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Objectives: A consensus definition of clinical recovery in
first-episode psychosis (FEP) is required to improve knowl-
edge about recovery rates in this population. To propose
criteria for a future consensus definition, this study aims to
investigate rates of clinical recovery when using a standard
definition (full psychotic symptom remission and adequate
functioning for minimum one year) across both affective
and nonaffective FEP groups (bipolar spectrum and schiz-
ophrenia spectrum disorders). Second, we aim to explore
changes in rates when altering the standard definition cri-
teria. Third, to examine the extent to which healthy con-
trols meet the functioning criteria. Study design: In total,
142 FEP participants and 117 healthy controls preselected
with strict criteria, were re-assessed with structured clinical
interviews at 10-year follow-up. Study results: A total of
31.7% were in clinical recovery according to the standard
definition, with significantly higher recovery rates in bi-
polar (50.0%) than in schizophrenia spectrum disorders
(22.9%). Both groups’ recovery rates decreased equally
when extending duration and adding affective symptom re-
mission criteria and increased with looser functioning cri-
teria. In healthy controls, 18.8% did not meet the standard
criteria for adequate functioning, decreasing to 4.3% with
looser criteria. Conclusions: Findings suggest that clinical
recovery is common in FEP, although more in bipolar than
in schizophrenia spectrum disorders, also when altering the
recovery criteria. We call for a future consensus definition
of clinical recovery for FEP, and suggest it should include
affective symptom remission and more reasonable cri-
teria for functioning that are more in line with the general
population.
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Introduction

Psychotic disorders continue to be viewed as chronic,! al-
though it has been firmly established that many will fully
recover.”* As hope is important for recovery, this pessi-
mism is potentially detrimental.>” What the definition of
“recovery” should entail for people with psychotic dis-
orders remains unclear.>'® A distinction has been made
between personal recovery, a process of finding subjec-
tive quality of life regardless of symptoms, and clinical
recovery, an observer-rated outcome of symptomatic re-
mission and adequate functioning for a given duration.!?
There is no consensus definition for clinical recovery or
adequate functioning in psychotic disorders, despite the
Remission in Schizophrenia Working Group’s (RSWG)
consensus definition of symptomatic remission.!!
Reviews of clinical recovery in psychotic disorders'>!*
have included studies with varied illness durations and
follow-up periods, precluding a conclusion regarding
long-term outcome. A few long-term (7.5-20 years) fol-
low-up studies have recruited participants within the first
year of either onset or treatment of psychosis, known as
first-episode psychosis (FEP).!>!® These studies have es-
tablished that individuals with FEP can gain stable symp-
tomatic remission,'® adequate functioning,' and clinical
recovery with rates ranging from 14% to 35.2%.1617.19
This variance in clinical recovery rates across these
FEP studies is partly due to methodological differences.!?
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First, the majority defined FEP as nonaffective psychosis
(schizophrenia spectrum disorders), excluding affective
psychoses (bipolar and major depressive disorder with
psychosis).!>1%2 This reduces the observed clinical re-
covery rates'*?! as nonaffective psychosis studies demon-
strate lower rates (13.5%)'2 than those including affective
psychosis (37.9%).13 In FEP studies that included affec-
tive psychoses'” ! and in studies within the framework
of first-episode affective psychosis (FEAP),** the affec-
tive samples are rarely divided into unipolar or bipolar
disorders. Thus, with the exception of a few studies in-
cluding first-episode mania (FEM),? there is a dearth of
knowledge about the long-term course of first-episode
psychotic bipolar disorder.

