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a b s t r a c t
a r t i c l e i n f o
Objectives: Knowledge about self-rated disability over time in psychotic disorders is limited. How self-rated
disability relates to clinician-rated global functioning, self-rated life satisfaction and symptomatology was
investigated across the first year of treatment in early psychosis.
Methods: Participants with first treated episode of psychosis (n=115) were investigated at baseline and 1-year
follow-up. Self-rated Disability was measured with World Health Organization- Disability Assessment Schedule
2.0. Clinician-rated global functioning, self-rated life satisfaction, and symptomatology were measured with
appropriate scales.
Results: Average self-rated disability in first-treated episode of psychosis was high, corresponding with the 10%
highest in a general population sample. However, 37% were not disabled at a clinically significant level after
one year. Self-rated disabilitywas highest in the two social domains (Getting alongwith people and Participation
in society), but improved significantly from baseline to 1-year. At 1-year follow-up self-rated disability had
significant weak to medium correlations with clinician-rated global functioning and positive symptoms,
and mainly medium to strong correlations with life satisfaction and depressive symptoms. Yet only baseline
depression significantly predicted disability after one year.
Conclusion: Self-rated disability in first treated episode of psychosis is high, but improves across the first year,
indicating signs of early recovery.Moreover, self-rateddisability is related, but distinct fromclinician-rated global
functioning and self-rated life satisfaction, suggesting that self-rated disability should also be assessed in order to
more fully describe outcomes in first episode psychosis. The findings highlight the need for specialised treatment
of depression and social disability in early psychosis.

© 2018 Elsevier Inc. All rights reserved.
1. Introduction

Clinical symptoms and functional impairment are core features of
psychotic disorders, with functional impairment being present already
in first episode psychosis [1–3]. Functioning is often measured objec-
tively with clinician-rated scales of global functioning measured in a
single construct, or self-rating scales of social functioning measuring
the frequency of various social activities. These measures are useful in
outcome studies focusing on illness signs, with the absence or low levels
of symptoms and functional impairment often referred to as clinical
recovery [4]. However, there is an increasing effort to capture the
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personal experience of illness and recovery, including the subjective
experience of improved life satisfaction and participation in life, despite
illness signs, often referred to as personal recovery [5]. Subjective life
satisfaction in general and subjective experience of difficulties related
to more specific areas of everyday activities and participation in life
has been studied in psychotic disorders [6,7], although far less
frequently than symptomatology and global functioning.

The WHO developed a conceptual framework for measuring health
and disability across different cultures and settings, the International
Classification of Functioning, Disability and Health (ICF; [8]). In the ICF
framework, functioning and disability are recognised as outcomes of
interactions between health conditions and contextual factors (envi-
ronmental or personal). This implies that environmental facilitation
can reduce the degree of disability from amedical disorder. In psychotic
disorders this could involve adequate treatment, social services, job
opportunities or the combat of stigmatising attitudes. The framework
divides functioning into 6 life domains: understanding and communicat-
ing, getting around, self-care, life activities, getting along with people, and
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participation in society, with the two latter domains being social in
nature. A self-rating measure called the World Health Organization –

Disability Assessment Schedule 2.0 (WHODAS 2.0; [9]) was developed
to assess the activity limitations and participation restrictions experi-
enced on these 6 major life domains.

Few studies of psychotic disorders have used the WHODAS 2.0. Yet
the measure has been found reliable and valid for use with psychotic
disorders in cross-sectional studies; with out patients, older patients
and long-term patients showing greater social disability than healthy
controls [10–12]. These studies found fewer activity limitations and
participation restrictions self-reported by WHODAS 2.0, than rated by
clinicians. Moreover, although WHODAS 2.0 was related it was distinct
and complementary, to a self-rated measure of life satisfaction. In
sum, they found that self-rated disability was more closely related to
depressive symptoms and life satisfaction, and less so to psychotic
symptoms, cognitive functioning and global functioning.

To our knowledge there is only one study applying WHODAS 2.0 to
individuals with first episode psychosis, thus reducing the potential
influence of illness duration and treatment [13]. Chudleigh et al. [13]
found that compared to a healthy control group, the first episode
psychosis sample had both lower quantitative ratings of social function-
ing (measured by the Social Functioning Scale) and higher qualitative
self-rated experience of disability across the 6 domains (measured by
WHODAS 2.0). Moreover, they reported that disability was equal in an
at-risk group of individuals, thus preceding psychosis onset, which is
in line with another at-risk study reporting that the social domains
predict development of psychosis [14]. Finally, Chudleigh et al. [13]
found that self-rated disability was primarily related to depression
and social anxiety and less so to positive psychotic symptoms.

