
(Taylor & Langdon 2006), but in this review, males
have consistently an earlier onset and show more
negative symptoms. Even though nonsignificant, we
found greater scores on the PANSS negative subscale in
the male patient group, which is similar to the other
previous study (Moriarty et al. 2001).
Taking into consideration the previously discussed
results we can conclude that our findings of increased
amplitude and relative power in the beta band of the
basic EEG activity in female patients represents the
neurophysiologic aspects of the pronounced presence of
positive symptoms of schizophrenia in female patients.
This is in accordance with some recent studies (Slewa–
Younan et al. 2004). A similar correlation between
absolute powers in beta frequency band and clinical
parameters measured with the PANSS scale was found
in the beta range over the frontal-central areas on the
left side, which were significantly correlated with the
positive subscale and total PANSS score (Gross et al.
2006). Some previous studies positively linked BPRS
scores and anxiety with the beta bands (Gattaz et al.
1992) and found an increase of beta activity over the left
frontal and temporal regions (Saletu et al. 1990).
Increase in beta 1 power was found in another study
(Gschwandtner et al. 2009), but was positively correlated with negative symptoms of schizophrenia. We
would like to point out consistently reported findings
that beta activity is increased with anxiety/expectation
(Lopes da Silva 1991) and with psychopathology in
schizophrenia (Hughes & John 1999, Boutros et al.
2008). Psychotic symptoms are most likely a consequence of the dysfunction of multiple cortical areas and
sub-cortical brain structures in patients with schizophrenia (Friston & Frith 1995) mainly in the left
temporal and also in the right prefrontal areas which are
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described as being specific for auditory hallucinations
(Gaser et al. 2004, Nenadic et al. 2010). This could be a
possible explanation of the lower mean frequency in the
theta band in female patients who presented positive
symptomatology (mainly hallucinations) in our study.
The gender differences at age of onset of
schizophrenia are the most frequently reported with an
earlier onset in male patients. In our study there were no
gender differences in the age of onset, but when we
account for the patients with a positive history, the age
of onset of the disease was two years earlier in both
gender groups which points to the genetic aspects of
schizophrenia. Our finding is similar with other studies
which did not find gender differences in the age of onset
in different countries (Kendler & Walsh 1995, Aleman
et al. 2003, Tang et al. 2007). Another gender difference
in our study is that female patients were significantly
less likely to be employed, which could be a result of
some cultural aspects of the disease that are not in the
scope of this investigation.
Our research suggested that female patients are more
frequently treated than male which could be explained
by their good relationship with the caregivers that
appears to be stronger and longer lasting for females, as
has been found in some other studies (Seeman 2004). A
possible explanation for the previously noted difference
in treatment received may be the data showing that in
our study female patients had a longer duration of the
disease (116,5 months) when compared to males (91,8
months). This is in opposition to the finding that men
have more hospitalizations and longer in-patient stays
than women (Usall et al. 2003, Taylor & Langdon
2006).
Our study has a number of limitations that need to
be acknowledged. The sample has a small number of
subjects with a heterogeneous group of schizophrenia
types and with different lengths of illness. We have no
control group. Also, the patients were drug-free only
two days before the QEEG examination. In order to
avoid the influence of the medications on the QEEG
results in the future studies patients should be without
any psycho-pharmacotherapy (including benzodiazepine) for a longer period of time.

CONCLUSION
Our study showed significant gender differences in
the beta activity range in QEEG parameters, presented
psychopathology, duration of illness, treatment received
and unemployment in female patients. These QEEG
findings could be explained by the severity of the
presented psychopathology as measured with clinical
rating scales. However, these findings need to be
verified by future research with a larger sample size that
includes either drug-naive patients or patients that had
not been taking any psychoactive drug one month
before the study.

Acknowledgements: None.
Conflict of interest : None to declare.