The reviewed FEP studies also differ in their defini-
tion of clinical recovery.'>!* The required duration of the
period necessary for recovery varies from 6 months to
2 years across studies. Symptomatic remission of psychosis
is generally well-defined and based on the RSWG con-
sensus definition.!" However, the remission of affective
symptoms that make up the diagnostic criteria are not
examined in FEP-studies that include affective psychotic
disorders, even though it logically should.'""" Adequate
Sfunctioning lacks a unified definition, although consensus
criteria have been suggested.? Thus, studies differ in re-
quiring any paid-, part-time- or full-time employment to
meet functioning criteria.'>”* Establishing consensus
criteria for adequate functioning is essential, as functional
loss is the greatest barrier to clinical recovery in psychotic
disorders.” The majority will achieve symptomatic remis-
sion (50%—-75%), yet half of them will remain function-
ally impaired,'® especially related to employment.'” These
criteria do not consider that unemployment or poor oc-
cupational functioning could be due to systemic factors
that are not illness-related, with full-time employment
being particularly difficult to reach. Strict functioning
criteria have been used to establish a proof-of-concept
that many individuals with psychotic disorders without
doubt achieve full clinical recovery. Still, we should con-
sider whether these requirements exceed the functioning
level in the general population,'® thus causing unwar-
ranted pessimism. Investigating to what extent healthy
controls meet strict functioning criteria could help eval-
uate whether they are an unduly stringent norm.

Due to the above unanswered questions we have the
following aims: (1) Investigate the rate of clinical re-
covery in a 10-year follow-up across a sample of first-
episode schizophrenia spectrum and psychotic bipolar
spectrum disorders, using a standard definition of clin-
ical recovery. (2) Examine how altering the recovery cri-
teria influence recovery rates, by including the addition
of affective symptomatic remission and the use of looser
criteria for adequate functioning. (3) Investigate the rate
of adequate functioning in a healthy control group using
both standard and looser criteria. Finally, based on our
findings, we will propose criteria for a potential future
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consensus definition of clinical recovery in psychotic
disorders.

Methods

Participants

A sample of participants with FEP were recruited from
2004 to 2012 to the Thematically Organized Psychosis
(TOP) study at the Norwegian Centre for Mental
Disorders Research (NORMENT) from the majority
of in- and outpatient psychiatric services in the Oslo
area in Norway. Participants were invited to a I-year
follow-up assessment and a 10-year follow-up assess-
ment that was completed between 2015 and 2021. FEP
was for the purpose of the study defined as recruitment
within the first 52 weeks after start of first adequate
treatment (antipsychotic medication in adequate dosage
for 12 weeks or until remission, or psychiatric hospital-
ization for a psychotic episode). Other inclusion criteria
were meeting the criteria for a DSM-IV diagnosis of a
psychotic disorder within the schizophrenia or bipolar
spectrum (see below), adequate Scandinavian language
skills, age 18-65 years and ability to give informed con-
sent. Exclusion criteria were brain injury requiring hos-
pitalization, neurological or other uncontrolled medical
condition causing psychotic symptoms (organic psy-
chosis) at baseline.

Among the 444 participants eligible for the TOP
10-year follow-up after baseline, 169 completed assess-
ment at 10-year follow-upi.e. with a 38.1% retention rate.
See figure 1 for a description of participants. Among
our 10-year follow-up sample, 108 participants had also
been assessed at l-year follow-up. Participants were
divided into the two diagnostic groups at 10-year fol-
low-up, schizophrenia spectrum disorder (Schizophrenia,
Schizophreniform disorder, Schizoaffective disorder,
and “other psychoses” (Delusional disorder, Brief psy-
chotic disorder, and Psychotic disorder not otherwise
specified)) or bipolar spectrum disorder with psychosis
(Bipolar I disorder, Bipolar II disorder and Bipolar dis-
order not otherwise specified). See table 1 for number
of participants within each diagnostic subgroup. After
follow-up assessment, 27 participants were excluded
from the present part of the study due to either a re-
vised diagnosis outside of the schizophrenia or psy-
chotic bipolar spectrums, or inadequate information to
determine the presence of clinical recovery. Thus, the
final sample consisted of 142 participants at 10-year
follow-up.

The study was approved by the Regional Committee
for Medical Research Ethics and the Norwegian Data
Inspectorate. Data were obtained in compliance with
the regulations of our institutions. All participants gave
written informed consent to partake in the study. Study
methodology was pre-registered in the Open Science
Framework.
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Fig. 1. Participation in 10-year follow-up.