Global functioning measured with GAF-F has been reported to
improve in first episode psychosis across the first year after treatment
start and to be related to psychotic symptomatology [2,15] . Satisfaction
with life in general has also been reported to improve across the first 2
and 10 years, yet to bemost closely related to depression infirst episode
psychosis and long-term schizophrenia [6,16,17]. As mentioned above
self-rated disability has also been found to be most closely related to
depression [13], but it remains to be studied longitudinally in first
episode psychosis.

Based on the above researchwith relatively small sample sizes, level
of clinically significant self-rated disability in first episode psychosis as
well as its longitudinal development remains unclear. Moreover, how
self-rated disability relates to clinician-rated global functioning, self-
rated life satisfaction and symptomatology in first episode psychosis
requires investigation. Finally, the best predictors of self-rated disability
in first episode psychosis remain to be identified. An improved under-
standing of self-rated disability in first episode psychosis could guide
the development of early treatment and environmental facilitation
compensating for symptoms and loss of functioning. The present
paper therefore has the following aims:

1. Investigate self-rated disability in first treated episode of psycho-
sis across the first year of treatment.

2. Investigate the relationship between self-rated disability and
clinician-rated global functioning, self-rated life satisfaction and
symptomatology in first treated episode of psychosis at 1-year
follow-up.

3. Investigate premorbid and baseline predictors of self-rated
disability in first treated episode of psychosis at 1-year follow-up.

2. Methods

2.1. Participants

The participants were part of a planned follow-up study, recruited
between 2003 and 2014 from in-patient and out-patient psychiatric
units in all major hospitals in Oslo, Norway, covering a catchment area
of about 485,000 inhabitants. Participant recruitment was carried out
through a close collaboration between the treating clinicians in the
various psychiatric units (identifying suspected psychotic disorders)
and the TOP assessment team (carrying out the structured diagnostic
assessment). Participants were recruited into the study within
52 weeks following the onset of adequate treatment for a psychotic
disorder (i.e. antipsychotic medication in adequate dosage for
N12 weeks or until remission, or hospitalisation in psychiatric wards
treating psychosis). Thus the sample is more precisely termed first
treated episode of psychosis rather than first episode psychosis.
However, we argue that our sample is comparable to a number of
otherfirst episode psychosis samples, which for example include partic-
ipants with a recent first diagnosis in the psychosis spectrum [18].
Inclusion criteria for the present studywas a 1-year follow-up diagnosis
(Diagnostic and Statistical Manual of Mental disorders-IV (DSM-IV)
(American Psychiatric Association, 1994) belonging to the broad schizo-
phrenia spectrum, defined as schizophrenia, schizophreniform disorder,
schizoaffective disorder (constituting “schizophrenia spectrum disor-
der”) or delusional disorder, brief psychotic disorder and psychosis
NOS (constituting “other psychosis”). Major depressive disorder
(MDD) with psychotic symptoms meeting the A-criterion for schizo-
phrenia was also included at baseline as this condition can develop
into diagnoses from the broad schizophrenia spectrum. Our attrition
rate calculations from baseline to 1-year follow-up therefore include
participants with MDD at baseline. A total of 298 participants with
broad schizophrenia spectrum and MDD with psychosis were included
at baseline, with 185 of them (62%) being reassessed at 1-year follow-
up. When excluding the participants fulfilling criteria for MDD at one
year follow-up (17 participants) the total sample consisted of 168
participants within the broad schizophrenia spectrum. A number of
these participants were excluded due to missing WHODAS 2.0 data (9
participants missing at both time points, 13 participants missing at
baseline and 27 missing at 1-year follow-up). One participant was
excluded because of missing PANSS scores and 4 participants were
excluded due to IQ below 70. The final sample therefore consisted of
115 participants (See Fig. 1). There were no significant baseline demo-
graphic or clinical differences between the participants that completed
reassessment at 1-year follow-up and those that did not. Likewise
there were no significant demographic or clinical differences between
the broad schizophrenia spectrum participants reassessed at 1-year
follow-upwithmissingWHODAS 2.0 data and those in the final sample.