REFERENCES
1. Aleman A, Kahn RS, Selten JP: Sex differences in the risk
of schizophrenia: evidence from meta-analysis. Arch Gen
Psychiatry 2003; 60:565-71.
2. Angermeyer MC, Kühn L, Goldstein JM: Gender and the
course of schizophrenia: differences in treated outcomes.
Schizophr Bull 1990; 16:293-307.
3. Begić D, Hotujac Lj, Jokić-Begić N: Quantitative EEG in
‘positive’ and ‘negative’ schizophrenia. Acta Psychiatr
Scand 2000; 101:307-11.
4. Begić D, Popović-Knapić V, Grubišin J, KosanovićRajačić B, Filipčić I, Telarović I, Jakovljević M:
Quantitative electroencephalography in schizophrenia and
depression. Psychiatr Danub 2011; 23:355-62.
5. Boutros NN, Arfken C, Galderisi S, Warrick J, Pratt G,
Iakono W: The status of spectral EEG abnormality as a
diagnostic test for schizophrenia. Schizophr Res 2008;
99:225-237.
6. Cantor DS: An overview of quantitative EEG and its
applications to neurofeedback. In Evans JR & Abarbanel
A (eds): Introduction to quantitative EEG and
neurofeedback, 3-27. Academic Press, 1999.
7. Colombo C, Gambini O, Macciardi F, Bellodi L, Sacchetti
E, Vita A, Cattaneo R, Scarone S: Alpha reactivity in
schizophrenia and in schizophrenic spectrum disorders:
demographic, clinical and hemispheric assessment. Int J
Psychophysiol 1989; 7:47-54.
8. Division of Mental Health and Prevention of Substance
Abuse: Schizophrenia and public health. WHO, Geneva,
1998.
9. Friston KJ, Frith CD: Schizophrenia: a disconnection
syndrome? Clin Neurosci 1995; 3:89-97.
10. Gaser C, Nenadic I, Volz HP, Buchel C, Sauer H: Neuroanatomy of “hearing voices”: a fronto-temporal brain
structural abnormality associated with auditory hallucinations in schizophrenia. Cerebr Cortex 2004; I:91-6.
11. Gattaz WF, Mayer S, Ziegler P, Platz M, Gasser T:
Hypofrontality on topographic EEG in schizophrenia.
Correlations with neuropsychological and psychopathological parameters. Eur Arch Psychiatry Clin Neurosci
1992; 241:328-332.
12. Gerez M, Tello A: Selected quantitative EEG (QEEG) and
event-related potential (ERP) variables as discriminators
for positive and negative schizophrenia. Biol Psychiatry
1995; 38:34-49.
13. Gross A, Joutsiniemi SL, Rimon R, Appelberg B:
Correlation of symptom clusters with absolute powers of
main frequency bands in quantitative EEG. Behav Brain
Funct 2006; 2:23-8.
14. Gschwandtner U, Zimmermann R, Pflueger MO, RiecherRössler A, Fuhr P: Negative symptoms in neurolepticnaïve patients with first-episode psychosis correlate with
QEEG parameters. Schizophr Res 2009; 115(2-3):231-6.
15. Häfner H, Riecher-Rössler A, Hambrecht M, Maurer K,
Meissner S, Schmidtke A, Fätkenheuer B, et al.: IRAOS:
an instrument for the assessment of onset and early course
of schizophrenia. Schizophr Res 1992; 6:209-23.

55

Nensi Manuševa, Antoni Novotni, Stojan Bajraktarov & Beti Zafirova-Ivanovska: SOME QEEG PARAMETERS AND GENDER
DIFFERENCES IN SCHIZOPHRENIA PATIENTS
Psychiatria Danubina, 2012; Vol. 24, No. 1, pp 51–56