Assessment and Measures

Data on demographic and clinical factors were collected
based on a comprehensive clinical interview combined
with a review of medical charts. Participants were diag-
nosed with the Structural Clinical Interview for DSM-1V
Axis I disorders (SCID-I) (First et al., 1995)% at baseline
and at follow-up. Psychosis was initially measured with
the Positive and Negative Syndrome Scale (PANSS)?’
with positive items P1, P3, P5, P6, and G9 equal to or
above 4 as a cut-off. The Wallwork five-factor model
consisting of a subset of PANSS items constituting
positive, negative, disorganized, excited and depres-
sive symptoms? was used. This model has shown to be
appropriate for FEP populations.”? Depressive symp-
toms were also measured with The Calgary Depression
Scale for Schizophrenia (CDSS)*® and Inventory of
Depressive  Symptoms—Clinician rated (IDS-C).’!
Young Mania Rating Scale (YMRS)?*?* was used to as-
sess manic symptoms. Global functioning was meas-
ured with The Global Assessment of Functioning Scale
(GAF), split version.?* Alcohol and drug use was meas-
ured with The Alcohol Use Disorder Identification
Test/Drug Use Disorders Identification Test (AUDIT/
DUDIT).3*3 Participants were assessed and diagnosed
by licensed clinical psychologists or physicians under
weekly supervision by experienced consultant clinical
psychologists and psychiatrists. Assessments were dis-
cussed until agreement by consensus ratings in weekly
meetings with senior clinical scientists and project
group members.

The standard clinical recovery definition used in this
study required: a duration of 12 months meeting the
below criteria for psychotic symptomatic remission'' and
adequate functioning."

Excluded (n=27)

e Missing data (n=12)

e  Follow-up diagnosis (n=15; Bipolar 1
without psychosis = 7, Major
depressive disorder = 6, Substance
induced psychotic disorder = 2)

Psychotic symptomatic remission was defined according
to the RSWG international consensus definition!! with
scores equal to or below 3 on the following PANSS items
at time of follow-up: positive symptoms (P1-delusions,
GY-unusual thought content, P3-hallucinations), dis-
organized symptoms (P2-conceptual disorganization,
G5-mannerisms/posturing), and negative symptoms
(N1-blunted affect, N4-social withdrawal, N6-lack of
spontaneity). Assessment was based on instruments
(SCID-I, PANSS, CDSS), a participant report, and
chart review. Discontinuation of medication is not a re-
quirement of symptomatic remission in the consensus
definition.!!

Affective symptomatic remission was defined as an
IDS-C score below 14, CDSS-score below 7 and YMRS-
score below 8, as well as not meeting criteria for a current
affective episode according to SCID-1 at follow-up.

Adequate functioning was defined in accordance with
the TIPS 10-year follow-up!’ by the presence of full-
time occupational functioning in terms of work, study or
other (such as full-time child rearing), social functioning
(comparable to meeting a friend in person at least once
weekly), and independent living (reside in unsupervised
home and maintaining activities of daily living (ADL)).

Altering  clinical recovery criteria involved: (1)
Shortening or extending the required duration of the
period in recovery, to no duration, 6 months, 24 months
and 60 months. (2) The inclusion of affective symptom
remission in addition to psychotic symptom remission. (3)
Loosening the standard adequate functioning criteria by
allowing part-time (>40%) instead of full-time occupa-
tional functioning, and by having a close friend/confidant
instead of the requirement to meet a friend once weekly
for social functioning.
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Healthy Controls

Healthy control participants matched in age and gender
were randomly selected from the same catchment area.
They were screened at baseline and 10-year follow-up
with an interview on severe mental illness symptoms
and the Primary Care Evaluation of Mental Disorders
(PRIME-MD) (Spitzer et al., 1999). They underwent a
brief demographic interview and completed self-report
measures including level of functioning. Controls were
assessed by personnel trained and supervised in cogni-
tive and functioning assessments by a senior clinical re-
searcher. Healthy controls were excluded according to
exclusion criteria for participants, if they had experienced
substance abuse or dependency in the last 6 months, or if
they or any of their close relatives, had a lifetime history
of severe psychiatric disorder at baseline. Among the 179
healthy controls assessed at baseline and eligible for fol-
low-up, 120 controls were retained at 10-year follow-up.
Three were excluded in the present study due to missing
data, leaving 117 participants.