Exclusion criteria for first treated episode of psychosis participants
were hospitalised head injury, neurological disorder, unstable or uncon-
trolled medical condition that interferes with brain function, IQ below
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70, and age outside the range of 18–65 years. The study was approved
by the Regional Committee for Medical Research Ethics and the
Norwegian Data Inspectorate. Data was obtained in compliance with
the regulations of our institutions. After complete description of the
study all participants gave written informed consent.

2.2. Clinical assessment

Structured clinical assessment was carried out by trained investiga-
tors consisting of clinical psychologists and medical doctors. Diagnosis
was based on Structured Clinical Interview for DSM-IV Axis I disorders
(SCID-I) [19]. Diagnostic reliability was found satisfactory with overall
agreement for DSM-IV diagnostic categories of overall Kappa score
0.77 (95% CI: 0.60–0.949). Duration of untreated psychosis (DUP) was
established at baseline and measured in weeks from onset of psychosis
until start of adequate treatment, with psychosis defined as the Positive
and Negative Syndrome Scale (PANSS) [20] positive items P1, P3, P5, P6
and G9 equal to or above 4 for more than a week [21]. Symptoms at
baseline and 1-year follow-up were measured with the PANSS using
Wallwork's PANSS – five factor model consisting of a subset of items
constituting positive, negative, disorganised, excited and depressive
symptoms [22]. This model has been found to be ideal for assessment
of first episode psychosis populations [23]. Substance abuse or
dependence the last 6 months was established at baseline and 1-year
follow-up using the scale Evaluating Substance Abuse in Persons with
Severe Mental Disorders [24]. To measure substance use in general at
baseline and 1-year follow-up, not only at the level of abuse and
dependence, Alcohol Use Disorder Identification Test (AUDIT) [25] and
Drug Use Disorder Identification Test (DUDIT) [26], was used. Satisfac-
tion with life at baseline and 1-year follow-up was measured with the
generic “Satisfaction with life in general” item in the Lehman's quality
of life Interview, brief version [27, 28]. This single generic item was
used since it has been found to be highly correlated with the 5 factors
that are part of the subjective quality of life sub-scale [27]. Life satisfac-
tion in general is rated from 1 to 7, with 1 representing very satisfied
with life, and 7 representing very unsatisfied with life.

2.3. Functioning assessment

Premorbid functioningwasmeasured at baseline with the Premorbid
Adjustment Scale (PAS) [29]. The scale was divided into a social- and an
academic domain. For each of the domains we discriminated between
the childhood scores and the difference between childhood score and
the latest available score (change) [30].

Global functioning was measured at baseline and 1-year follow-up
with the clinician-rated Global Assessment of Functioning scale Split ver-
sion - function subscale (GAF-F), which focuses on overall degree of social
and occupational functioning [31]. The sub-scale is rated from 1 to 100
with “100” representing the hypothetically best possible functioning
and “1” representing the hypothetically lowest possible functioning.

Self-rated disability was measured at baseline and 1-year follow-up
with the WHODAS 2.0, which is culturally sensitive, and reported to
be reliable and valid to use across different populations of mental and
physical disorders [9], including psychotic disorders [10]. Thirty-six
statements are rated in terms of how much difficulty the participants
have experienced with these statements during the last 4 weeks, on a
5 point Likert-type scale (1 = none, 2 = mild, 3 = moderate, 4 =
severe, 5 = extreme). The statements are divided into six activity
domains including: 1. Cognition: understanding and communicating. 2.
Mobility: moving and getting around. 3. Self-care: attending to one's
hygiene, dressing, eating and staying alone. 4. Getting along: interacting
with people. 5. Life activities: household and work/school, and 6. Partic-
ipation: joining in community activities, participating in society. The 4
work/school related items are only rated if the participant is working,
consequently less than half of our sample responded to these items.
As advised by the WHODAS 2.0 manual, the work/school items were
therefore excluded from all analyses. The present study used the WHO
complex scoring based on item-response-theory (IRT), which includes
an algorithm that weights items according to their multiple levels of
difficulty (Ustun et al. 2010 –WHODAS 2.0 manual). This provides 6
domain scores and a single summary score converted into a metric rang-
ing from 0 to 100, where “0” represents no disability. TheWHO also pro-
vides cross-cultural general population norms, based on large and
representative population samples from 10 countries around the world
(Ustun et al., 2003). This allows the disability summary score in the FEP
sample to bematchedwith percentiles for the general population sample.

