
psychotic symptoms and a number of measures of school and
family problems, including bullying, interparental domestic
violence and physical and sexual abuse.2 We cited this in the paper.
Furthermore, Kostic et al will be glad to know that a report on the
relationship between childhood trauma and psychotic symptoms
in another of the samples (study 2) is currently under review
(details available from the authors on request). However, it is
important to recognise that, again, the authors are raising an issue
of causality in the relationship between psychotic symptoms and
psychopathology; the point of the current paper, on the other
hand, was to highlight new developments in our understanding
of the importance of psychotic symptoms as clinical risk markers
for psychopathology.

We appreciate that Kostic and colleagues are certainly not the
only individuals who may have had conceptual misunderstandings
about the above epidemiological points and we thank them for the
opportunity to clarify some of these issues for the benefit of other
readers with similar questions. We are also pleased to find that the
Journal’s readers are actively discussing the importance of
assessing psychotic symptoms in the context of non-psychotic
psychopathology. As well as recognising that psychotic symptoms
are risk markers for a range of non-psychotic Axis I disorders in
general, and for multimorbidity in particular,3 we would also
especially encourage discussion about findings on the importance
of these symptoms as risk markers for suicidal behaviour in
young people with psychopathology.4 Considering the serious
implications of these findings, an improved awareness of the
significance of these symptoms among clinicians is urgently
needed.
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The need for inclusion of concepts
of recovery in clinical trials

The study by Tohen and colleagues addresses a field of clinical
practice that has traditionally posed a great deal of therapeutic
challenge.1 Evidence of potential therapeutic response in initial
trials are therefore welcome and the authors are right to call
for further research to assess the efficacy of olanzapine, while
cautioning in relation to the high non-adherence rates observed
with this medication.

The authors also attempt to explore the degree of recovery
experienced by individuals within their trial. It is correct that
this concept is addressed, even in early trials such as this. By
considering concepts such as recovery, clinical trials can provide

information that allows clinicians and service users to make truly
informed decisions in relation to treatment options. Calls for the
inclusion of recovery-oriented outcomes in clinical trials into
various disorders have been made.2,3

However, in this study the authors appear to make the mistake
of conflating the concepts of recovery and symptom remission.
The concept of recovery is generally recognised as being more
than simple remission of symptoms, instead involving a deeper
acceptance of disorder and personal adaptation to experience. In
this journal, a narrative review by Leamy et al described five main
themes of recovery that are representative of this concept; they
are the sense of: connectedness, hope, identity, meaning and
empowerment.4

Measures such as the Montgomery–Åsberg Depression Rating
Scale (MADRS) are valuable in their sensitive detection of change
in the symptoms of depressive disorders but they do not address
the core concepts of recovery.5 Simple definition of recovery as
a sustained period of symptom remission (MADRS 512 for
44 weeks) as in this paper is therefore inadequate.

The development of suitable recovery-oriented outcome
measures for inclusion in clinical trials is urgently required to
allow us to develop an evidence base that considers all aspects
of treatment and allows us to provide service users with the
information they require to make informed treatment decisions.
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Author’s reply: I agree with Dr Shepherd that there is a need to
better define outcomes in clinical trials. It is correct that we
defined recovery as a sustained remission of psychiatric
symptoms. Indeed, we followed the definition recommended by
the International Society for Bipolar Disorders (ISBD).1 The term
recovery in the ISBD consensus guidelines is based on sustained
absence of or low-severity symptomatology without considering
functional outcomes.

Observational studies in bipolar disorder, however, have in
fact shown that symptomatic remission is not always accompanied
by functional recovery,2,3 which supports Dr Shepherd’s point
that symptom resolution is not always followed by improved
functional outcomes such as adaptation to the experience.

I agree with Dr Shepherd that functional outcomes allow
clinicians to make better treatment decisions that are more
patient-centred. Furthermore, in the consideration of regulatory
approval around the globe, symptom improvement is the main
criterion for a new treatment to get approved. Including
functional outcomes in the regulatory approval of pharmacological
treatments would be beneficial to patients.

1 Tohen M, Frank E, Bowden CL, Colom F, Ghaemi NS, Yatham LN, et al. The
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