Statistical Analyses

Analyses were completed with IBM SPSS Statistics ver-
sion 26. The first aim was investigated with descriptive
statistics for rate in clinical recovery according to the
standard definition. The differences in demographic and
clinical characteristics between the healthy controls and
total sample, between schizophrenia and bipolar spec-
trum diagnostic groups, as well as between the groups
not in clinical recovery and in recovery, were all investi-
gated with chi-square for categorical independent vari-
ables, t-test for continuous independent variables and
Mann Whitney U tests for nonnormally distributed con-
tinuous variables. Descriptive statistics were also used to
calculate the clinical recovery rates with altered criteria.
Finally, rate of adequate functioning according to the
standard definition in healthy controls was calculated.
All tests were two-tailed, with the level of significance
set to .05.

Results

Background Characteristics

There were no baseline demographic or clinical differ-
ences between participants that completed 10-year fol-
low-up and those that were lost to 10-year follow-up,
apart from significantly more men (63.6% vs. 52.7%) (x*
(1, N =444) = 5.229 P < .05) and schizophrenia spectrum
participants (66.6% vs. 60.9%) (x> (1, N=444)=9.110
P < .05) in the group lost to follow-up.

Background demographic and clinical characteris-
tics for the healthy controls, total sample and schiz-
ophrenia and bipolar spectrum groups are presented
in Table 1. Significantly more healthy controls were
ethnic Norwegians or in a relationship, and they had

Clinical Recovery in First-episode Psychosis

a higher level of education compared to the total
sample. When comparing the two diagnostic groups,
the only significant demographic difference was more
years of education in the bipolar spectrum group.
The significant clinical differences were in line with
the diagnostic criteria; with the schizophrenia spec-
trum group having higher scores for PANSS positive,
negative and disorganized symptom scores; moreover,
higher YMRS and DUDIT. While the bipolar spec-
trum group had significantly more manic episodes and
better GAF-F scores.

Standard Clinical Recovery Criteria

Presented in Table 2, in the total sample 31.7% were in
clinical recovery at 10-year follow-up according to the
standard definition. Moreover, 59.9% met criteria for
psychotic symptom remission of at least 12 months du-
ration, while 32.4% met the criteria for adequate func-
tioning, mainly because few participants had full-time
occupation. The clinical recovery rate was significantly
higher among participants with bipolar spectrum di-
agnosis (50.0%) compared to schizophrenia spectrum
diagnosis (22.9%). Within the schizophrenia and bi-
polar spectrums, the recovery rate varied across diag-
nostic subgroups with n > 10 (Schizophrenia 10.9%,
Schizoaffective disorder 33.3%, Other psychosis 40.0%,
Bipolar I 50.0%). Both psychotic symptom remission
and adequate functioning was higher in the bipolar
than the schizophrenia spectrum group. Social func-
tioning was the only subcriterion that was not signif-
icantly higher in the bipolar than the schizophrenia
spectrum group.

Illustrated in Table 3, the only demographic difference
was more years of education in the recovery group than
nonrecovery group. The significant clinical differences
were in line with the standard clinical recovery definition,
with the recovery group having lower psychotic symptom
scores and higher functioning, as well as lower affective
symptom scores. There were no differences in number of
psychotic/affective episodes during follow-up.

Altering Clinical Recovery Criteria

Presented in Table 2, we observed progressively lower
recovery rates for the total sample as adjustments were
made to increase the duration. With a 5-year duration
requirement, the recovery rate was halved from the
standard duration criteria, and although the recovery
rate was still double in the bipolar compared to the
schizophrenia spectrum group, it was no longer signif-
icantly different.

When adding affective symptom remission as a prereq-
uisite in addition to psychotic symptom remission, the
recovery rate decreased to 26.8% for the total sample. In
the schizophrenia and bipolar spectrum groups 58.9%
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Table 3. Demographic and Clinical Characteristics Between Participants in Clinical Recovery* and not in Clinical Recovery at 10-year