Clinically significant disability was defined as a summary score 1
standard deviation above the average disability of the WHO general
population sample, thus at the level of the 16% most disabled. This
equalled a summary score above 22.

2.4. Statistical analysis

The statistical package for Social Sciences (IBM SPSS Statistics 22)
was used. Parametric analyses were used for normally distributed
variables, while non-parametric analyses were used for variables with
skewed distributions. Analyses were two-tailed with the significance
level set to 0.05.

Degree of self-rated disability (WHODAS 2.0) in participants with
first treated episode of psychosis at baseline and 1-year follow-up was
computed by using the WHO complex scoring (IRT) algorithm provid-
ing 6 domain scores and a summary score. Rate of participants with
clinically significant disability was calculated at baseline and 1-year
follow-up. Changes in self-rated disability from baseline to 1-year
follow-up, was investigated byWilcoxon Signed Ranks Test. The relation-
ship between self-rated disability and clinician-rated global functioning,
self-rated life satisfaction and symptomatology at 1-year follow-upwas
investigated with Spearman correlations. The strengths of the correla-
tions were based on Cohen [32]. Finally, baseline predictors of
self-rated disability at 1-year follow-upwas investigatedwith hierarchi-
cal multiple regression analysis (blockwise). Preliminary analysis (Mann-
Whitney U and Spearman correlations) was carried out to identify
premorbid and baseline demographic and clinical variables that were
significantly related with the disability summary score at 1-year
follow-up and therefore included in the regression analysis. None of
the baseline categorical variables were included in the regression
analysis because disability was not significantly different between the
groups in any of these variables (not shown). The significantly associat-
ed baseline continuous variables were entered into the equation in five
blocks based on a theoretical hypothesis of lifetime appearance: 1) social
childhood (0.279**) and academic childhood (0.259**); 2) years of educa-
tion (−0.270**); 3)DUP (0.333**); 4)GAF-F (−0.294**) and life satisfac-
tion (0.331**); and 5) PANSS positive symptoms (0.247**), PANSS excited
symptoms (0.241**) and PANSS depressive symptoms (0.408**). The final
models were examined for violations of assumptions underlying linear
regression. Because of a skewed distribution, DUP was log transformed
(DUPln +1).

3. Results

Table 1 presents premorbid, demographic and clinical data for
baseline and 1-year follow-up. The diagnostic distribution at 1-year
follow-up was schizophrenia = 64.3%, schizoaffective disorder =
4.3%, schizofreniform = 9.6% and other psychosis = 21.7%.

3.1. Self-rated disability in first treated episode of psychosis across the first
year of treatment

Self-rated disability for the participants with first treated episode of
psychosis was high with an average disability summary score of 36.9 at
baseline and 26.1 at 1-year follow-up on a scalewhere “0” represents no
disability (Table 2.). According to WHO norms the average disability



Table 1
Premorbid, demographic and clinical characteristics at baseline and 1-year follow-up.

Baseline
(n = 115)

1 year follow-up
(n = 115)

Mean (SD) Mean (SD)

Demographics
Gender n (% males) 75 (65.2)
Age (years) 26.2 (6.8)
Education (years) 12.1 (2.0)e

IQ (WASI) 102.7 (14.2)
Minority background n(%) 35 (30.4)

Premorbid functiona median (range)
PAS-social functioning childhood 2.0 (0–6)
PAS-social functioning change 0.75 (−3.5–5)
PAS-academic functioning childhood 2 (0–6)
PAS-academic functioning change 0.5 (−2.5–4)

DUPb median (range) 50 (1−1300)
Clinical symptomsc mean (SD)

PANSS-positive symptoms 10.7 (3.9) 8.7 (4.2)
PANSS-negative symptoms 12.8 (5.7) 12.0 (5.5)
PANSS-disorganised symptoms 5.6 (2.3) 5.6 (2.3)
PANSS-excited symptoms 6.1 (2.1) 3.8 (1.2)
PANSS-depressive symptoms 8.8 (3.1) 7.4 (3.1)

Medication n(%)
Antipsychotic 91 (79) 85 (74)
Antidepressant 33 (29) 33 (29)
Antiepileptic 6 (5) 6 (5)

Substance abuse
Drake-alcohol abuse/dep. n(%) 14 (12.2) 10 (8.7)
Drake-drug abuse/dep. n(%) 25 (22.1) 16 (13.9)
AUDIT-alcohol use median (range) 7.6 (7.3) 7.5 (6.9)
DUDIT-drug use median (range) 6.5 (10.0) 4.3 (7.9)

Global functioning
GAF-F 43.9 (13.2) 52.1 (15.3)

Satisfaction with life
Life satisfaction in general 4.40 (1.52)d 3.60 (1.39)

a PAS script; social functioning n = 114, academic functioning n = 114.
b Duration of untreated psychosis log transformed - in weeks.
c PANSS five factor model by Wallwork (2012).
d n = 110.
e n = 113.
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score N 22).

