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Background - Anhedonia is traditionally defined as the inability to experience pleasure. Since the earliest psychopathological conceptualizations of

Kreapelin and Bleuler, it has been considered a core feature of schizophrenia and a marker of vulnerability integrated into the construct of schizotypy. The

clinical feature of anhedonia in schizophrenia has been recently challenged by modern laboratory-based studies on hedonic response to pleasant/rewarding

stimuli. Specifically, while the psychometric assessment of noncurrent hedonic experiences (based on self-reports) suggests that schizophrenic patients

experience lower levels of pleasure in comparison with healthy individuals (Chapman et al., 1976), recent meta-analyses on current pleasant feelings in

laboratory-based assessment found comparable valence and arousal in relation to pleasant stimuli between the two groups (Pelizza et al., 2009).

Interestingly, another paradox was recently characterized in this field. This paradox is related to the emerging empirical evidence that, along the clinical

staging of psychosis, the hedonic capacity is intact in patients with schizophrenia, while is reduced in prodromal individuals identified by ultra-high risk

(UHR) criteria (Strauss et al., 2018). Aim – Aim of the study was: (1) to assess anhedonia levels in distinct help-seeking subgroups of adolescents (age ≤

18 years) identified through the UHR criteria [i.e., non-UHR vs. UHR vs. First Episode Psychosis (FEP); (2) to explore any significant association

between anhedonia and other psychopathological features (i.e., positive symptoms, negative symptoms, disorganized symptoms, depressive symptoms,

general psychopathology, schizotypal personality dimensions) and functioning in the UHR group; and (3) to monitor longitudinally the stability of

anhedonia in UHR individuals after a 1-year follow-up period.

Materials and Methods – 123 participants (13-18 years) completed the Comprehensive Assessment of At-Risk Mental States (CAARMS), the Beck

Depression Inventory-II, the Schizotypal Personality Questionnaire-Brief version, the Brief-O-LIFE questionnaire (BOL), and the Brief version of the

World Health Organization Quality of Life scale (WHOQOL-BREF). Two different indexes of anhedonia were used: CAARMS “Anhedonia” item 4.3 and

BOL “Introvertive Anhedonia” subscale scores.

Results - At baseline, FEP and UHR+ adolescents showed higher CAARMS “Anhedonia” item 4.3 scores than UHR- individuals (Table 1). Notably, no

differences in CAARMS item 4.3 subscores were found between UHR+ and FEP subgroups. Compared to UHR-, UHR+ subjects showed higher BOL

“Introvertive Anhedonia” subscale scores (Table 1). No difference in BOL “Introvertive Anhedonia” subscale scores was found between UHR+ and FEP

groups, as well as between FEP and UHR- subsamples. As of December 2017, 12 UHR+ participants had a follow-up period of < 1 year and did not

achieve the 12-month assessment time. With respect to the stability of anhedonia levels in the UHR+ sample, while no significant difference was found

between BOL “Introvertive Anhedonia” subscale scores at baseline and after a 1-year follow-up period, a statistically significant decrease in severity of

CAARMS item 4.3 score after 12 months of follow-up was observed (Table 2).

Within the total UHR+ sample, CAARMS “Anhedonia” item 4.3 score showed a significant positive correlation with CAARMS “Negative Symptoms” and

“Behavioral Change” subscores (in particular with CAARMS “Avolition/Apathy” and “Impaired Role Functioning” item scores), as well as with CAARMS

“Obsessive–Compulsive Symptoms” item subscore (Table 3). Even excluding CAARMS “Anhedonia” item 4.3 from “Negative Symptoms” subscore, Spearman’s

correlation coefficient remained significant. However, CAARMS “Anhedonia” item 4.3 score showed no significant correlation with CAARMS “Positive

Symptoms”, “Cognitive Change”, “Emotional Disturbance”, “Motor/Physical Changes”, and “General Psychopathology” subscores, as well as with BDI, WHOQOL,

and SPQ-B scores. Differently, BOL “Introvertive Anhedonia” subscale score had significant negative correlations with WHOQOL “Social Relationships” and

“Environmental Health” subscores, as well as significant positive correlations with SPQ-B “Interpersonal Deficit” dimension subscore (Table 3). BOL anhedonia

levels showed no correlation with the other psychopathological parameters. As expected, no correlation between CAARMS “Anhedonia” item 4.3 and BOL

“Introvertive Anhedonia” subscale scores was found. Furthermore, no significant correlations between baseline anhedonia measures (both CAARMS and BOL) and

other functioning, quality of life, and psychopathological parameters at 1-year follow-up assessment were found.

Conclusion - Anhedonia is prominent in the psychosis prodrome, also in adolescence. Its severity

is substantially indistinguishable from that of FEP adolescents with full-blown psychotic symptoms.

Moreover, the inability to feel pleasure in UHR+ adolescents is related to a more severe functioning

deterioration and a worse self-perceived quality of life.

As functioning impairment is a risk

factor for transition to psychosis in

high-risk cohort and persists beyond

FEP in schizophrenia, anhedonia should

be considered a risk factor for a

psychosis outcome: therefore it should

deserve clinical care in UHR

individuals, especially in adolescents,

together with other targets of

interventions as attenuated positive and

affective symptoms. No specific

relation between anhedonia and suicidal

thinking was found.
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