Follow-up
Nonrecovery Recovery Chi-square/t-test/ Mann
(n=97) (n=45) Whitney
¥x2/t1U p VID
Demographic
Gender, female 42 (43.3) 25 (55.6) y>=1.85 207 114
Age M (SD) 38.3(8.2) 36.3(8.4) t=1.32 191 237
Country of origin ¥ =0.12 812 .032
Norwegian 67 (78.8) 31 (81.6)
Other 18 (21.2) 7(18.4)
Education, years M (SD) 12.8 (2.3) 15.1 (2.2) t=-5.10 .000 -1.007
Clinical
Diagnosis, 10 years
Schizophrenia spectrum 74 (76.3) 22 (48.9)
Schizophrenia 49 6
Schizophreniform 0 1
Schizoaffective 10 5
”Other Psychoses™ 15 10
Bipolar spectrum 23(23.7) 23 (51.1)
Bipolar 1 Disorder 21 21
Bipolar 2 Disorder 1 2
Bipolar NOS 1 0
Psychotic ep. FU® Mdn (ran) 2 (1-40) 2 (0-7) U=1913.50 401
Manic ep. FU® Mdn (ran) 1(0-42) 2 (0-9) U =487.50 726
Depressive ep. FU" Mdn (ran) 2 (0-48) 2 (0-38) U=1133.00 .198
PANSSe M (SD)
Positive 8.7(4.3) 4.6 (1.1) t=6.25 .000 1.13
Negative 10.6 (5.8) 6.9 (1.7) t=4.20 .000 758
Disorganized 4.7 (2.3) 3.3(0.5) t=4.01 .000 723
Excited 4.9 (1.6) 4.3(0.8) =252 013 454
Depressive 7.2 (3.5) 4.4(1.9) t=15.12 .000 923
CDSS! M (SD) 4.1(4.9) .8(1.6) t=4.29 .000 7196
YMRSe¢ M (SD) 4444 1.0 (1.6) =498 .000 910
GAF-F' M (SD) S51.1(12.7) 80.7 (6.5) t=-14.70 .000 -2.65
AUDIT® Mdn (ran) 4 (0-28) 3 (0-20) U =1664.00 185
DUDIT" Mdn (ran) 0(0-42) 0(0-23) U=1643.00 .624
Medicated, psychotropic 64 (67.4) 31(68.9) 2 =10.03 1.000 015

Note: N (%) is reported unless otherwise specified, M (SD) = Mean (Standard Deviation), Mdn (ran) = Median (range).
* Standard clinical recovery definition: Psychotic symptom remission and adequate functioning, 12 months duration.
2 Delusional disorder = 5; brief psychotic disorder = 1; psychotic disorder not otherwise specified = 19.

b Episodes during follow-up period.

¢ PANSS, Positive and Negative Symptom Scale.

4 CDSS, Calgary Depression Scale for Schizophrenia.

¢ YMRS, Young Mania Rating Scale.

"GAF-F, Global Assessment of Functioning—functioning subscale.
¢ AUDIT, Alcohol Use Disorders Identification Test.

" DUDIT, Drug Use Disorder Identification Test.

and 58.7% respectively, were in affective symptom remis-
sion irrespective of psychotic symptom remission or not.
The addition of the affective symptom remission require-
ment did not affect the relative differences in recovery
rates between the schizophrenia and bipolar spectrum di-
agnostic groups, as they decreased with 8.1% and 4.3%,
respectively.

Finally, the recovery rate in the total sample increased
to 40.8% with less strict criteria for adequate functioning
(part-time instead of full-time work/study/other and
having a close friend or confidant instead of weekly

contact). Recovery rates increased in both diagnostic
groups with looser functioning criteria.

Adequate Functioning in Healthy Controls

Compared to the total sample, significantly more con-
trols met the standard and altered criteria for adequate
functioning. Yet, as illustrated in Table 2, 18.8% of
healthy controls did not meet the standard criteria for
adequate functioning, mainly based on restricted social
functioning. The rate of healthy controls not fulfilling
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adequate functioning decreased to 4.3% when using
looser functioning criteria.

Discussion

The main findings include that at 10-year follow-up 31.7%
of FEP participants were in clinical recovery according
to a standard definition, the recovery rate was twice as
high in the bipolar (50.0%) compared to schizophrenia
spectrum group (22.9%). Altering the criteria affected
the recovery rate, it decreased equally for both diagnostic
groups with a longer recovery duration and when adding
affective remission to the criteria; and increased with less
strict criteria for adequate functioning. Finally, 18.8% of
healthy controls did not meet the standard criteria for
adequate functioning, suggesting that these criteria are
too strict.