51C. Simonsen et al. / Comprehensive Psychiatry 85 (2018) 48–54
summary score (median) at baselinewas at the 91st percentile, while at
1-year follow-up it was at the 86th percentile. This indicates an average
self-rated disability across the first year after treatment initiation in first
treated episode of psychosis around the 10% highest level of disability in
theWHOgeneral population sample. At 1-year follow-up, 7 participants
(6,1%) in the present sample had a disability summary score under the
50th percentile of theWHO sample, 2 participants (1.7%) had a disabil-
ity summary score between the50th and 59th percentiles, 9 participants
(7.8%) had a disability summary score between 60th and 69th percen-
tiles, 15 participants (13%) had a disability summary score between
the 70th and 79th percentiles, 49 participants (40%) had a disability
summary score between 80th and 89th percentiles, and 36 participants
(31.3%) had a disability summary score above the 90th percentile.

With clinically significant disability being defined as a summary
score 1 standard deviation above the average of the WHO sample,
Table 2
Average self-rated disability domain scores and summary scorea at baseline and 1-year follow-

Baseline
(n = 115)

Disability domain scoresa Median (range)
Understanding and communicating 35.0 (1−110)
Getting around 12.5 (0–125)
Self-care 10.0 (0−120)
Getting along with people 58.33 (0–158)
Life activities-household 30.0 (0–160)b

Participation in society 47.9 (4.1–129.1)
Disability summary scorea 36.9 (5.4–126.0)

a WHODAS 2.0 complex scoring (IRT).
thus at the level of the 16% most disabled, 75% of the present sample
were disabled at baseline and 63% at 1-year follow-up. In other words,
as presented in Fig. 2, 37% of the sample rated themselves not to be
disabled at a level defined as clinically significant at 1-year follow-up.

The disability domain scores are presented in Table 2 and Fig. 3. At
baseline and 1-year follow-up the highest level of disability was in
two social domains: “Getting along with people” and “Participation in
society”, followed by “Understanding and communication” and “Life
activities (Household)”. A lower level of disability was found in the
domains “Getting around” and “Self-care”.

As presented in Table 2 and Fig. 3, all the disability domains apart
from “Life activities”, improve significantly (thus decrease) from
baseline to 1-year follow-up.

3.2. Relationship between self-rated disability and clinician-rated global
functioning, self-rated life satisfaction and symptomatology in first treated
episode of psychosis at 1 year follow-up

The relationship between self-rated disability and clinician-rated
global functioning, self-rated life satisfaction and symptomatology at
1-year follow-up is presented in Table 3. Firstly, the self-rated disability
summary score and all the disability domains had significant correla-
tions, with weak to medium strength, with the clinician-rated global
functioning score (GAF-F). The two social domains “Getting along
with people” and “Participation in society” had the strongest associa-
tion. Secondly, the disability summary score and all the disability
domains had significant correlations, of a mainly medium and strong
strength, with self-rated life satisfaction. Again the two social domains
“Getting along with people” and “Participation in society” had the
highest associations, along with “Understanding and communicating”.
Thirdly, the self-rated disability summary score had a significant
correlation with a strong strength with depressive symptoms, medium
strength with positive symptoms, and a weak strength with
disorganised symptoms, yet no significant associations with negative
and excited symptoms. All disability domains significantly correlated,
with amainly strong andmedium strength, with depressive symptoms.
up.