16. Harris AWF, Bahramali H, Slewa-Younan S, Gordon E,
Williams L, Li WM: The topography of quantified
electroencephalography in three syndromes of schizophrenia. Int J Neurosci 2001; 107:265-278.
17. Hughes JR, John ER: Conventional and quantitative
electroencephalography in psychiatry. J Neuropsychiatry
Clin Neurosci 1999; 11:190-208.
18. John ER, Prichep LS, Alper KR, Mas FG, Cancro R,
Easton P, Sverdlov L: Quantitative electrophysiological
characteristics and subtyping of schizophrenia. Biol
Psychiatry 1994; 36:801-826.
19. John JP, Rangaswamy M, Thennarasu K, Khanna S,
Nagaraj RB, Mukundan CR, Pradhan N: EEG power
spectra differentiate positive and negative sub-groups in
neuroleptic-naive
schizophrenia
patients.
J
Neuropsychiatry Clin Neurosci 2009; 21:160-72.
20. Kay S, Fiszbein A, Opler L: The Positive and Negative
Syndrome Rating Scale (PANSS) for schizophrenia.
Schizophr Bull 1987; 13:261-76.
21. Kendler KS, Walsh D: Gender and schizophrenia. Results
of an epidemiologically-based family study. Br J
Psychiatry 1995; 167:184-92.
22. Keshavan MS, Haas G, Miewald J, Montrose DM, Reddy
R, Schooler NR, Sweeney JA: Prolonged untreated illness
duration from prodromal onset predicts outcome in first
episode psychoses. Schizophr Bull 2003; 29:757-69.
23. Leung A, Chue P: Sex differences in schizophrenia, a
review of the literature. Acta Psychiatr Scand Suppl 2000;
401:3-38.
24. Lopes da Silva F: Neural mechanisms underlying brain
waves: from neural membranes to networks. Electroencephalogr Clin Neurophysiol 1991; 79:81-93.
25. Manusheva N, Stefanovski B, Novotni A, PejoskaGerazova V, Dimovski D: Characteristics of the alpha
activity power spectrum according to clinical expression
of schizophrenia. The Journal of the Macedonia League
Against Epilepsy 2009; 33/34: 67-73.
26. Mass R, Schoemig T, Hitschfeld K, Wall E, Haasen C:
Psychopathological
syndromes
of
schizophrenia:
evaluation of the dimensional structure of the positive and
negative syndrome scale. Schizophr Bull 2000; 26:167-77.
27. Moriarty PJ, Lieber D, Bennett A, White L, Parrella M,
Harvey PD, Davis KL: Gender differences in poor
outcome patients with lifelong schizophrenia. Schizophr
Bull 2001; 27:103-13.

Correspondence:
Dr. Nensi Manusheva Mr sci
University Clinic of Psychiatry
Belgradska bb, 1000 Skopje, Republic of Macedonia
E-mail: manushevan@gmail.com
56

28. Mortimer AM: Symptom rating scales and outcome in
schizophrenia. Br J Psychiatry Suppl 2007; 50:s7-14.
29. Nenadic I, Smesny S, Schlösser RG, Sauer H, Gaser C:
Auditory hallucinations and brain structure in
schizophrenia: voxel-based morphometric study. Br J
Psychiatry 2010 May; 196:412-3.
30. Norman RM, Lewis SW, Marshall M: Duration of
untreated psychosis and its relationship to clinical
outcome. Br J Psychiatry Suppl 2005; 48:s19-23.
31. Saletu B, Küfferle B, Anderer P, Grünberger J,
Steinberger K: EEG-brain mapping in schizophrenics with
predominantly positive and negative symptoms.
Comparative studies with remoxipride/haloperidol. Eur
Neuropsychopharmacol 1990; 1:27-36.
32. Seeman MV: Gender differences in the prescribing of
antipsychotic drugs. Am J Psychiatry 2004; 161:1324-33.
33. Slewa-Younan S, Gordon E, Harris AW, Haig AR, Brown
KJ, Flor-Henry P, Williams LM: Sex differences in
functional connectivity in first-episode and chronic
schizophrenia patients. Am J Psychiatry 2004 Sep;
161:1595-602.
34. Stassen HH, Coppola R, Gottesman II, Torrey EF, Kuny S,
Rickler KC, Hell D: EEG differences in monozygotic twins
discordant
and
concordant
for
schizophrenia.
Psychophysiology 1999; 36:109-17.
35. Tamminga CA: Gender and schizophrenia. J Clin
Psychiatry 1997; 58 (Suppl 15):33-7.
36. Tang YL, Gillespie CF, Epstein MP, Mao PX, Jiang F,
Chen Q, Cai ZJ, Mitchell PB: Gender differences in 542
Chinese inpatients with schizophrenia. Schizophr Res
2007; 97(1-3):88-96.
37. Taylor R, Langdon R: Understanding gender differences
in schizophrenia: A review of the literature. Curr
Psychiatry Rev 2006; 2:255-265.
38. Thomas P, Wood J, Chandra A, Nimgaonkar VL,
Deshpande SN: Differences among men and women with
schizophrenia: A study of US and Indian samples.
Psychiatry Investig 2010; 7:9-16.
39. Timotijević I, Paunović V: Instrumenti kliničke procene u
psihijatriji. Kramer print, Zemun, 2003.
40. Usall J, Ochoa S, Araya S, Márquez M (NEDES Group
(Assessment Research Group in Schizophrenia)): Gender
differences and outcome in schizophrenia: a 2-year
follow-up study in a large community sample. Eur
Psychiatry 2003; 18:282-4.