According to our first aim, the 31.7% clinical recovery
rate is in line with previous FEP studies including both
nonaffective and affective psychotic disorders.'>!”'* Also
in line with the previous studies, psychotic remission
was more common than adequate functioning, with not
gaining full-time occupational functioning being the lar-
gest barrier to meeting the standard criteria for clinical
recovery in both diagnostic groups.'*!'” As longitudinal re-
search on first-episode psychotic bipolar disorder is lim-
ited, the 50.0% recovery rate of this group was positive,
suggesting that many in this population are not affected
by symptoms and functional impairment 10 years after
start of treatment. The lower recovery rate for partici-
pants in the schizophrenia spectrum was expected based
on previous research,'? although it is worth noticing that
the diagnostic subgroups schizoaffective and “other
psychoses” fared better than schizophrenia. This is also
in line with previous research, and suggestions to re-
place the “schizophrenia spectrum” with the “psychosis
spectrum” %

More years of education in the bipolar spectrum and
clinical recovery groups may partially explain the higher
rates of full-time occupation in these two groups. Higher
psychotic symptom scores in the schizophrenia spectrum
group was anticipated, as they are primary psychotic dis-
orders. However, as found by previous studies,”** the
schizophrenia spectrum participants demonstrated equal
levels of depressive symptoms as the bipolar spectrum
participants. This suggests that depression is relevant for
both diagnostic groups and supports the dimensional
character of these disorders. The higher score on the
mania measure for the schizophrenia group is likely ex-
plained by an item measuring delusional content.

According to our second aim, we found as expected,
that recovery rates decreased with longer duration require-
ments, especially with a 5-year duration as half of those
in recovery with 1-year duration had relapsed during that
time. Although the recovery rate was still twice as high
in the bipolar compared to the schizophrenia spectrum
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group when using 5-year duration criteria, the difference
in recovery between the diagnostic groups was no longer
significant. This suggests proportionally more instability
in the bipolar group. Nearly 60% were in affective remis-
sion and adding this to the clinical recovery criteria re-
duced the overall rate equally with around 5% in both
diagnostic groups, consistent with the relatively high level
of depression in the schizophrenia group. Unsurprisingly,
the recovery rate increased with less strict functioning cri-
teria," from 31.7% to 40.8% when allowing both less strict
criteria for social functioning and part-time occupation.

According to our third aim, we found that many
healthy controls met the standard criteria for adequate
functioning, as expected due to their high education level
and selection based on no familial history of mental ill-
ness. However, 18.8% did not meet the full adequate func-
tioning criteria in the standard definition, suggesting that
they are too stringent. Not meeting requirements for so-
cial functioning was what most hindered healthy controls
from meeting the standard adequate functioning criteria,
while for FEP participants it was full-time occupation.
Perhaps the controls’ demanding schedule with full-time
employment in combination with family life hindered
them in meeting the strict requirement of weekly social
activity.

A consensus definition of clinical recovery for psy-
chotic disorders is required for reliable and valid measure-
ment of outcome in research and treatment of psychosis,
in addition to the important personal recovery perspec-
tive.!” Some clinical recovery definitions are stringent on
purpose to avoid excessively lenient criteria contributing
to low expectations and stigmatization.”® Based on our
findings, we propose the following criteria for a potential
future consensus definition of clinical recovery in psy-
chotic disorders:

Stability is a core criterion for clinical recovery,* but
the required duration might depend on the study pur-
pose. The duration in the RSWG definition of symptom
remission is 6 months,!' which has been found suit-
able for early clinical recovery research.* Other studies
might investigate long-term stability, although a longer
duration might fail to capture the episodic nature of
these diagnoses.*! We did not find a large difference in
recovery rate between one- and two-year duration, nor
a difference in number of psychotic episodes during
follow-up between participants in recovery and not in
recovery. Therefore, a one-year duration seems an ap-
propriate criterion for most longitudinal FEP-studies
investigating clinical recovery.