1 year follow-up
(n = 115)

Wilcoxon signed ranks test

Median (range) Z P
25.0 (0−100) z = −3.70 P b .0005
0.25 (0–93.3) z = −3.09 P = .002

0 (0–100) z = −3.81 P b .0005
41.6 (0–158.3) Z = −3.35 P = .001
25 (0–160) z = −1.69 P = .091

33.3 (0–120) z = −4.62 P b .0005
26.1 (0–104.3) z = −5.05 P b .0005

Image of Fig. 2
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All disability domains significantly correlated with a weak or medium
strength with positive symptoms, while only “self-care” and “Participa-
tion in society” had significant correlations with a weak strength with
disorganised symptoms. “Understanding and communicating” was the
only domain that significantly correlated with a weak strength with
negative symptoms, while, none of the disability domains correlated
with excited symptoms. Thus, depressive symptoms had the highest
correlationswith self-rated disability. And again the two social domains
“Getting along with people” and “Participation in society”, as well as
“Understanding and communicating”, had the highest associations
with symptoms.

3.3. Premorbid and baseline predictors of self-rated disability in first treated
episode of psychosis at 1-year follow-up

The bivariate analyses between self-rated disability summary score
at 1-year follow-up and the significantly associated premorbid and
baseline variables were as follows in the five blocks in the regression
analysis: 1) social adjustment childhood (0.269**) and academic adjust-
ment childhood (0.275**); 2) years of education (−0.273*); 3) DUP
(0.286*); 4) GAF-F (−0.284**) and life satisfaction (0.310**); and
5) PANSS positive symptoms (0.177*), PANSS excited symptoms
(0.220**) and PANSS depressive symptoms (0.389**). In the subsequent
hierarchical multivariate regression analyses, social and academic
childhood adjustment, DUP, baseline GAF-F, baseline life satisfaction
and baseline depressive symptoms significantly predicted disability
at 1-year follow-up when they were entered into the equation in
their corresponding blocks. However, as presented in Table 4,
in the final block only increase in baseline depressive symptoms
(beta = 0.286) was a significant predictor of higher disability,
with increase in DUP reaching a subthreshold level of significance
(beta = 0.163) (Table 4.). The final model as a whole was significant
(F(9,99) = 5.121, p b .0005), explaining a total of 25.6% of the variance
in disability.
Table 3
Relationship between self-rated disabilitya and clinician-rated function, self-rated life satisfacti

GAF-Fc Life satisfactiond PANSS-positiveb

Disability domain scoresa

Understanding and communicating −0.373** 0.581** 0.351**
Getting around −0.402** 0.369** 0.259**
Self-care −0.281* 0.254** 0.220**
Getting along with people −0.473** 0.532** 0.366**
Life activities - household −0.231* 0.318** 0.218**
Participation in society −0.427** 0.484** 0.354**

Disability summary scorea −0.477** 0.551** 0.387**

a WHODAS 2.0.
b PANSS five factor model by Wallwork (2012).
c Global Assessment of Functoning Scale – Functioning (Split version).
d Generic item from Lehman's quality of life interview, brief version.
4. Discussion

The main findings include that self-rated disability in first treated
episode of psychosis was high, especially in social domains. However,
the level of disability improved across the first year of treatment,
with 37% not rating themselves disabled at a clinically significant level
at 1-year follow-up. Secondly, self-rated disability was more closely
related to life satisfaction in general and depressive symptoms than to
clinician-rated global functioning and positive symptoms at 1-year
follow-up. Finally, self-rated disability at 1 year follow-upwas predicted
by baseline level of depression. To our knowledge this is the first report
of self-rated disability and how it relates to other outcome measures,
across the first year of treatment in first episode psychosis.

Our first set of findings show a high average level of disability
compared to the WHO cross-cultural general population sample. At
baseline and 1-year follow-up the average disability summary scores
in the present sample were around the 90th percentile for the WHO
general population norm, thus at the same level as the 10%with highest
disability in the general population. Rate of disability considered to be
clinically significant in our first treated episode of psychosis sample
was 76% at baseline and 63% at 1-year follow-up. In other words, 37%
of the sample did not consider themselves to be disabled at a clinically
significant level at 1-year follow-up. Comparatively, in a previous
study based on clinician-ratings, 26% of the first episode psychosis
sample was in symptomatic remission [33] at 1-year follow-up, while
14% were in early clinical recovery defined as symptomatic remission;
GAF-F ≥ 60; 50% work/study; and independent living [15]. Taken
together, this suggests that rate of participants not considering them-
selves as disabled is higher than participants considered in clinical
recovery as rated by clinicians. This is in line with reports of a higher
rate of subjective experience of recovery, also called personal recovery,
compared to objective level of clinical recovery [34].

The fact that the highest level of self-rated disability was reported in
the social domains “Getting along with people” and “Participation in
society”, is in line with previous studies, including the study of FEP
[10–13]. However, the social domain scores in the present first treated
episode of psychosis study show a higher level of disability than that
found in the two groups of older patients and outpatients with schizo-
phrenia in two previous studies [10, 11]. This may be due to the fact
that older and more chronic patients with schizophrenia have adapted
to their health challenges and situation, compared to the relatively
young participants in the present study, whom are perhaps still
comparing themselves to their peers. Moreover, the older patients in
the previous study lived in board and care settings,where they are likely
to have far more help and support than the younger participants in the
present study whom mainly live outside community care. The present
findings show a low level of self-rated disability in the “Getting around”
and “Self-care” domains, which is what wewould expect from a sample
with mental illness as opposed to a sample with physical illness. These
findings also show that self-rated disability improved from baseline to
1-year follow-up on all domains apart from “Life activities”. This is in
on and symptoms at 1-year follow-up (Spearman correlation).

PANSS-negativeb PANSS-disorganisedb PANSS-excitedb PANSS-depressiveb

0.188* 0.180 0.054 0.520**
0.131 0.181 0.012 0.331**
0.042 0.202* 0.133 0.257**
0.124 0.181 0.104 0.466**
0.044 0.041 0.145 0.337**
0.025 0.272** 0.115 0.537**
0.106 0.241** 0.145 0.535**

Image of Fig. 3


Table 4
Premorbid and baseline demographic and baseline clinical predictors of self-rated disability summary scorea at 1-year follow-up (Hierarchical multiple regression analysis).

Contribution of each variable in block 5 Model summary for each block

B S.E.d Beta t p R square Adjusted R square p

Social adjustment childhood 1.996 1.247 0.145 1.601 0.113 Block 1 0.114 0.097 0.002
Academic adjustment childhood 0.551 1.683 0.034 0.327 0.744
Education (years) −1.723 1.063 −0.155 −1.621 0.108 Block 2 0.144 0.120 0.055
DUPlnb 2.194 1.203 0.163 1.825 0.071 Block 3 0.190 0.159 0.017
GAF-Fc −0.189 0.173 −0.109 −1.093 0.277 Block 4 0.246 0.202 0.026
Life satisfactionc 1.089 1.541 0.072 0.707 0.481
PANSS positive symptomsc 0.099 0.529 0.017 0.188 0.852 Block 5 0.318 0.256 0.019
PANSS excited symptomsc 0.601 0.964 0.057 0.623 0.534
PANSS depressive symptomsc 2.091 0.702 0.286 2.979 0.004

a WHODAS 2.0.
b DUPln = Duration of untreated psychosis log transformed.
c Baseline.
d S.E. = Standard error.
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line with previous outcome studies, reporting improvement in
clinician-rated global functioning the first year of treatment [2], and
improvement in life satisfaction in general the two first years of after
treatment [16].

Our second set of findings on the relationship between self-rated
disability and other outcome measures at 1-year follow-up includes
weak andmoderate significant correlations between self-rated disabili-
ty measured byWHODAS 2.0 and clinician-rated functioning measured
byGAF-F. This is in linewith previous studies [12], and suggests that the
two scales measure related but different phenomena. If these findings
are a reflection of clinicians believing that their patients are more
disabled than the patients themselves do, this could impact negatively
on the patients' recovery process by dampening their sense of mastery,
empowerment and hope for the future.

At 1-year follow-up self-rated life satisfaction measured with the
satisfaction with life in general item in Lehman's Quality of Life
interview, had mainly medium and strong significant correlations
with various aspects of self-rated disability. This is also in line with
previous studies [10, 12], and suggests that the two scales measure
related, but distinct and complementary phenomena. This may also
suggest that self-rated disability, and especially social disability, is
more closely related with life satisfaction than global functioning. Alter-
natively, it may reflect that self-report measures are more closely relat-
ed. Nevertheless, these findings imply that it is important to measure
self-rated disability in addition to clinician-rated global functioning
and self-rated life satisfaction in order to capture the subjective experi-
ence of disability in people with psychotic disorders.