In line with the RSWG consensus definition,'! recovery
definitions are restricted to psychotic symptom remission.
However, as affective symptoms are primary in affective
psychotic disorders and equally common in our schizo-
phrenia spectrum group, including affective symptom re-
mission among the criteria for clinical recovery in FEP,
appears more clinically meaningful.
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Among the adequate functioning criteria, the majority of
our participants fulfilled the standard independent living
requirement,* we, therefore, suggest that it remains a crite-
rion. Requirements for occupational functioning commonly
involve employment or study,* although many studies only
require part-time participation.'>'®# In fact, part-time em-
ployment is common in the general population for a range
of reasons beyond mental health problems,'®#** including
25% of the employed Norwegian general population.*
Accordingly, several of our healthy controls worked part-
time due to child-rearing, job market, or somatic disability/
sick-leave. Another important issue is that individuals with
psychotic disorders face systemic barriers to employment,
including mental health stigma and discrimination.*** In
Norway, lack of adequate work-placement programs and
problems transitioning from disability benefits to em-
ployment have also been identified.* Participants in our
study may have been subject to systemic barriers, because
many, especially with schizophrenia, were not employed
even part-time at follow-up. Another important consider-
ation is whether individuals are unable to work or study
due to symptoms or functional impairments, or whether
they choose part-time work because it is more suitable for
their life situation or preferences, in line with the personal
recovery perspective. Based on the above discussion of
part-time employment in the general population, systemic
barriers, and individual preferences, part-time rather than
full-time occupational functioning appears a more reason-
able criterion for clinical recovery in FEP.

Because social functioning varies across cultures and
individual preferences, it is difficult to operationalize, evi-
denced by definitions ranging from romantic relationship'®
to GAF-scores.'® As social withdrawal and anhedonia are
common negative symptoms in psychotic disorders, some
regular observer-rated social activity is generally sug-
gested.? Nevertheless, as discussed above, the standard cri-
teria of weekly socializing might be challenging to meet
even for high-functioning individuals, as we found in 13.7%
of our healthy controls. As it appears too stringent we de-
termined that in the altered criteria having a close friend/
confidant would suffice. Because 95.7% of our healthy
controls met the altered, looser, functioning criteria, we
suggest that they are a more reasonable basis for compar-
ison and thus a better norm of adequate functioning for
FEP. Nevertheless, observer-rated social functioning does
not measure the individual’s satisfaction with their social
life, and might not be culturally sensitive.*® An alternative
is to assess social functioning by self-report in addition to
observer-rating, although this requires further research.

The present findings have several clinical implications.
First, they confirm significant rates of clinical recovery
in FEP, especially for individuals with bipolar spectrum
disorders. Clinicians must communicate this to service
users receiving a psychosis diagnosis as it can contribute
to increased hope of recovery and reduced pessimism
and stigma, ultimately promoting chances of recovery.

Clinical Recovery in First-episode Psychosis

Second, the increase in recovery rates from 31.7% to
40.8% with looser criteria, illustrates how recovery rates
are partially dependent on how they are defined. This
knowledge allows for meaningful conversations with
service-users about the many forms that recovery can
take. Third, as most of our participants were in psychotic
symptom remission, psychosis appears well managed for
most. Therefore, regaining functioning and employment
early should be of equal focus to symptom management
in treatment of psychotic disorders.!’

The main strength of our study is the 10-year longi-
tudinal investigation of clinical recovery across a large
sample of first-episode psychotic bipolar and schizo-
phrenia spectrum disorders, plus the inclusion of healthy
controls. Moreover, we investigated the suitability of ex-
isting definitions and alternative criteria. The main lim-
itation is our high attrition rate, perhaps explained by
lengthy and extensive baseline and 1-year assessments.
Alternatively, follow-up of incident cases may be more
challenging than of participants from specific interven-
tion or inpatient settings. However, there were no differ-
ences between the group lost to follow-up and completers,
except for more men and schizophrenia spectrum dis-
orders in the former group.

To conclude, our findings suggest that half of people
with bipolar spectrum disorders and a quarter with schiz-
ophrenia spectrum disorders will clinically recover 10 years
after treatment start. Additionally, that a more meaningful
consensus definition of clinical recovery, suitable also for af-
fective psychosis and more in line with the general popula-
tion, would benefit from inclusion of affective remission and
less stringent criteria for adequate functioning. Ultimately,
we highly welcome a debate regarding a future consensus
definition of clinical recovery in psychotic disorders.
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