That self-rated disability has stronger significant associations with
depressive symptoms than positive symptoms at 1-year follow-up, is
in line with the previous study that includes an older sample with
schizophrenia [10], and the previous first episode psychosis study
[13]. Moreover, the associations were highest for the social domains
“Getting along with people” and “Participation in society”, as well as
“Understanding and communicating”. This indicates a close relationship
between the experience of social disability and depression, although,
the direction of this relationship is uncertain. It could imply that an
increase in depression leads to increase in social disability, or to a
more pessimistic scoring of social disability. Alternatively, the finding
may reflect that a high social disability leads to an increase in depressive
symptoms. Nevertheless, the significance of depression reflects the high
level of depression in first episode psychosis, being present in 50% at
treatment initiation [35] and 35% at one year follow-up [36]. The only
disability domain that was associated with negative symptoms was
“Understanding and communicating” which largely represents cogni-
tion, which is in line with studies finding a close relationship between
negative symptoms and cognitive impairment [37]. However, it may
be that disabilitywould bemore closely related to ameasure of negative
symptoms that is more detailed and precise than the PANSS.
Our third set of findings include that self-rated disability at 1-year
follow-up was only significantly predicted by level of depressive
symptoms at baseline, which is in line with the previous study of
older patients [10]. This adds to the above discussion regarding the
close relationship between depression and self-rated social disability,
suggesting that depression might be the driving force. In contrast,
clinician-rated symptomatic remission at 1-year follow-up was signifi-
cantly predicted by baseline positive symptoms in a previous study
[15]. Therefore, we can speculate that while baseline psychotic symp-
toms are important for clinical recovery, depression is more important
for personal recovery, although this obviously requires further research.
Finally, self-rated disability at 1-year follow-upwas predicted by DUP at
a subthreshold level, consistentwith earlier findings reporting that DUP
is important for outcome in first episode psychosis [15,38].

There are several clinical implications of these findings. The partici-
pants in this study were recruited from various in-patient and
out-patient units across Oslo, and received treatment on an individual
basis, based on the Norwegian treatment guidelines for first episode
psychosis. However, because of the close relationship between depres-
sion and social disability, the findings imply that specialised treatment
should target depression alongside psychotic symptoms the first year
of treatment in first episode psychosis. Moreover, specialised treatment
of social disability, such as social skills training, social cognition training
and cognitive behaviour therapy (CBT), all aimed at improving social
ability and thus integration, is also important the first year of treatment
in first episode psychosis. Recovery-focused CBT interventions targeting
disability broadly, including activity and participation domains are
recommended [39]. In line with the ICF, contextual factors that interact
with symptoms and result in social disability should also be a target in
treatment. Thus psychosocial interventions directed at the environment
or context surrounding people with FEP are also needed in order to
increase social integration. Moreover, the findings imply that there are
signs of recovery already the first year after treatment start, adding to
the literature that provides hope for recovery in this patient group
[5,34]. Finally, the scientific implications of this study are that it is
important to assess self-rated disability as well as clinician-rated global
functioning or self-rated life satisfaction, in order to fully assess
outcome in FEP.

A limitation to the present study could be that the reliability of the
self-report may have been compromised by cognitive impairment and
limited insight common amongst people with psychotic disorders.
However, the purpose was to capture the qualitative subjective experi-
ence of disability irrespective of level of cognitive function or insight.
The fact that the sample is recruited through the public mental health
care system in a country with a catchment-area patient admittance
system should result in the sample being highly representative of the
treated patient population. However, there are two issues that limit
the extent to which we can draw this conclusion. Firstly, due to
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regulations by theNorwegian Ethical boardwe had nodata on the num-
ber of people that did not consent to participate in the study. Secondly,
38% of the participants that entered into the study at baseline were not
reassessed at 1-year follow-up, and 53 participants were excluded from
the final sample due to missing data or exclusion criteria. Nevertheless,
the sample size in the present study is relatively large compared to pre-
vious studies usingWHODAS 2.0 comprising considerably smaller sam-
ples of around 20 participants [13]. Future research should investigate
environmental factors that influence self-rated disability in first
episode psychosis over time in order to guide the further development
of early treatment and environmental facilitation.

4.1. Conclusion

In sum, the present study suggests that self-rated disability in first
treated episode of psychosis is high, but improves across the first year,
indicating signs of early recovery. Moreover, self-rated disability is
related, but distinct from clinician-rated global functioning and
self-rated life satisfaction, suggesting that assessment of self-rated
disability is also required in order to fully describe outcomes in first
episode psychosis. Finally, thefindings highlight the need for specialised
treatment of depression and social disability in the early phases of first
episode psychosis.
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